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PUBLIC BOARD OF DIRECTORS
Tuesday 26 November 2019
14:00 – 17:00hrs
Meeting Hall, Stamford Hospital

AGENDA
Timings
14:00

1.0

Welcome, Apologies for Absence and Declarations of Interest

Mr Hughes

Apologies received from:
MAIN MEETING
14:00

2.0

Presentation

Mrs Bennis

Minutes of the meeting held on Tuesday 24
September 2019
3.1
Matters Arising and Action Tracker

For approval
Appendix
For discussion
Appendix

Mr Hughes

Patient Story:
Associated with Complaints and Learning
In attendance:
Stuart Toulson, Matron - Urgent Care
Laura Stent, Matron - FISS

14:20

3.0

Mr Hughes

14.25

4.0

Chairman’s Review of the Month

For information
Verbal

Mr Hughes

14.35

5.0

Chief Executive Officer’s Report

For information
Appendix

Mrs Walker

INTEGRATED PERFORMANCE
14.45

6.0

Integrated Performance Report (IPR)
6.1
6.2

6.3
6.4
6.5

Quality including CQC Update
Operations including:
 Winter Planning Update
 Reporting of Performance Data
Finance
Workforce & Organisational Development
Governance

For Review
Appendix
Appendix

Mrs Bennis
Mr Wilde

Appendix

Mr Pratt
Mrs Tibbert
Mr Gidi

For noting

Mrs Bennis

Appendix

Mrs Bennis

ASSURANCE UPDATES
15:45
15.55

7.0

Quality Assurance Updates
7.1

Safer Staffing
Page 1 of 2

16.05

7.2

16.15

7.3

Director of Infection Prevention and
Control (DIPC) Report
Learning from Deaths Quarterly
Report

Appendix

Mrs Bennis

Appendix

Dr Rege

16.25

8.0

Workforce Race Equality Standard (WRES)

For Approval
Appendix

Mrs Tibbert

16:35

9.0

Workforce Disability Equality Standard (WDES)

For Approval
Appendix

Mrs Tibbert

16.45

10.0

Freedom to Speak Up Quarter 2 Report

Appendix

Mrs Bennis

FINAL ITEMS
16.55

11.0

Any Other Business

Mr Hughes

12.0

Questions from the Public
(related to agenda items)

Mr Hughes

17.00

- End -

Details of Next Meeting:
Tuesday 28 January 2019
Board Room, Peterborough City Hospital
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Minutes of the Meeting of the Public Board of Directors
held on Tuesday 24 September 2019 in the
Board Room, Peterborough City Hospital
Members:

Mr Rob Hughes
Mrs Sarah Dunnett
Ms Mary Dowglass
Mr Ray Harding
Mr Gareth Tipton
Mrs Jo Bennis
Ms Beverley Shears
Mrs Caroline Walker
Mr David Pratt
Dr Kanchan Rege
Mrs Louise Tibbert

Chairman (Chair)
Non-Executive Director (Deputy Chair)
Non-Executive Director
Non-Executive Director
Non-Executive Director
Chief Nurse
Non-Executive Director
Chief Executive
Director of Finance
Medical Director
Director of Workforce & Organisational
Development

In attendance:

Mr Taff Gidi
Mrs Sylvia Zuidhoorn
Dr Suzy Lishman

Mr Jon Peate
Mr Andy Mills
Mr Stephen Graves
Mr Eric Fehily

Company Secretary
EA to Chairman (Minute Taker)
PCH Clinical Lead for Schwartz Rounds
(Item 78.19)
Consultant Obstetrician and Gynaecologist /
Director of Medical Education (Item 86.19)
Head of Resilience and Emergency
Preparedness (Item 87.19)
Head of Information Technology (Item 88.19)
Deputy Head of I.T (Projects) (Item 88.19)
Project Manager (Item 91.19)
Estates and Facilities Director (Item 91.19)

Miss Katie Lonslow

Communications Officer

Mr Stephen Havenga
Ms Celia Kendrick

Observing:

77.19 Welcome, apologies for absence & declarations of interest
Mr Hughes welcomed members to the meeting. Apologies were received from Mr
Ellwood. Mr Hughes also noted that Mr Pratt shall be joining the meeting at 15:00hrs.
There were no new declarations of interest noted.
MAIN MEETING
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78.19

79.19

PCH Schwartz Rounds
i.

Dr Rege welcomed Dr Suzy Lishman, Peterborough City Hospital (PCH)
Clinical Lead for Schwartz Rounds to the Public Trust Board.

ii.

Dr Lishman presented to the Trust Board explain what Schwartz Rounds
are, how they are utilised at North West Anglia NHS Foundation Trust,
some examples, the benefits, feedback received and what the next steps
are.

iii.

Mrs Dunnett thanked Dr Lishman and inquired about the attendance levels
and whether the Trust had a process to allow time for staff to attend
Schwartz Round. Dr Lishman confirmed that this is a Board decision, and
that these should ideally happen within working hours. Mrs Dunnett
inquired about sharing of learning from Schwartz Round. Dr Lishman
explained the different processes for sharing learning.

iv.

Mr Tipton thanked Dr Lishman and noted that staff members benefit hugely
and questioned if there is a subject area where a lot of staff are feeling the
same way is this then taken anywhere. Dr Lishman confirmed that there
is a Steering Group that happens the Monday after the Round has taken
place where items would be taken for further discussion.

v.

Mr Hughes thanked Dr Lishman and noted that he has been on the
Schwartz Round and recommended to the Board to go and take part.

Minutes of the Meeting held on Tuesday 30 July 2019
The minutes were agreed to be a true and accurate record of the meeting and were
officially approved by the Board subject to a slight amendment in clarity to the point raised
by Mrs Dunnett within the penultimate paragraph on Page 8.

80.19

Matters Arising and Action Tracker
The Action Tracker was reviewed and completed actions discharged. There were no
new matters arising.

81.19

Chairman’s Review of the Month
i.

Mr Hughes gave a review of the month to the Public Trust Board confirming
his attendance at the Trust Annual General Meeting (AGM), whereby he
noted this to be a good meeting, with good engagement and that was well
attended. Mr Hughes felt that the spotlight on Cardiology Services showed
the dedication of our staff to the services.

ii.

Mr Hughes noted his attendance at the Cambridgeshire & Peterborough –
(C&P) Clinical Commissioning Group (CCG) AGM that was held in Ely, with
the main topic of achieving their financial target last year.

iii.

Mr Hughes noted that the Trust Board had held a Board Development
session in that morning focussing on presentation and use of data. The
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Trust Board has agreed to actions to start to implement the
recommendations.
iv.

82.19

Mr Hughes acknowledged that at the System Transformation Programme
(STP) Board meeting, a member from the Board of the group Hands off
Hinchingbrooke were in attendance with questions raised based on a
misunderstanding regarding the Trust’s intentions at the Hinchingbrooke
site. He reiterated that the Trust was not planning to close or downgrade
A & E at Hinchingbrooke Hospital. Mr Hughes confirmed that both himself
and Mrs Walker are very happy to meet with members of the group to make
sure they are clear on what the Trust are doing and to listen to any of their
concerns.

Chief Executive Officer’s Report
i.

Mrs Walker presented the key messages from her report to the Public Trust
Board, noting that the Care Quality Commission (CQC) inspection of the
Trust is now over and that the inspection consisted of a core inspection,
Well Led inspection and Use of Resources (UOR) inspection, with some
follow up data requests and visits from the CQC. Mrs Walker noted that
there has been some significant progress made in the past year, of which
we should be very proud and noted that we expect to hear the draft
outcome of the Core Services Inspection in a few months’ time, where
updates shall be provided to all stakeholders as soon as more is known

ii.

Mrs Walker noted that the Trust Board of Directors will be discussing a
number of proposals in today’s meeting relating to the implementation of a
Travel Plan across all three main hospital sites.

iii.

Mrs Walker noted that our Occupational Health team are preparing to start
their annual vaccination campaign to protect staff against the flu and that
we are expecting our consignment of vaccinations to arrive at the end of
September, when all staff shall be encouraged to have their jab. Mrs
Tibbert noted that there has been concerns around stock levels, and
confirmed that the vaccine stocks were available in the Trust.

iv.

Mrs Walker noted that the Trust staged their Annual Public Meeting on
Wednesday 18 September 2019 at Peterborough City Hospital and
registered her thanks to all who attended. Mrs Walker also thanked Deputy
Chief executive & Medical Director Dr Kanchan Rege who presented the
event in her absence due to annual leave

v.

Mrs Walker noted some up and coming events; the Peterborough Beats
Together - our cardiology team has organised Peterborough’s first heart
health event, which takes place at Ferry Meadows Country Park on
Saturday 28 September 2019 from 9am to noon; Outstanding Achievement
Awards event – the Trust will be hosting our annual awards event to honour
those staff members who have gone above and beyond the call of duty on
Friday 4 October 2019 and the Inflammatory Bowel Disease (IBD) at Work
and Home event – the Trust’s IBD Patient Panel, consists of patients and
clinical staff which takes place at Peterborough City Hospital in the
Learning Centre on Saturday 5 October from 1pm to 5pm.
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INTEGRATED PERFORMANCE REPORT
83.19

Integrated Performance Report (IPR)
83.1.19

Quality including Care Quality Commission (CQC) update
i.

Mrs Bennis presented to the Trust Board, highlighting key
areas noting that the child protection information system has
had some challenges and should have been implemented
last April and confirmed that this information should be
available by January 2020.

ii.

August has seen 17 more falls than the same period last year.
These are a mix of primary and recurrent falls. Rate of falls
per 1000 bed days for the Trust in August 2019 is 6.2% which
is equal to the national average with the rate of falls with harm
reducing to 0.1% compared to 0.2% in the previous month
There were 5 grade 3 and above (2 grade 3 and 3 grade 4).
There were 2 category 3 pressure ulcers and above reported
in
August 2019. Sepsis training continues with a lot of
work being undertaken in both the Emergency Departments
(EDs) and also across the inpatient areas in month. There
were 8 Serious Incidents (SIs) reported to the CCG in the
month of August 2019 – 5 on the Peterborough City Hospital
(PCH) site and 3 on the Hinchingbrooke (HH) site. Of these
one was a Never Event. The Trust submitted 5 completed SI
investigations to the Clinical Commissioning Group in August
2019. The Trust achieved 95% for complaints that were
responded to within the 30 working day timeframe for August
2019.

iii.

Mrs Dunnett highlighted that in terms of points to escalate to
the Board, firstly performance of sepsis, the Committee is
assured that plans are in place to get to target. Secondly,
seeking further assurance on surgical never events and the
implementation of an action plan of lessons learnt. Thirdly,
in relation to the Infection Control report, seeking continued
assurance around ward safety concerns at the
Hinchingbrooke site. Finally, continually seeking assurance
of patient experience and safety issues, managing those
experiences and mitigating any safety risks on an ongoing
basis.

iv.

Mrs Dunnett highlighted positives that the Chief Operating
Officer and team are developing a quality operational
dashboard, this is to make we have a basket of indicators,
giving sense check, looking at quality and operational
experience.

v.

Mrs Dunnett noted that urgent care still has challenges, but
acknowledged the positive news on recruitment.
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83.2.19

vi.

Mrs Dowglass questioned the new system for supervision of
Midwives. Mrs Bennis confirmed that it is still early days and
has not been embedded long enough for a proper evaluation
to take place. However, at the end of 12 months we shall be
in a better position to undertake this evaluation.

vii.

Mr Tipton noted that adverse events are at their highest in the
current year and asked for a reminder on what is meant by
the wording adverse events. Mrs Bennis confirmed that an
adverse event is a potential risk to patients which is severity
graded from 0 to 5 and that we are seeing peaks and troughs
in the number of Datix, with no particular theme in any one
area.

viii.

Mr
Hughes
questioned
the
drop
in
Venous
Thromboembolism (VTE) performance the last two months.
Dr Rege confirmed that at Hinchingbrooke historically there
has been excellent VTE compliance. However, this was
affected by the Patient Administration System (PAS)
installation but is also coupled with a decline in VTE
compliance in Peterborough.

ix.

Mr Hughes raised the issue of sepsis and questioned when a
resolution was expected. Mrs Bennis highlighted that this will
continue to be challenging and forecasted that this would be
resolved by the end of the financial year. Mrs Bennis noted
that the Trust sees clusters of patients, but are not seeing an
upward trajectory or trend. We are seeing odd pockets in
specific areas of the Trust. Mrs Dunnett noted that the
Quality Assurance Committee had some spotlight sessions
with the Sepsis Nurse and team and are looking at plans and
resource requirements.

Operations
i.

Mr Wilde presented to the Trust Board, highlighting key
areas, noting that Accident and Emergency (A&E) four hour
performance has improved in August at a system level to
79.4%. Performance at Trust level was 74%, which is a
deterioration from the July performance. There were a wide
range of factors in month that impacted on delivery, and the
Trust has a detailed improvement plan in place to recover
A&E performance. The Trust reported static performance
against cancer standards in July but is showing a further
decrease provisionally for August for 2 week wait (ww) and
62 day standards. The Trust achieved three of the 31 day
subsequent standards in month. In August the Trust
experienced challenges with 2ww bookings, with reduced
capacity as a result of planned clinic reductions to manage
any potential impact from the I.T implementation of the new
Patient Administration System (PAS) system, and high levels
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of annual level reducing capacity further, leading to a higher
volume of breaches.

83.3.19

ii.

Mr Tipton noted that the People and Performance Committee
agreed the need to make sure the service continues to
address the usual summer challenges. Mr Tipton noted the
increasing demand on A&E and reassured the Board that had
confidence that the right actions were being taken. Mr Tipton
noted that a deep dive will be undertaken in endoscopy over
the next couple of months.

iii.

Mrs Dunnett questioned whether with the Trust is prepared
for winter; with the appropriate contingency plans in place.
Mr Wilde confirmed that we are prepared and that at the last
A&E Delivery Board the draft winter plans for system were
reviewed .He noted that at the next A&E Delivery Board a
page turning exercise shall take place to ensure partners are
ready to support the plans.

iv.

Mrs Dunnett questioned whether there should be a different
plan in place for August next year. Mr Tipton noted that each
year is different although across the National Health Service
(NHS) you see a dip, with higher number of staff absences,
translating to a dip in performance particularly in A&E.

v.

Mr Hughes noted that the figures in August were challenging
and that at the last Board meeting it was felt that the Trust
was on an improvement trajectory. He questioned whether
we are still sticking to that plan and are we confident we will
get back to where we want to be. Mr Wilde confirmed that
the recovery plan is still in place and is reviewed regularly.
Mr Tipton noted that the only plan that has been re-base lined
is Breast.

Finance
i.

Mr Pratt presented to the Trust Board, highlighting key areas,
noting that Month 5 has been reported in line with the revised
Annual Plan which was submitted on 23 May 2019. The plan
reflects a Control Total deficit for the year of £(35.3m)
amounting to £2.9m. The net Control Total value is a deficit
of £(5.7m). The financial out-turn for Month 5 is a £(14.3)m
cumulative deficit which is £0.1m better than plan to this
point. In month, there was underperformance on income,
£1.4m, relating to contracts with smaller commissioners and
non-contract income. However, this was offset by a pay
underspend. Family Integrated Support Services (FISS),
Surgery and Corporate Divisions are underspent against year
to date plan. Emergency and Medicine are overspending but
continue to face emergency activity pressures and have
continued to reduce the monthly variance to around half of
that reported in Months 2 and 3. With some one-off gains,
the Cost Improvement Programme (CIP) over-delivered in
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month and is now in excess of the plan value to Month 5.
This remains an encouraging start to the year and whilst the
bar is set higher over the last half of the year it is positive that
we are where we need to be at this points.

83.4.19

ii.

Mr Harding noted that four Investment Appraisals for
replacement were approved – Server Refresh, Ultrasounds x
2, Rolling Bed Replacement and Evolve Update.

iii.

Mr Pratt noted that in terms of capital, the Trust are still
working with regulators to secure financing for this year’s
programme and will keep the Board updated.

Workforce and Organisational Development (OD) Report
i.

Mrs Tibbert presented to the Trust Board, highlighting key
areas including that 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 gradual decline in Turnover over the past 12 months.
Reaching a low of 9.35% in July 2019. This has increased to
10.22% in August 2019. There has been a slight increase in
medical appraisals completed over the past 12 months, now
at 91.45% and for non-medical appraisals is at 83.46%.
Mandatory training percentage range has improved and is at
a 12 month high in August 2019 of 93.68%. The current
vacancy rate of 10.1% has increased by 1.7% due to an
increase in establishment due to additional beds. The August
rotation of junior doctors leaving has also had an impact.
There has been an increase in time to hire due to increased
recruitment volumes/capacity and overseas recruitment,
increased to 86.20 days in August. The Agency rate has
steadily decreased from June 2018 from 9.18% of our total
spend on Agency workers, this month this has increased
slightly to 5.66%.

ii.

Mrs Tibbert noted that the Trust has now had confirmation
back from the Health and Safety Executive inspection that
was undertaken earlier in the year, noting that they feel
assured the Trust are addressing the compliance issues that
were picked up and they will not be taking any further action.

iii.

Mrs Walker noted that the Have Your Say Cultural Barometer
is showing some new areas of concern. Mrs Walker has
undertaken a deep dive into this and has found that a lot of
these issues relate to administration and clerical staff. Mrs
Walker held a number of coffee and chat sessions for
administration and clerical staff across the different sites..
She informed the Board that targeted work was being
undertaken to address these concerns.
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iv.

83.5.19

Mrs Tibbert noted that with regards to the recent Thomas
Cook loss of jobs that the Trust have publicised on social
media that we welcome applications for employment and
have a number of vacancies in administration and support
roles.

Governance
i.

Mr Gidi presented to the Trust Board, highlighting key areas
including internal audit, noting that the Audit Committee have
seen the outstanding items handed over from the previous
internal auditors and those that are on track.

ii.

Mr Gidi provided an update on policies, noting that work is
currently being undertaken on the two Facilities policies to
merge them into one.

83.5.1.19

Risk Report
Mr Hughes noted this to be the first time in a while to know
the key risks. Mrs Walker confirmed that these have been
under review and that the Hospital Management Committee
have seen also seen the trend analysis. The Board noted the
Risk Report.

ASSURANCE UPDATES
84.19

System Response to the NHS Long Term Plan
i.

Mr Gidi presented to the Trust Board, noting that all Sustainability and
Transformation Partnerships (STPs) are due to submit their final responses
to the NHS Long Term Plan by 15 November 2019.

ii.

Mr Gidi noted that due to the timing of the November Board meeting, it will
not be possible for the final response to be presented to the full Board for
approval at a regular Board meeting. The Cambridgeshire and
Peterborough STP Board meeting on 22 July 2019, the STP Board
discussed the sign-off process and agreed that each Trust should gain
delegated authority from its Trust Board for sign-off to ensure that the
system meets the submission deadline. Therefore, the Board were asked
to delegate its authority for sign-off to the Chairman and the Chief
Executive.

iii.

Mr Gidi confirmed that Mrs Walker will update the Board in November 2019
on the final response submitted by Cambridgeshire and Peterborough STP
to the NHS Long Term Plan.

iv.

The Board of Directors were asked to approve delegation of authority to
the Chairman and Chief Executive to sign-off the final response on behalf
of the Trust. If the final response makes significant changes to the version
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last seen by Board, the Chairman will call an extraordinary meeting to get
full Board approval.
v.

85.19

The Board approved the delegation of authority to the Chairman and Chief
Executive to sign-off the final response on behalf of the Trust; subject to
consideration by the Chairman of the significance of changes made to the
draft last seen by the Board

Quality Assurance
85.1.19

85.2.19

Safe Staffing Report
i.

Mrs Bennis presented to the Trust Board, noting that the
August 2019 data report was uploaded to the NHS Digital site
on 16 September 2019, which shows monthly fill rates for
registered and unregistered staff and Care Hours Per Patient
day. The information is also published on our Trust public
website and it is available via NHS Choices.

ii.

Mrs Bennis noted that although some of the fill rates are in
the 80% range in month, the Matrons have reviewed staffing
daily and moved staff safely to ensure that the risk is shared
across clinical areas, triangulated against the acuity and
dependency of patients, meaning that most wards have
staffed to ‘amber’ levels which reduces the fill rate
percentage.

iii.

Mrs Bennis confirmed that other wards have also had shifts
where they have had vacant beds and due to the criteria for
transfer to these areas have remained empty meaning
staffing levels required have been reduced but show as a low
percentage of staff rostered against their staff template.

iv.

Mrs Bennis noted that it is important to note that any
supernumerary staff will not be included into the rostered
hours required or fill rate (so will be extra). In month
additional staff have been requested to ensure that the teams
are up to their new rostered template establishments showing
fill rates in some areas of over 100%.

Director of Infection Prevention and Control (DIPC) Report
i.

Mrs Bennis presented the DIPC Report to the Trust Board,
noting that mandatory training remains within target and that
MRSA decolonisation has achieved 100% across the Trust.

ii.

Mrs Bennis noted that the main area of concern remains the
lack of assurance over water safety at the Hinchingbrooke
site and confirmed an authorised engineer is currently
working on this.

iii.

Mrs Bennis noted that C.difficile crude cases remain high at
15 over trajectory.
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85.3.19

iv.

Mrs Bennis noted that an MRSA outbreak on the maternity
unit has been declared as an SI.

v.

Mrs Bennis confirmed that the Trust is short a Antimicrobial
Pharmacist and the one still in post has handed in their
notice. None of the Microbiologists are currently allocated the
role of Antimicrobial Microbiologist and the Chief Nurse is
currently working with Family and Integrated Support
Services (FISS) for contingencies to cover these posts.

Freedom To Speak Up (FTSU) Self-Review Tool / Quarterly Report
i.

Mrs Bennis presented the report to the Trust Board noted that
this report serves as a summary of concerns raised with the
Freedom to Speak Up Guardians between April to June 2019
(Q1). Mrs Bennis noted that during this period a total of six
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.

ii.

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.

iii.

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 and do not wish to have any formal action taken
by the Guardian although all were offered advice and
support.

iv.

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.

v.

Freedom to Speak Up Champions are actively supporting
contacts dealing with the issues have become protracted.

vi.

The report also highlights national reports and the activity
planned by the Guardians going forward for the next quarter.

vii.

Mr Tipton noted that as the Non-Executive Director
responsible for FTSU, he meets with Dr Hamilton every 2
months and is delighted that Mrs Walker agreed for the
dedicated post as in the past Mr Tipton had not been given
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sufficient assurance that all actions were taken in a timely
manner, and is hopeful the new post will make the difference.
ITEMS FOR APPROVAL
86.19

Clinical Training Update Bi-Annual Report
i.

Mrs Bennis presented the Clinical Training Update Bi-Annual Report for
Non-Medical and Medical Education to the Trust Board, noting support for
all our students across the Trust continues to be very positive affecting
patient care, our staff as well as staff recruitment and retention in all areas.

ii.

Dr Rege welcomed Mr Havenga who presented the Clinical Training
Update Bi-Annual Report to the Trust Board. Mr Havenga highlighted key
areas within the report noting the outstanding achievement in reducing our
red outliers to zero, with the Deanery very happy about the situation.

iii.

Mr Hughes noted that the Clinical Supervisory course is being revived. Mr
Havenga confirmed that the Trust has previously run a successful course
that was semi mandatory for all clinical supervisors to attend but due to
other members moving on this was disbanded. However, after having
spoken to other colleagues the decision has been made to revive and
update the course.

iv.

Dr Rege noted that we are trying to position ourselves as an employer of
choice for overseas doctors. We have recruited a coordinator to support
their development.

v.

Mrs Dowglass noted that the Quality Assurance Committee are mindful of
issues relating to Doctors job plans and questioned if the Trust will be better
placed to hold people to account if they are not doing the appropriate
training once these are in place. Mr Havenga confirmed that there is a
push to ensure that the Educator PA is recognised within job plans and
allocated appropriately.

vi.

Mr Havenga noted that Leicester are asking for support in simulation
training. Mrs Walker agreed the Board commitment and noted that this is
an action with Quality Assurance Committee (QAC) and reconfirmed that
this is supported by the Board. Mr Havenga and Mrs Tibbert to liaise
further.
Action : Mr Havenga and Mrs Tibbert to liaise further with regards simulation
training.

87.19

NHS England Core Standards Assessment for Emergency Preparedness
i.

Dr Rege presented the NHS England Core Standards Assessment for
Emergency Preparedness report. Dr Rege noted that as a ‘Category One
responder’, alongside the emergency services, the Trust’s level of
emergency preparedness is annually assessed by NHS England. The
assessment is in the form of self-assessment against a set of 64 standards,
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which is then subject to peer review and where necessary on-site
inspection. There is additionally a different ‘deep dive’ subject each year,
although the ratings for this do not count towards the overall compliance
rating achieved.

88.19

ii.

Dr Rege noted that once agreed, the assessment results are to be
submitted to the Clinical Commissioning Group by 30 August 2019, for
review and submission to NHS England (Midlands and East) for peer
review. The final award will then be disseminated to the organisation and
the results forwarded to NHS England nationally.

iii.

Dr Rege confirmed that the 2019 Emergency Preparedness, Resilience
and Response (EPRR) Core Standards have been assessed by the Head
of Resilience and Emergency Preparedness (HREP) and reviewed and
assessed by the Accountable Emergency Officer (AEO) with all of the 64
required standards as ‘green’ for the organisation. Providing this is
confirmed by the AEO and at executive committee level then the Trust can
confirm ‘full compliance’.

iv.

The Board noted and approved.

IM&T Quarterly Report
i.

Mr Pratt presented the report to the Trust Board highlighting key areas,
noting the focus of the PAS Project group has moved to working with
operational teams to address issues on a day to day basis.

ii.

Mr Pratt confirmed that as part of the review of the Roadmaps, a positive
joint session between senior IM&T staff and clinical leads has been held
recently to verify the prioritisation of systems developments in the next
phase of implementation. Mr Peate confirmed that Windows 10 has the
biggest visible impact.

iii.

Mr Pratt confirmed that the Trust has reappointed to the Chief Clinical
Information Officers (CCIO) role, with the post now shared between Dr
Vimal Desai (Consultant in Emergency and Medicine) who is based at
Hinchingbrooke Hospital and Mr Michael Lumb (Consultant Obstetrician
and Gynaecologist) who is based at Peterborough City Hospital.

iv.

Mr Hughes questioned whether the Trust is linking in with the Digital STP
work and how as an organisation we are prioritising the pressure of the
new work. Mr Peate confirmed that we do link in and hold a clinical
integration group, with Dr Rege as Chair, where prioritisation and how the
whole programme is managed with the overarching programme board.

v.

Mr Tipton congratulated the team on the huge success of the work
undertaken with PAS and questioned what the biggest challenges were.
Mr Mills felt the letters caused some bigger issues than anticipated.

vi.

Mr Hughes thanked Mr Mills and Mr Peate and their teams for all the work
undertaken to implement the new PAS.
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89.19

Green Travel Plan
i.

ii.

Mr Graves presented the Green Travel Plan to the Trust Board highlighting
key areas, noting some of the key reasons for doing this work as being:
i.

Increasing demand on parking spaces – particularly at
Peterborough City Hospital and Hinchingbrooke Hospital;

ii.

Impact of pressure to secure a parking space on staff, patients
and visitors;

iii.

Peterborough City Hospital and Hinchingbrooke Hospital work
to different charging formats and Stamford and Rutland Hospital
has no charging at present for both patients and staff;

iv.

One entrance – one exit creates major traffic flow issues at
Peterborough City Hospital and Hinchingbrooke Hospital;

v.

Low uptake of public transport, walking and cycling with limited
incentive to change;

vi.

Operational hours or other challenges make alternatives to
driving unattractive or impractical for some staff groups;

vii.

Different car park management arrangements on each site.

Mr Graves noted the strategic aims were:
i.

A plan that delivers on goals and targets and supports the
Sustainable Development and Health and Wellbeing Plans;

ii.

A plan that supports other modes of access to the sites - cycling,
walking and public transport – and actively encourages car
sharing;

iii.

A Plan that uses data to identify the benefits of different options
for implementing exclusion zones for staff, eg 3km/5km, 4 day
rights to park rather than 5 and identifies localities where car
sharing or their travel options should be considered or
promoted;

iv.

A plan that delivers a Car Park Management Strategy,
considers a single company managing all three sites in a
consistent manner with consistent associated tariffs;

v.

A plan that acknowledges and addresses pressures facing staff,
eg., working shift patterns, carer responsibilities, travelling
between sites and off site clinics;

vi.

A plan that safeguards patient parking and applies a common
and consistent charging and discretionary charging mechanism
across all sites.
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iii.

Mr Graves noted the findings in summary across the whole Trust to be:
i.

The majority of staff live within 3K or over 10 Km from normal
place of work;

ii.

Hinchingbrooke Hospital - Up to 40% of staff live within 3km % remains same at 5km – 80% of total staff come by car;

iii.

Peterborough City Hospital – Up to 28% of staff live within 3km
(interestingly another 23% live between 3-5km – eg total 51%)
- 84% of total staff come by car up from 70% in 2016;

iv.

Stamford and Rutland Hospital – Up to 29% of staff live within
3km - 85% of total staff come by car up from 81% in 2016.

iv.

Mr Graves confirmed that there will be a dedicated Travel Plan Coordinator
in post.

v.

Mr Hughes noted to that Appendix 1 and 2 are extremely large documents
and were unable to be printed for today’s meeting, however these shall be
uploaded to the Trust website. (Action: Mr Gidi)

vi.

Mr Pratt challenged that the cost of outsourcing the car parking function
needs to be finalised before the tariff is set.

vii.

Mrs Walker encouraged and reminded the Board this is a big issue for staff
and patients and is not something that can be resolved quickly and will not
happen until spring of 2020. Mrs Walker confirmed that the Trust have
planning permission for some new car parking places outside of the front
of Peterborough Hospital which should be ready within a 3 month period
and will provide extra patient spaces.

viii.

Mr Fehily noted that it is important that it is a fair for all policy, which takes
time to ensure there is a fair consultation with staff and patients. Mrs
Walker confirmed that conversations have started to take place with Staff
Side conversations with staff side.

ix.

The Board approved the below items for these to be brought back to
November meeting to be discussed in Public.
i.

In consultation with the procurement team, outsource the car
park management function as this is fundamental to the future
direction and day to day management of the car parks.

ii.

In consultation with the car parking management group review
and propose car park restrictions for staff based on either a 3km
exclusion zone or 4 day access rights as suggested in the
Atkins reports.

iii.

Appoint a Travel Plan Co-ordinator to support and proactively
promote, the Green Travel Plan and modal change which is
central to implementing the wider travel aspects.
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90.19

iv.

In consultation with the car parking management group propose
a fair and reasonable tariff for Trust staff across all three sites.

v.

Propose a common tariff system for patients for consideration
at the October Trust Board meeting.

vi.

To proceed with active discussions with the Local Authorities
about the second accesses to the acute sites, a second
emergency access at Peterborough City Hospital and other
opportunities such as park and ride.

Governance : Terms of Reference for Approval
90.1.19

Strategic Development Committee
The Board approved.

FINAL ITEMS
91.19

92.19

Any Other Business
i.

There was no other business to discuss.

ii.

Mr Hughes summarised key points from the meeting and noted that he
found the Mental Health presentation really insightful.

iii.

Mr Hughes noted that through the Integrated Performance Report (IPR)
he could see we are making some good progress in some areas,
recognising those areas which need more work and that the control total
and Cost Improvement Programme (CIP) are moving in the right direction.

iv.

Mr Hughes acknowledged the number of reports that are scrutinised
across the various committees.

v.

Mr Hughes thanked all those involved and the work undertaken in the PAS
Project and looks forward to the opportunities that PAS has caused.

vi.

Mr Hughes thanked the Public, the Governors, patients and staff who have
attended the Trust Public Board today.

Questions from the floor (related to agenda items)
i.

Public Governor, Roberta Roulstone noted to Chairman that there was a
gentleman in the audience today, who has since left, who was recovering
from sepsis who had expressed earlier to her that he was impressed over
the last few days with the Sepsis team and Nurse whose work is highly
commendable. This gentleman came to Public Board to speak particularly
about Sepsis and to note how he was very happy with the service he had
received here at North West Anglia Foundation Trust. Mr Hughes asked
if anyone had the gentleman’s details, he would be more than happy to
contact him.
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ii.

A number of questions were raised by observers of the meeting as follows:
a)

Public Governor, Mr Bob Mason questioned what parking facilities
were being made for electric vehicles. Mrs Walker confirmed that
this is something that will be incorporated within the expansion plans
as the Trust looks at all alternatives.

b)

Public Governor, Mr Bob Mason questioned whether the I.T
department have many incidents of inappropriate access on the
internet. Mr Pratt confirmed that the I.T department have safeguards
built into the system which blocks any unwanted sites and that the
Trust are kept up to date, but is unaware of any software that is
currently used. Mr Pratt noted that he will update with this information
as soon as he can.
Post meeting note update: All outgoing Web connections are
subject to filtering and logging by a commercially available product
installed at all sites and managed centrally by the Trust’s I.T
Department. Sites are categorised based on subject matter (e.g.
Healthcare, Travel, Adult Content, Games, etc) and the categories
are either blocked or available, but all connections are logged. For
the internal (private) Trust network, if any requested Website is
incorrectly categorised (e.g. some sexual health sites may be
categorised as Adult Content), Trust staff can request that the site be
“un-blocked”, giving a reason for requesting access.

c)

Member of the public questioned whether the Trust were looking at
a park and ride solution to the car parking problem. Mrs Walker
confirmed that this is definitely something that is being looked into
and are in current talks with the local Council, however there is no
solution yet, particularly as Peterborough do not have park and ride
as a city yet. Mr Hughes confirmed that both himself and Mrs Walker
are in talks with the Mayor of Peterborough around the discussion of
infrastructure and resource.

d)

Public Governor, Mrs Roberta Roulstone questioned how the new
Supervision of Midwives model has changed. Mrs Bennis confirmed
that this is not regulated in the same way as before, but very much
going back to a more mentorship model, with identified midwives that
are trained to support other supervisors and that this is a much
improved system.

e)

Public Governor, Mrs Sue Prior commended the Chief Executive in
providing an honest assessment of the Trust’s performance
challenges and the forecast position on performance at year end.

Mr Hughes thanked everyone for their questions.
The meeting closed at 16:55 hours.

Page 16 of 17

Public Board of Directors, 26th November 2019 – Item: 3.0

Date of next meeting:
Tuesday 26 November 2019 at Stamford Hospital

Signed……………………………………………
Name……………………………………………..
Date……………………………………………….
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Public Board of Directors’ Action Tracker as at 20 November 2019
Date
24 Sept19

Item
92.19
(ii) (b)

24 Sept 19

86.19
(vi)

30 July 19

65.19

Issue
Inappropriate access on
Internet and I.T safeguards
built into the system to block
unwanted sites.

Leicester are requesting
support in simulation training
– request for board support.

Action taken/Update
Confirmed that all outgoing
Web connections are
subject to filtering and
logging which is installed
and managed centrally by
I.T department.
Confirmed that this is
supported by the Board.
Mr Havenga and Mrs
Tibbert to liaise further.
20 Nov 19 – Now with Dr
Rege and Mrs Walker to
identify a suitable training
room within the Trust
building at Peterborough
City Hospital.
An update to be brought to
the next Trust Board.

High demand for services
such as Ophthalmology and
Dermatology to be high on list
of clinical priorities when the
STP are looking at pathways.
Items greyed out have been completed and do not require further discussion.
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Remitted to
Mr Peate

Lead
Mr Pratt

Target Date
25 Sept 19

Closed?

Closed

Mr Havenga

Mrs Tibbert

28 Jan 20

Mr Wilde

24 Sept 19
Closed
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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 November 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

Operational performance
As a trust we are not delivering on national performance standards for our patients. We must
do all we can to improve our performance. The executive directors and I have worked with
our divisional leadership teams to put additional plans in place to improve performance over
the next three months. We are also working on longer-term sustainable plans for some key
areas. We have reviewed our improvement plans to ensure they are achievable and will be
working to address areas where staff shortages are also impacting. We know that as we
move into winter there could be greater challenges associated with demand, but our
improvement plans are aligned to the overall winter plan for our local health system.
We are not alone in these challenges. It was widely reported earlier this month that many
hospitals across the country are also falling a long way short of the agreed waiting time
standards for emergency care, referral to treatment and cancer appointments Nationally,
NHS England reported the lowest-ever performance on the four-hour waiting time standard
for emergency care patients – with 83.6% of patients seen within 4 hours in October 2019.
This is a significant drop from the 95% expected standard. Our Trust recorded 75.8%, which
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is yet to be validated. We continue to see significant increases in demand on both of our
acute sites. I would like to emphasise the good performance being delivered by our teams
at Hinchingrooke Hospital. They are having more success in treating emergency patients in
a more timely fashion, despite increases in attendances of 14% in recent months compared
with the same period last year. Attendances are also up at Peterborough City Hospital
Emergency Department by 8% year on year.
More information on our October performance across all standards will be provided by Chief
Operating Officer Graham Wilde in his Operations Report.
Winter Plan 2019-20
We are working with our partners across the health system to deliver the Winter Plan 201920. Actions within the plan are focused upon keeping delays in care experienced by patients
using emergency care services across our sites to a minimum during periods of additional
pressure. This includes:





Anticipating demand surges and being prepared for them
Promoting appropriate care
Maintaining a flow of patients through our hospitals
Educating the public with regard to self care, where appropriate

Further details on our specific actions within the plan will be provided by Chief Operating
Officer Graham Wilde in his Operations Report.
Staff Flu vaccinations
A key part of winter planning is to vaccinate our staff against the flu virus. As of 6 November
2019, 50% of staff across our Trust (approx. 3,300) had received their vaccinations. We are
aiming to vaccinate at least 75% of staff and we have a dedicated campaign in progress to
encourage all clinical staff to take up the free vaccination to protect them, their patients and
their families. We are using a peer vaccinator system, where nursing and medical staff have
been trained to administer the injections alongside our occupational health team. This gives
us a greater chance to ensure clinical staff can be vaccinated within their department to save
them needing to leave their area to have a vaccination.
Structural survey of the roof at Hinchingbrooke Hospital
On 12 November we briefed staff and stakeholders about a potential structural risk relating
to the specific concrete planks used in the construction of the roof at Hinchingbrooke
Hospital. While we are confident there is no need for immediate concern, we have fully
briefed our staff and have acted quickly to appoint structural engineers to start a detailed
survey of the planks to determine whether or not any are showing any unexpected signs of
deterioration.
We are not the only hospital to be affected by this particular issue. There are three others in
the East of England also in the process of investigating this issue. We are working with them,
and our regulators, to share information and learning.
Of the four local hospitals potentially affected, Hinchingbrooke was the last to be built in
1984. In addition, 75% of the roof covering has been replaced in recent years to provide
greater protection from the elements, particularly rain.
I will provide further updates to the board following the initial structural inspection.
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Appointment of Director of Strategy and Transformation
I am pleased to announce the appointment of Dr Arshiya Khan to the newly-developed post
of Director of Strategy and Transformation for our Trust. Arshiya will ensure the delivery of
our clinical and enabling strategies and lead the business planning and major projects teams
to support the expansion and development of both new and existing services. She will also
play a key part in co-creating the STP health and delivery strategies in line with our own
Trust strategies.
Arshiya is joining us from London North West University Healthcare NHS Foundation Trust
where she is currently Chief Operating Officer. She is due to join us in the Spring.
Use of plastics within our hospitals
In response to the recent announcement by Simon Stevens, Chief Executive of the NHS,
about hospitals needing to significantly reduce their plastic consumption, I wanted to provide
an update on our Trust’s progress on this issue.
We are supporting this national aim by further reviewing our plastic use in our on-site
restaurants – where we are already using takeaway cups and trays that are compostable.
Our Estates and Facilities team are looking at other areas where we can remove or reduce
plastic. We are also asking our staff for ideas. They have already come up with initiatives to
reduce our impact upon the planet – for example, the team on Holly Children’s Ward at
Hinchingbrooke have recently introduced a campaign called ‘Night, Night, Turn Off The
Lights’ to reduce their carbon footprint.
Good To Outstanding staff engagement programme
Last month we launched our Good To Outstanding
programme to help deliver improvements to life in our hospitals
– for patients, staff, volunteers or visitors. We have reviewed and refreshed our former staff
engagement programmes to develop this new approach.
We know that good things happen every day in our hospitals, and by working together,
making improvements where we see opportunities, we can turn a good experience into an
outstanding one – whether that’s for a patient or a colleague.
To be outstanding at what we do is not just measured by the CQC. It’s measured by every
patient as they leave an appointment or a ward after an inpatient stay. It’s also measured
by us, the workforce, every day, as we reflect on the time we have spent caring for patients
or supporting those staff delivering care on the front line.
The programme is underpinned by five key workstreams which focus upon specific areas of
activity where we know improvements are most important and will have the greatest impact.
These are:






Outstanding Health and Wellbeing
Outstanding Patient Care
Outstanding People
Outstanding Leadership
Outstanding Communications

We are prioritising development of the Outstanding Health and Wellbeing workstream for the
first 12 months of the programme in response to staff feedback. Helping our staff to improve
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their physical and mental health and wellbeing is fundamental to the smooth running of our
hospitals. However, this doesn’t mean we will be ignoring the other workstreams. We will provide
regular updates on the work taking place across all five areas in our monthly staff briefing
sessions.

Diabetes Team wins national award
Congratulations to our Trust-wide Diabetes Team which has been recognised in the national
Quality in Care Diabetes awards.
The team, which supports patients receiving care at both Hinchingbrooke and Peterborough
City Hospital, won the Insulin Safety Week 2019 Excellence Award as a result of a series of
initiatives they launched for our patients as part of Insulin Safety Week.
The team has a fantastic track record for achieving success and for our Hinchingbrooke
Hospital-based colleagues this was their sixth win since 2015 in the Quality in Care Diabetes
awards.
Breast Screening Team’s 30 year milestone marked with new equipment
The Breast Screening team at Peterborough City Hospital, is celebrating 30 years since the
service was first launched in Peterborough with new cancer screening equipment.
The original team, Michelle Harris, Principal Radiographer, Jane Harris, Consultant
Radiographer and Dr Bruno Millet, Consultant Radiologist, who are still part of the service
today, started working at the old Edith Cavell site in 1989 in the first mobile breast screening
unit in the region. They have helped build and develop the service to become one of the
most successful in the region.
The move to Peterborough City Hospital enabled digital imaging to be introduced as well as
techniques for more non-invasive procedures and diagnostics.
The team is now looking forward to building on this further by bringing in some new stateof-the-art 3D biopsy equipment early next year, which will enable them to detect very small
cancers and could potentially reduce the amount of invasive procedures.

The Board of Directors is asked to note and discuss the contents of this report.
Caroline Walker
Chief Executive
19 November 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 October we had seven falls with harm, the rate of falls (per 1000 bed days) continues to be consistently below the National average of 6.6
and within the process limits. The rate of falls with harm (per 1000 bed days) has crept above the mean but this rate is still within the control
limits for this measure and therefore is within common cause variation. The number of hospital acquired pressure ulcers across the Trust
continue to be within the limits for common cause variation and therefore are not special cause for concern. There were four Category 4
hospital acquired pressure ulcers in October 2019. Throughout October 2019 the sepsis team have been developing the pathways for the
improvement trial within ED resus at Peterborough City Hospital. There have been improvements in compliance with screening and treatment in
month across both Emergency departments. There were 10 SIs reported to the CCG in the month of October 2019 to the Clinical
Commissioning Group. The Trust achieved 95% for complaints that were responded to within the 30 working day timeframe for October 2019,
compared to 96% in October 2019.
A&E four hour performance is October was 75.8% at a trust level, strong performance at Hinchingbrooke but continued challenges at PCH.
Long stay patients and delayed transfers of care increasing in month increasing pressures on flow across the hospital sites. The trust is
reporting performance below standard for three of the four cancer standards in October, however we have seen improvements in screening and
2 week wait performance, particularly for breast services. RTT and diagnostic performance have not been reported for four months while the
trust works through post PAS data validation issues however data is being reviewed within operational teams on a daily basis.
Month 7 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). The financial out-turn to
Month 7 is a £(15.2)m cumulative deficit which is in line with plan. A £1.2m surplus was achieved in October against £1.3m targeted.
Performance in clinical divisions declined in October but was offset by improvements in corporate directorates. Clinical income in total is £1.7m
below plan, after GIC protections and inclusive of £1.7m of excluded drugs over performance . Actual levels of CIP increased in October but
not at the same rate as the plan profile leading to underperformance of £229k.

4

The 12 month range for sickness is 3.85% - 4.09% since February 2018 there has been a steady decline in sickness from 4.09% to 3.93% in
October 2019. There has been a gradual decline in Turnover over the past 12 months, reaching a low of 9.35% in July 2019, although this has
increased in the past 3 months, currently sitting at 9.76%. Appraisals have now increased to 86.07% which is a 3.14% increase on last month.
Medical appraisals are set above the Trust target at 96% 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 August 2019 at 93.68% and is currently sitting at 93.01% in October 2019. There has been a 0.8%
drop in vacancies since last month, currently the Trust vacancy rate sits at 9.70%. Increase in time to hire are due to increased recruitment
volumes/capacity and overseas recruitment. Although this has decreased to 69.58 days in October. 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 55.30 days) Retention rate over the last 12 months has remained relatively stable and between 85% and 86% which is in line with
national NHS averages. Agency rate has steadily decreased from June 2018, from 9.18% of our total spend on Agency workers, currently this
sits at 6.29% in October.
NWAFT Integrated Performance Report – as at 31st October 2019
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Care Quality Dashboard 2019/2020
Quality Perform ance Dashboard 2019/20
Safety Therm om eter

Target

Apr-19

May-19 Jun-19

Jul-19

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

>95%

93.8%

93.90% 93.40%

89.60% 93.60% 95.30% 95.20%

% of patients assessed as Harm Free w ithin the Trust

>95%

97.9%

97.70% 97.20%

93.60% 98.30% 98.80% 98.50%

0

0

0

0

Hospital Acquired Catheter associated urinary tract infections

0

0

0

1

Falls

Grade 3 and above inpatient falls - NWAFT

N/A

7

10

3

4

5

2

7

2018/19 Figures Grade 3 and above

N/A

8

9

4

3

6

3

6

N/A

3

3

3

9

2

5

4

>95%

97.4%

96.7%

96.9%

73.4%

84.9%

90.5%

89.6%

>90%

94.0%

93.5%

96.2%

98.0%

95.0%

89.1%

98.80%

>80%

87.0%

80.7%

76.2%

85.0%

81.0%

81.2%

83.62%

>80%

78.0%

81.1%

76.8%

85.0%

82.0%

80.0%

86.40%

Hospital Acquired Pressure
Ulcers

Category 3 and above Attributable

Venous throm boem bolism
(VTE) Com pliance
Nutritional Screening

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

100%

72.0%

66.0%
(33/50)

N/A

(36/50)

100%

80.0%

88.0%

N/A

(40/50)

(44/50)

100%

77.8%

70.0%

N/A

(28/36)

(21/30)

100%

84.0%

85.0%

Crude No. to assess ( ) & No. assessed

N/A

(21/25)

(17/20)

Safe Discharge

Safe Discharge Documentation Audit

95%

97.5%

96.4%

94.1%

96.7%

96.5%

95%

95.1%

Serious Incidents

Potential SIs number reported per month

N/A

9

17

18

16

16

13

8

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

N/A

3

4

8

9

8

6

8

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

N/A

9

13

5

3

5

0

10

Never Events

Crude number reported per month

0

0

0

1

1

1

0

0

Adverse Events

Total Number reported - Clinical

N/A

1854

1877

1829

2018

1931

1860

2030

Total Number reported - Non-Clinical

N/A

286

260

268

288

317

237

248

Total Number of Datix closed per month - FISS Division

N/A

685

Total Number of Datix closed per month - EMED Division

N/A

1410

Total Number of Datix closed per month - Surgery Division

N/A

Crude Number of Complaints

N/A

71

95

81

74

64

76

Crude number responded to w ithin 30 days

N/A

69

89

77

67

61

74

86

Percentage responded to w ithin agreed timeframe (30 days)

90%

97%

94%

95%

91%

100%

98%

95%

Patient Experience

Com plaints

Crude number responded to w ithin 40 days

Mortality Review s

Nov-19

Dec-19

Jan-20

Feb-20

Mar-20

YTD total

796
91

N/A

70

95

81

74

64

76

81

100%

99%

100%

100%

100%

100%

100%

99%

Total number of Adult Inpatient Deaths

N/A

185

166

149

141

138

138

194

Number Review ed against LFD criteria

N/A

138

89

138

97

89

93

92

Number Meeting LFD criteria

N/A

6

7

12

5

1

4

2

SJRs carried out

N/A

8

7

9

10

7

10

2

Number of Very Poor/Poor Care

N/A

2

0

2

3

2

6

1

SJRs referred to SCIG

N/A

1

0

0

1

2

2

1

Number declared as SI

N/A

0

0

0

1

2

1

0

Total LD Deaths

N/A

1

0

2

0

0

1

0

Number of LD SJRs carried out

N/A

3

0

0

3

0

1

0

SJRs referred to SCIG

N/A

0

0

0

2

0

0

0

Number declared as SI

N/A

0

0

0

2

0

0

0

Total SJRs undertaken

N/A

11

2

9

13

7

11

2

Total NCEPODs undertaken

N/A

24

34

58

58

40

57

54

Percentage responded to w ithin agreed timeframe (40 days)

6

Oct-19

CAUTI's

Patient Safety

Effectiveness

Aug-19 Sep-19
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Trend

Introduction to Statistical Process Control (SPC)
The Role of SPC
Statistical process control (SPC) is a method of quality control which employs statistical methods to monitor and control
a process. This helps to ensure that the process operates efficiently and efforts and resources are focused in the right
place.
NHS Improvement
Adam Sewell-Jones, Executive Director of Improvement at NHS Improvement says; During my NHS career I have
learnt a lot about how we can best use data to assist our decision-making. Many of us will have relied on
comparing two points – perhaps performance this month and last, or this year and last. But the problem with
looking at two points of data is that it tells you nothing about trends and how much the data varies naturally.
Statistical process control (SPC) is an analytical technique – underpinned by science and statistics – that plots
data over time. It helps us understand variation and in so doing guide us to take the most appropriate action.
Source: https://improvement.nhs.uk/documents/2748/NHS_MAKING_DATA_COUNT_FINAL.pdf

How is SPC useful
•
•
•
•
•
•
•

SPC alerts us to a situation that may be deteriorating
SPC shows us if a situation is improving
SPC shows us how capable a system is of delivering a standard or target
SPC shows us if a process that we depend on is reliable and in control
SPC can help us to tell a story with data
SPC helps us to focus and show where to improve processes
SPC can provide assurance that a process is having a positive affect

Our Reports
Karen Hayllar, Senior Improvement Analyst at NHS Improvement recently met with the Trust Board and provided sound
advice on how we can get the best understanding of our data. How we visualise data is important if we want to make the
most informed decisions. SPC charts have been used on some of the slides on this Quality Report and an introduction to
SPC is on the next slide. For more information or queries please contact Joellegibbons@nhs.net
7
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Introduction to Statistical Process Control (SPC)
Time series line chart with 3 reference lines

SPC example
SPC is a time series line chart with three reference lines that help
you appreciate variation in the data. The reference lines are:
• centre reference line: the average line (often represented by
the mean, sometimes the median)
• upper and lower reference lines: the process limits, also
known as control limits.
You don’t set the limits – these are defined by the variability of data
for the measure you are plotting. You can expect approximately
99% of data points to fall within the process limits it’s all to do with
probability. But from knowing that roughly 99% of data points will
fall within the process limits, you start to appreciate how useful
SPC is when you need to consider how likely it is that a target will
be achieved. SPC can also be used as an early warning system to
alert service managers to a sustained decline or improvement in
performance and a possible need for a change in process.

99%
of
data

SPC Rules: Special Cause Variation
•
•
•
•

•
•

8

•

15 data points are required for a robust analysis of the data.
Whenever a single data point falls outside a process limit (upper
or lower) something unexpected has happened because we
know that 99% of data should fall within the process limits.
Two out of three points close to the process limit can signify the
start of an improvement or decline as can a shift in points
above/below the mean line.
A run of 7 points in a consecutive ascending/descending order
signifies periods of concern (orange)/improvement (blue). NHSI
advise that any less than 7 consecutive data points in any one
direction is common cause variation and not special cause
concern/improvement.
NHSI also advise not to leave special causes to run longer than
10 data points before without reviewing the process.
Process limits are defined by the data entered. However if there
are a significant number of data points that indicate special
cause concern/improvement and you are certain of a change
in reporting or other external factors, then the process limits can
be recalculated e.g. NHSI reporting Guidelines to Pressure
Ulcers in October 2018. The redefinition of hospital acquired
pressure ulcers caused a definite increase in this measure.
Therefore the process limits have been recalculated.
SPC can also be used for assurance purposes e.g Falls per
1000 bed days chart opposite.

15-20 data points for a robust analysis
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Care Quality Dashboard 2019/2020
Quality Perform ance Dashboard 2019/20
Safety Therm om eter

Target

Apr-19

May-19 Jun-19

Jul-19

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

>95%

93.8%

93.90% 93.40%

89.60% 93.60% 95.30% 95.20%

% of patients assessed as Harm Free w ithin the Trust

>95%

97.9%

97.70% 97.20%

93.60% 98.30% 98.80% 98.50%

0

0

0

0

Hospital Acquired Catheter associated urinary tract infections

0

0

0

1

Falls

Grade 3 and above inpatient falls - NWAFT

N/A

7

10

3

4

5

2

7

2018/19 Figures Grade 3 and above

N/A

8

9

4

3

6

3

6

N/A

3

3

3

9

2

5

4

>95%

97.4%

96.7%

96.9%

73.4%

84.9%

90.5%

89.6%

>90%

94.0%

93.5%

96.2%

98.0%

95.0%

89.1%

98.80%

>80%

87.0%

80.7%

76.2%

85.0%

81.0%

81.2%

83.62%

>80%

78.0%

81.1%

76.8%

85.0%

82.0%

80.0%

86.40%

Hospital Acquired Pressure
Ulcers

Category 3 and above Attributable

Venous throm boem bolism
(VTE) Com pliance
Nutritional Screening

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

100%

72.0%

66.0%
(33/50)

N/A

(36/50)

100%

80.0%

88.0%

N/A

(40/50)

(44/50)

100%

77.8%

70.0%

N/A

(28/36)

(21/30)

100%

84.0%

85.0%

Crude No. to assess ( ) & No. assessed

N/A

(21/25)

(17/20)

Safe Discharge

Safe Discharge Documentation Audit

95%

97.5%

96.4%

94.1%

96.7%

96.5%

95%

95.1%

Serious Incidents

Potential SIs number reported per month

N/A

9

17

18

16

16

13

8

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

N/A

3

4

8

9

8

6

8

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

N/A

9

13

5

3

5

0

10

Never Events

Crude number reported per month

0

0

0

1

1

1

0

0

Adverse Events

Total Number reported - Clinical

N/A

1854

1877

1829

2018

1931

1860

2030

Total Number reported - Non-Clinical

N/A

286

260

268

288

317

237

248

Total Number of Datix closed per month - FISS Division

N/A

685

Total Number of Datix closed per month - EMED Division

N/A

1410

Total Number of Datix closed per month - Surgery Division

N/A

Crude Number of Complaints

N/A

71

95

81

74

64

76

Crude number responded to w ithin 30 days

N/A

69

89

77

67

61

74

86

Percentage responded to w ithin agreed timeframe (30 days)

90%

97%

94%

95%

91%

100%

98%

95%

Patient Experience

Com plaints

Crude number responded to w ithin 40 days

Mortality Review s

Nov-19

Dec-19

Jan-20

Feb-20

Mar-20

YTD total

796
91

N/A

70

95

81

74

64

76

81

100%

99%

100%

100%

100%

100%

100%

99%

Total number of Adult Inpatient Deaths

N/A

185

166

149

141

138

138

194

Number Review ed against LFD criteria

N/A

138

89

138

97

89

93

92

Number Meeting LFD criteria

N/A

6

7

12

5

1

4

2

SJRs carried out

N/A

8

7

9

10

7

10

2

Number of Very Poor/Poor Care

N/A

2

0

2

3

2

6

1

SJRs referred to SCIG

N/A

1

0

0

1

2

2

1

Number declared as SI

N/A

0

0

0

1

2

1

0

Total LD Deaths

N/A

1

0

2

0

0

1

0

Number of LD SJRs carried out

N/A

3

0

0

3

0

1

0

SJRs referred to SCIG

N/A

0

0

0

2

0

0

0

Number declared as SI

N/A

0

0

0

2

0

0

0

Total SJRs undertaken

N/A

11

2

9

13

7

11

2

Total NCEPODs undertaken

N/A

24

34

58

58

40

57

54

Percentage responded to w ithin agreed timeframe (40 days)
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Patient Safety
Summary of Performance
Harm Free Care
In October 2019 harm free care inside the Trust continues to be above target and higher than peer group and national
figures at 98.5%. The harm free care inside and outside of the Trust is at 95.2% which is also above target.

Emergency Planning
Marked improvement to 98% compliance – the remaining two expired BCPs sit within corporate services and have been
updated but are awaiting local governance approval before they can be ratified at EPC and then published.

Falls
The rate of falls (per 1000 bed days) continues to be consistently below the National average of 6.6 and within the process
limits. The rate of falls with harm (per 1000 bed days) has crept above the mean but this the rate is still within the control
limits for this measure and therefore is within common cause variation.
There have been seven falls with harm throughout October 2019. Two of these falls related to physiological collapses. One
patient sustained #NOF, four patients sustained subdural haemorrhage and two patients sustained a mixture of upper and
lower limb fractures.

Pressure Ulcers
The number of hospital acquired pressure ulcers across the Trust continue to be within the limits for common cause
variation and therefore are not special cause for concern. There were four Category 3 hospital acquired pressure ulcers in
October 2019.
Details of actions taken by the team are detailed within the main body of the report.

Sepsis
Throughout October 2019 the sepsis team have been developing the pathways for the improvement trial within ED resus
at PCH. This launched on 16th October 2019 for a one month period with the aim to take all patients identified to have red
flag sepsis, through the red flag resus bed, for a clinical review and subsequent sepsis 6 if appropriate. This includes
patients self presenting and those who come to the department via ambulance.
There have been improvements in compliance with screening and treatment in month across both Emergency
Departments.
10
NWAFT Integrated Performance Report – as at 31st October 2019

Page author: Jo Bennis

Patient Safety
Safety Thermometer
Reasons for prioritisation
The NHS Safety Thermometer is a point prevalence survey. The
survey was carried out on 16th October 2019 and 952 inpatients
were surveyed. The aim is to deliver 95% harm free care across
the whole health economy.

Analysis/Actions taken
In October 2019 harm free care inside the Trust continues to be
above target and higher than peer group and national figures at
98.5%. The harm free care inside and outside of the Trust is at
95.2% which is also above target.
At the time of survey there was one patient being treated for a
hospital acquired urinary tract infection (CAUTI) on Bay Tree Ward.
The scrutiny panel found that documentation had not been
completed, there was no daily checks or plan a for removal of the
catheter. The same lapses in care were also noted to be present on
Birch Ward after being transferred from Bay Tree Ward. Both wards
are to complete action plans within the next week and the
Continence Nurse will be doing ward walkarounds and providing
ward based teaching sessions.
The percentage of CAUTI’s within the trust is still below the peer
and national figures.

11
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Patient Safety
Emergency Planning
Reasons for prioritisation
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

Analysis/Actions taken
Continued monitoring and contact maintained with all
individual authors of expired BCPs.
Executive level involvement via performance meetings. The
Company Secretary raised the issue of expired BCPs at
September's Board meeting. It was also included in
September’s Team Brief as part of the CEO’s report.
Marked improvement to 98% compliance – the remaining
two expired BCPs sit within corporate services and have
been updated but are awaiting local governance approval
before they can be ratified at EPC and then published.

Reminders continue to be sent on an at least a monthly basis
to each Triumvirate to ensure compliance is maintained.

12
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Patient Safety
Falls
Reasons for prioritisation
To reduce falls in the inpatient group, that are over 65 by the early
recognition of postural hypotension
Aim - Add Lying and standing blood pressure to all mandatory and
ward based training.
5a - Training in place by end Q1
5b - Training should reach 90% of ward staff who carry out
observations by end of Q3
Introduce Lying and Standing Blood Pressure across the Trust
Aim - Roll out the process to all wards and departments
6a - All medical wards by end Q1
6b - Rest of the wards and departments by end Q2

Analysis/Actions taken
The rate of falls (per 1000 bed days) continues to be consistently below the
National average of 6.6 and within the process limits. The rate of falls with
harm (per 1000 bed days) has crept above the mean but this the rate is still
within the control limits for this measure and therefore is within common
cause variation.
There have been seven falls with harm throughout October 2019. Two of
these falls related to physiological collapses. One patient sustained #NOF,
four patients sustained subdural haemorrhage and two patients sustained a
mixture of upper and lower limb fractures. There has been an improvement
in compliance of lying and standing blood pressure observations on the
Medical Short Stay ward, however poor compliance across the rest of
Divisions cross-site.
Five clinical update days and RPI scheduled for October 2019 have been
completed and awareness of the need for complete lying and standing
blood pressure observations has been raised at the Ward A8 team
meeting.

Lessons Learnt:
• Importance of escalation when postural drop identified.
• Alternatives sought for night sedation as this can significantly reduce
the ability to correct the stance in elderly patients especially when
complicated by acute cardiac issues.
• Localised learning around post fall care.

13
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Patient Safety
Pressure Ulcers
Themes from RCA Investigations
•

•
•

Lack of documentation for patients regarding skin integrity on
admission.
An assumption that Datix and TVN referrals have been made.
Patients transferring wards are at higher risk of pressure ulcers
due to the above.

Analysis/Actions taken
The number of hospital acquired pressure ulcers across the Trust
continue to be within the limits for common cause variation and
therefore are not special cause for concern. There were four
Category 3 hospital acquired pressure ulcers in October 2019 and
the themes from the RCA investigations are detailed above.

14

•

Successful campaign across all three sites raising awareness of
the TVN team and pressure ulcer management and prevention
within the Trust. Trust expectations were also highlighted, and a
new team logo has been launched.

•

Going forward, in November 2019 the team will be taking part in
International Stop the Pressure Ulcer Day, again, raising
awareness throughout the Trust and to the general public.

•

The team are also in discussions with Matrons about providing
bite size ward training for intensive periods in areas currently
having challenges with their pressure ulcer management and
prevention.
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Patient Safety
Sepsis
Reasons for prioritisation

ED

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

INPATIENTS

Analysis/Actions taken
Throughout October 2019 the sepsis team have been developing
the pathways for the improvement trial within ED resus at PCH.
This launched on 16th October 2019 for a one month period with
the aim to take all patients identified to have red flag sepsis,
through the red flag resus bed, for a clinical review and subsequent
sepsis 6 if appropriate. This includes patients self presenting and
those who come to the department via ambulance.
The sepsis team are working with the Patient Safety Information
Analyst to review the auditing process for sepsis. Sepsis treatment
should only be commenced if a senior clinical decision maker
deems appropriate. A greater emphasis of this is required within
the audit process but care needs to be taken to ensure that this is
not delaying treatment if identified.

15
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Patient Safety
Sepsis
Analysis/Actions taken continued

ED

Education continues with collaborative working
with Critical Care Outreach at PCH to deliver
deteriorating patient sessions to areas
encompassing sepsis and fluid management.
ED at PCH have seen an increase in compliance
with sepsis screening and feedback is that this is
in correlation with the sepsis trial bed and
heightened awareness.
ED at HH further work is required to support
process of audit and analysis. Sepsis team to
support deep dive. To work with Lead Nurse and
sepsis champions to review. Feedback from
champions is around lack of documentation
indicating if antibiotics is appropriate or not.
Pan-site ED Focused Sepsis Group set up with
key stakeholders for departments. First meeting
to be held 5th December 2019 and monthly
thereafter. A collaborative multi disciplinary
approach is required to move service
improvement forward.

INPATIENTS

The Sepsis Action Group will be relaunched in
January 2020, Suzanne Hamilton will be the
sepsis team point of contact and clinical lead
representative. The sepsis team are working on
finalising the agenda and members.
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Patient Experience
Summary of Performance

Serious Incidents
Eight SI reports were submitted in October 2019, one was for Surgery, four for Emergency and Medicine and three for
Family and Integrated Support Services. One of the SI’s reported under Family and Integrated support services is a
maternity case that will be investigated by HSIB.
One report was submitted outside of the 60 day timeframe. This was due to requiring further information prior to
submission. An extension was agreed with the Clinical Commissioning Group for one report and the extended timeframe
was met by the Trust.
The trust submitted ten completed SI reports in month to the CCG.
Data analysis by Division within the report shows a slow incline of SIs reported within FISS Division.

Complaints
The Trust achieved 95% for complaints responded to within the 30 working day timeframe for October 2019, compared to
96% in October 2018.
91 complaints were due to be responded to within this period and 86 of these cases were responded to within the 30 days
timeframe. Five cases in total did not meet this timeframe. Four were investigated by the Division of Surgery and one by
the Division of Emergency and Medicine. Extensions were agreed with the complainants for the Trust to respond within the
40 working day timeframe.
The Trust achieved 99% for complaints responded to within the 40 working day timeframe for October 2019. One case did
not meet this timeframe due to the delay in a staff statement being provided to Emergency and Medicine.
We have started to see an increase in trend with complaints at the Hinchingbrooke site.

FFT
The ED satisfaction score for the Trust for October is 91% a 3% increase month on month. This is just below the Trust
target of 92%.
The satisfaction score for PCH has risen by 9% on the previous month. Octobers satisfaction score 87%.
Hinchingbrooke Hospital satisfaction score for the month of October was 91% compared to the previous month of 100%.
A poor response rate in October of 23 returns have affected the overall satisfaction score. One negative response has
resulted in a 9% negative shift.
Stamford Minor Injury Unit satisfaction score continues to trend in a positive direction and above the national average and
Trust target. Octobers satisfaction score 100%
17
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Patient Experience
Serious Incidents
Reasons for prioritisation
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

Actions taken
•

•
•

•

18

An initial telephone call is made to the patient or family
member or a visit to the ward if still an inpatient. Of the
eight SIs reported this month, seven patients/families have
been contacted so far.
A pre- investigation meeting is offered to all patients
/families on first point of contact. In October 2019 so far
seven have been offered and two accepted.
A copy of the report is always offered following submission
to the Clinical Commissioning Group. In October 2019 a
copy of the report was offered to nine patients/families and
six have accepted our offer so far and have been sent out.
The chart above shows that in October 2019 the Trust had
a slight decrease in submitting an SI within the 60 working
day timeframe. This was due to requiring further
information prior to submission. An extension was agreed
with the Clinical Commissioning Group for one report and
the extended timeframe was met by the Trust.
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Patient Experience
Serious Incidents
The charts on this page show the reported SI’s for each Division for
October 2019.
Eight SI reports were submitted in October 2019, one was for Surgery,
four for Emergency and Medicine and three for Family and Integrated
Support Services. One of the SI’s reported under Family and Integrated
support services is a maternity case that will be investigated by HSIB.
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Patient Experience
Serious Incidents
Serious Incidents reported to the Clinical Commissioning Group in October 2019
Steis Number

Date of incident STEIS SI Category

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

2019/21694

30.08.2019

Unexpected potentially avoidable injury causing
serious harm

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

•
•

Hinchingbrooke Hospital
Surgery

2019/21848

29.08.2019

Unexpected potentially avoidable death

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

•
•

Peterborough City Hospital
Emergency and Medicine

2019/22423

07.10.2019

Unexpected potentially avoidable death

Sub-optimal care of the deteriorating patient meeting SI
criteria

•
•

Peterborough City Hospital
Emergency and Medicine

2019/22409

02.10.2019

Unexpected potentially avoidable death

Sub-optimal care of the deteriorating patient meeting SI
criteria

•
•

Peterborough City Hospital
Emergency and Medicine

2019/22420

28.07.2019

Unexpected potentially avoidable death

Sub-optimal care of the deteriorating patient meeting SI
criteria

•
•

Peterborough City Hospital
Emergency and Medicine

2019/21927
(HSIB)

25.09.2019

Unexpected potentially avoidable injury causing
serious harm

•
•

Peterborough City Hospital
Family and Integrated
Support Services

2019/21849

27.09.2019

Unexpected potentially avoidable death

Treatment delay meeting SI criteria

•
•

Peterborough City Hospital
Family and Integrated
Support Services

2019/23499

18.10.2019

Unexpected potentially avoidable death

Sub-optimal care of the deteriorating patient meeting SI
criteria

•
•

Hinchingbrooke Hospital
Family and Integrated
Support Services
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Maternity/Obstetric incident meeting SI criteria: baby
only (this include foetus.
neonate and infant)
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Patient Experience Serious Incidents
The Trust submitted ten completed SI investigations to the Clinical Commissioning Group in October 2019 with some of the learning identified in a
summarised format below.
Steis
Number

Date of
STEIS SI
occurrence Category

2019/15429 03.07.2019

Unexpected
potentially
avoidable
injury causing
serious harm

STEIS SI Sub
Categories

Pressure Ulcer
meeting SI
Criteria

Division &
Site

Actual Impact Lessons Learnt

PCH
SURG

Pressure Ulcer

•
•
•
•

•
2019/16013 31.01.2018

2019/17038 29.07.2019

2019/16587 18.07.2019

Never Event

Unexpected
potentially
avoidable
death

Unexpected
potentially
avoidable
death

Surgical
invasive
procedure
meeting SI
criteria
Never Event
Treatment
Delay meeting
SI Criteria

HH
SURG

Incorrect bone
removed

•
•

HH
SURG

RIP

•
•

Maternity
Obstetric
Incident
meeting SI
Criteria

HH
FISS

Maternal Death

•
•
•
•
•
•
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The review and management of patients in casts.
The use of the plaster room request form to better inform ongoing
cast care and management of any associated wounds.
Multidisciplinary staff awareness of cast application, monitoring and
ongoing assessment, including associated wound care and
monitoring.
Triangulation of multispecialty care plans. For example, robust
nutritional care planning and intake observation was required to
support improved wound healing but does not appear to have been
monitored adequately following assessment.
Documentation of basic nursing care, including intentional rounding,
to better demonstrate the safe monitoring of patients.
Surgeons must have a heightened awareness of the risks of surgery
and utilise tools which are available to them to ensure safer practice
Ongoing pain following trapeziectomy should be treated with a high
degree of suspicion and X-rays should be acquired. In this instance
this would have enabled earlier identification and treatment for the
patient
All staff on the Surgical Ward to be made aware of the importance of
pulling the emergency call bell (if able) in response to an
unresponsive patient in order to elicit an immediate response.
It is important that patient’s with a stoma receive clear and consistent
training in accordance with the Stoma Nurses instructions in order to
avoid confusion regarding a patient’s current or potential level of
competency. All training should be clearly documented in the
patient’s personalised care plan for a newly formed stoma
Ensure application of the correct guideline /policy
If no merged guideline/policy ensure local hospital guideline adhered
to
Challenge conflicting professional advice /guidance –ensure one
agreed plan
If there is ongoing uncertainty in patient management pathway
escalate and seek advice from appropriate level – consultant
/manager
Report poor staff attitude / hierarchical attitude
Beware of task focus, human factors and the lack of situational
awareness – step back and look at the full picture
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Patient Experience
Serious Incidents
Steis
Number

Date of
STEIS SI
occurrence Category

2019/16040 21.05.2019

Unexpected
potentially
avoidable death

STEIS SI Sub
Categories

Division & Actual Impact Lessons Learnt
Site

Sub-optimal
PCH
care of the
EMED
deteriorating
patient meeting
SI Criteria

RIP

•
•
•
•
•
•
•

2019/16300 06.07.2019

Unexpected
potentially
avoidable injury
causing serious
harm

Pressure Ulcer PCH
meeting SI
EMED
Criteria

Pressure Ulcer •
•
•
•

•
•

2019/16616 10.06.2019

Unexpected
potentially
avoidable death

Sub-optimal
PCH
care of the
EMED
deteriorating
patient meeting
SI Criteria

RIP

2019/16621 16.03.2018

Unexpected
potentially
avoidable injury
causing serious
harm

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

Lost in follow up •
pathway
•

22

Importance of better communication around ongoing care pathway for
patients identified to have sepsis
Accurate fluid balance in patient with sepsis and AKI to identify any
deterioration
Exploring alternate solutions when IV cannulation failed
Identifying the need to reassess for sepsis
Establishing a normal behaviour in a learning disability patient so an
accurate assessment of new confusion can be identified and escalated
No formal pathway for difficult vascular access
Need to seek microbiologist advice on antibiotics when IV antibiotics not
an option
The review and management of patients in casts.
The use of the plaster room request form to better inform ongoing cast
care and management of any associated wounds.
Multidisciplinary staff awareness of cast application, monitoring and
ongoing assessment, including associated wound care and monitoring.
Triangulation of multispecialty care plans. For example, robust nutritional
care planning and intake observation was required to support improved
wound healing but does not appear to have been monitored adequately
following assessment.
Documentation of basic nursing care, including intentional rounding, to
better demonstrate the safe monitoring of patients.
This investigation has highlighted numerous coincidental findings that
may not appear crucial when considered in isolation although reflect on
the overall picture of this patient’s deterioration through lack of awareness
and disjointed multidisciplinary working.
The patient’s endoscopy care plan should be completed to identify
required follow up for the patient.
Gastroscopy reports should document a clear management plan as per
current Trust guidelines.
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Patient Experience
Serious Incidents
Steis
Number

2019/17352

Date of
STEIS SI
occurrence Category

STEIS SI Sub
Categories

Division & Actual Impact Lessons Learnt
Site

Unexpected
Pressure Ulcer PCH
potentially
meeting SI
EMED
avoidable injury Criteria
causing serious
harm

Pressure Ulcer •
•

•
•

•
2019/16766 29.07.2019 Unexpected
Pressure Ulcer HH
potentially
meeting SI
EMED
avoidable injury Criteria
causing serious
harm

Pressure Ulcer •
•
•
•

•
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The review and management of patients in casts.
The use of the plaster room request form to better inform ongoing cast
care and management of any associated wounds.
Multidisciplinary staff awareness of cast application, monitoring and
ongoing assessment, including associated wound care and
monitoring.
Triangulation of multispecialty care plans. For example, robust
nutritional care planning and intake observation was required to
support improved wound healing but does not appear to have been
monitored adequately following assessment.
Documentation of basic nursing care, including intentional rounding, to
better demonstrate the safe monitoring of patients.
The review and management of patients in casts.
The use of the plaster room request form to better inform ongoing cast
care and management of any associated wounds.
Multidisciplinary staff awareness of cast application, monitoring and
ongoing assessment, including associated wound care and
monitoring.
Triangulation of multispecialty care plans. For example, robust
nutritional care planning and intake observation was required to
support improved wound healing but does not appear to have been
monitored adequately following assessment.
Documentation of basic nursing care, including intentional rounding, to
better demonstrate the safe monitoring of patients.
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Patient Experience
Complaints
Reasons for prioritisation
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 - 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

Actions taken
11a - The Trust achieved 95% for complaints responded to within
the 30 working day timeframe for October 2019, compared to 96%
in October 2018.
91 complaints were due to be responded to within this period and
86 of these cases were responded to within the 30 days timeframe.
Five cases in total did not meet this timeframe. Four were
investigated by the Division of Surgery and one by the Division of
Emergency and Medicine. Extensions were agreed with the
complainants for the Trust to respond within the 40 working day
timeframe.
11b – The Trust achieved 99% for complaints responded to within
the 40 working day timeframe for October 2019. One case did not
meet this timeframe due to the delay in a staff statement being
provided to Emergency and Medicine.
The top complaint themes for the complaints responded to in
October 2019 were;
Communication - Medical, Nursing and General (18), Clinical Care
Medical (12). Diagnosis (11), Waiting List – Inpatient & Outpatient
(11), Staff Attitude (7) and Clinical Care Nursing (6).
Trends are scrutinised further at the quarterly CLAEP meetings
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Patient Experience
Complaints

Since April 2019 Doddington Hospital and Princess of Wales (Ely) has received a total of one complaint per site.
25
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Patient Experience
Friends & Family Test - FFT
Reasons for prioritisation
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

Analysis/Actions taken
•

•
•

•

•

•
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The ED satisfaction score for the Trust for October is
91% a 3% increase month on month. This is just below
the Trust target of 92%.
The satisfaction score for PCH has risen by 9% on the
previous month. Octobers satisfaction score 87%.
Hinchingbrooke Hospital satisfaction score for the
month of October was 91% compared to the previous
month of 100%. A poor response rate in October of 23
returns have affected the overall satisfaction score. One
negative response has resulted in a 9% negative shift.
Stamford Minor Injury Unit satisfaction score continues
to trend in a positive direction and above the national
average and Trust target. Octobers satisfaction score
100%
The Patient Experience Team engaged with the clinical
lead at PCH to discuss methodology to increase
response rate and satisfaction score as a result of a
negative trajectory highlighted in Septembers results.
As result of a deep dive four key themes were
highlighted wait times, Information/Communication,
care/refreshment availability and Staff Attitude.
Remedial action plan now in place.
The Patient Experience Team will engage with the
clinical lead at Hinchingbrooke Hospital to discuss
methodology to increase response rate and satisfaction
score.
NWAFT Integrated Performance Report – as at 31st October 2019
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Effectiveness
Summary of Performance
Children’s Safeguarding Training
The total number of staff requiring level 3 specialist training is 417 of which 381 are compliant and 36 are non-compliant.
91% compliance against a target of 90% compliance.
The total number of staff requiring level 3 core training is 279 of which 237 are compliant and 42 are non-compliant. 85%
compliance against a target of 90% compliance.

Adult Safeguarding
The Hinchingbrooke site continues to meet the MCA and DoLS training compliance with an increase of 1% in October to
91%.
Compliance at PCH and Stamford has decreased in October by 1% to 77%. The Adult Safeguarding team have opened up
day two of Welcome to our Trust MCA/DoLS session to all in November and December and have also scheduled two extra
dates for training on 18th November and 19th December.
Overall Trust MCA and DoLS training compliance has decreased from 81.6% in September 2019 to 81.2% in October
2019. MCA and DoLS training has been added to the Clinical update day schedule for 2020.

Medical
Appraisal Rates -The SPC chart adjacent shows common cause variation. We have updated our reporting process as we
had omitted the reporting of the authorised extension completion . The SPC chart now reflects improvement in our
appraisal completion rates.

Mortality
HSMR is currently 98.3 which is slightly higher than peer and national average.
The Quality Governance and Compliance Team are working with Dr Foster to analyse this change and initial review shows
an increase in HSMR on the Hinchingbrooke site.
SMR is 100.1 which is above peer and national average.
These changes mean that the organisation is no longer in the upper quartile for peer comparison.
SHMI is 107.75
27
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Effectiveness
Children’s Safeguarding Training
Reasons for prioritisation
Children’s safeguarding training to be compliant in line with intercollegiate guidance.
Aim - Focus on increasing and maintaining level 3 core and specialist training compliance, increase and sustain above 90%.
17a - Level 3 core training to increase by 5% per month starting April 2019 from a baseline of 75% at end of March 2019
17b - To sustain level 3 specialist training above 90% from a baseline of 92% at end of March 2019

Analysis/Actions taken
•
•
•
•
•
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Continue with monthly training sessions to all groups.
The total number of staff requiring level 3 specialist training is 417 of which 381 are compliant and 36 are non-compliant.
The total number of staff requiring level 3 core training is 279 of which 237 are compliant and 42 are non-compliant.
Junior Doctor large change over in August, all new starter have completed level 2 as part of main induction, level 3 to be undertaken in first 3 months of employment.
Under achievement of 90% requirement by end of October 2019. Plan:

Breakdown of staff out of date . Completed 10/11/19

Individual emails set to staff making them aware that they are out of date, their requirements to be in date and to book on immediately. Completed 11/11/19

CBU clinical Lead, General Mangers and Heads of Nursing emailed all staff details and requested to get staff booked. Completed 11/11/19.

PCH ED requested to provide 3hrs of time for their16 staff members so that a specific training session can be held –Lead Nurse to be spoken to - to await agreement
11/11/19 – Areas of non- compliance are:
• Corporate – 1 (1booked)
• EMED Management – 1 (0booked)
 HH ED Medical staff – 1 (0 booked)
 HH ED Nursing staff - 4 (2 booked)
 HH Obs and Gynae Medical Staff – 1 (0 booked)
 PCH Obs and Gynae Medical Staff – 2 (0 booked)
 PCH ED Medical Staff – 10 (0 booked)
 PCH ED Nursing Staff – 16 (0 booked)

Level 3
Core

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

75%

80%

85%

90%

90%

90%

90%

90%

90%

90%

90%

90%

Actual

74%

80%

82.4%

84.3%

85.3%

82%

85%

Level 3
Spec

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

90%

90%

90%

90%

90%

90%

90%

90%

90%

90%

90%

90%

Actual

94%

91%

93%

93%

95.3%

92%

91%
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Effectiveness
Adult Safeguarding
Reasons for prioritisation
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

Analysis/Actions taken
•

•
•

•
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MCA and DOLS training is provided through Welcome To
Our Trust, monthly sessions and bespoke sessions upon
request at Hinchingbrooke and PCH. There is also an elearning option available.
The Hinchingbrooke site continues to meet the MCA and
DoLS training compliance with an increase of 1% in October
to 91%.
Compliance at PCH and Stamford has decreased in October
by 1% to 77%. The Adult Safeguarding team have opened up
day two of Welcome to our Trust MCA/DoLS session to all in
November and December and have also scheduled two extra
dates for training on 18th November and 19th December.
Overall Trust MCA and DoLS training compliance has
decreased from 81.6% in September 2019 to 81.2% in
October 2019. MCA and DoLS training has been added to
the Clinical update day schedule for 2020.
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Effectiveness
Datix – Spotlight on: Two metrics for quality and safety improvement
1: 90% of fully investigated incidents to be finally approved within 30 days of
(monthly)

2: 90% of finally approved incidents to have a learning outcome
the reported date (monthly)

Trust overall : 90% achieved

Trust overall: 74% achieved

Analysis/Actions taken
1. 90% of fully investigated incidents to be finally approved within 30 days of the reported date (monthly)
Overall, the Trust achieved 90% of fully investigated incidents being finally approved within 30 days of the reported date. EMED continued to
exceed 90% with 92% of incidents being finally approved within 30 days. Surgery division continue to make great progress staying at within 1%
of the target. FISS made a good improvement with 89%. The above table will continue to be shared divisionally as part of the monthly divisional
governance report to highlight to the teams the importance of prompt incident review & investigations.
2. 90% of finally approved incidents to have a learning outcome (monthly)
There has been a further slight decrease in compliance with this metric this month with both EMED and FISS seeing a decline in the % of
incidents having a learning outcome. Surgery had an increase to 61%. Learning outcomes include implementation of policies, system
changes, training or reflection and preparation of appropriate action plans. maintaining compliance against this metric.
Both of these metrics form part of the wider Datix action plan with further work to improve and strengthen our incident reporting, reviewing and
learning process starting in 2020.
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Effectiveness
HSMR ON A PAGE

HSMR 98.2

Other Perinatal conditions Observed 21 vs Expected 9.4 RR222.8
A total of 20 cases reviewed. All had Datix incidents with a local investigation
undertaken. No care concerns identified but a post mortem is awaited for conclusive
answers in a one case.

Due to the rising HSMR (driven by HH), a deep dive
investigation is going to be done to identify the reasons

31
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Effectiveness

SHMI ON A PAGE – (Jun 2018 – May 2019)
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 RR 107.75

Currently Alerting for
NWAngliaFT:
Acute and unspecified renal failure
(in-hospital deaths)
RR138.28 (observed deaths 77 vs
expected deaths 55.69)

The Dr Foster analytics team are carrying out a further review to
assess our SHMI taking palliative care coding into consideration.
This is due to the Trust no longer being one of the top five palliative
32 care coding Trust’s (now 11th nationally).
NWAFT Integrated Performance Report –

Aspiration Pneumonia
(in-hospital deaths)
RR127.77 (observed deaths 103 vs
expected deaths 80.61)
as at 31st October 2019
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Trustwide
Summary of Performance
Infection Control
All detail included within the separate DIPC report.

Maternity
Continuity of Carer pathway has been temporarily suspended due to sickness within the team piloting and sickness and
maternity leave within the maternity unit. Spotlight on slide within the pack.

Care Quality Commission
The CQC inspection team requested some further information during October in relation to issues raised during their
follow-up unannounced inspections in September to the Peterborough and Hinchingbrooke sites. We expect to hear the
draft outcome of the inspection imminently and will keep staff informed as soon as we know more.
Actions from the high level feedback received from the Inspection in July 2019 have been put into an action plan and
actions are progressing. Any outstanding actions from the previous 2018 report have been moved over to the new action
plan, which will be updated with any new Must and Should recommendations within the final report from the 2019
inspection.

Nurse Recruitment
October has seen 62 nurses and midwives commence their induction programmes in the trust.
In October 2019 we had 20 new starters from overseas that started their induction and OSCE Programme.
OSCE pass rates remain at 93% against a national average of 80% reported by the NMC for the last quarter.
Meet and greet sessions have commenced in Tobago and will continue in Trinidad through early November. There is
already a lot of interest generated of potential candidates looking to seek employment with us. It has been agreed that the
trust will seek to offer employment to 100 nurses and we would plan to see these first nurses arrive from May 2020.
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Trustwide
Maternity
Reasons for prioritisation
To embed national guidance in order to ensure the provision of the
quality improvement agenda.
Aim - Aims for the year:– Supporting the national agenda of continuity
of care following launch of ‘Better Births’
31a - 20% of women booked on a continuity of carer pathway to be
achieved by end of Q4 (baseline figure 4.5% from March 2019)
New target from NHSI - 35% of women booked on a continuity of
carer pathway to be achieved by march 2020.

Analysis/Actions taken
We can no longer count the Rainbow team as a continuity of carer
pathway; they do not provide intrapartum care. Regional and National
teams now recommending mixed risk geographical models as
sustainable for larger roll out within operational management of
maternity services. A Band 8A 12 month secondment for internal
applicants has been advertised with a closing date of 10th November
2019. Funded by NHS England to support and deliver the better births
agenda with NWAFT in collaboration with the LMS.
Decision made to disband the Laurel Team in recognition of current
operational issues impacting on the ability to fully deliver the
recommendations from NHS England and national trajectory.
26 women birthed their babies in October with only nine receiving
intrapartum care from Laurel Team making a total of 20/58 women
receiving intrapartum care during August, September and October =
34%. Laurel Team have received positive feedback from women
within their care and staff have enjoyed the model of care when
fulfilling all three elements of antenatal, intrapartum and postnatal
care. Evaluation of pilot model to be completed and submitted to
demonstrate learning from model and recommendations for future
models of care.
Actions:
Active recruitment for substantive and fixed term contracts to cover
employment gaps.
Regional overview of workforce planning
Collaborative working with the LMS, exploring a system wide
approach in order to ensure we are in a positive position as an LMS
by March 2021 to meet the 51% trajectory.
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Trustwide
Nurse Recruitment
Local Nurse Recruitment

Actions taken in month

October has seen 62 nurses and midwives
commence their induction programmes in the
trust. This is the same as started in October
2018.
This reflects the continued hard work across
the trust

•
•
•
•

International Nurse Recruitment

Actions taken in month

In October 2019 we had 20 new starters from
overseas that started their induction and
OSCE Programme.

•
•
•

OSCE pass rates remain at 93% against a
national average of 80% reported by the NMC
for the last quarter.

Pipeline

35

Plan interviews for those students qualifying in March 2020
Plan to attend two recruitment events in November at
Nottingham and Leicester
Attendance to ARU events
Shortlist RTP candidates in view of ARU supporting a local
RTP course

Number in
pipeline

Continue to plan next year’s international recruitment drive;
Continue to work with the resourcing team to adequately
plan recruitment needs and allocations;
Continue to work on constraints around accommodation
and teaching space.

Predicted arrivals for overseas
recruitment for next 4 months
November

20

December

0

January

30

February

10 cross site

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.

Has visa
arrival date
confirmed

Cos
assigned
a/w visa

Has
Decision
letter needs
COS

In NMC
decision
queue

Passed CBT
collating
documents
for NMC

Passed
English
language
tests or
exempt

0
5
1
7

2
10
4
12

2
0
4
9

0
1
3
3

0
1
1
6

0
0
0
0

0
0
0
0

0
0
0
17

A/W English English test Reviewing for
test results date booked English test

CUH
MSI
XHH
Alliance

4
17
13
54

0
0
0
0

Philippines 2

19

0

3

3

0

0

0

1

2

10

Philippines 3

26

0

2

4

1

1

1

2

11

4

India
INP
Total

1
2

0
0
0

1
0
19

0
2
37

0
0
16

0
0
8

0
0
9

0
0
3

0
0
13

0
0
31
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Trustwide
Nurse Recruitment
Trainee Nurse Associate

Actions to be taken in month

Below is a summary of the number of trainees in each cohort and when we expect to
see them join the workforce as qualified Nurse Associates.
Cohort 2 ; 8 Trainees qualify on the 2nd November – 7 have been appointed in the trust
Cohort 3; 22 Trainees (due to qualify in July 2020)
Cohort 4; 16 Trainees (due to qualify in December 2020)
Cohort 5; 24 Trainees commenced the new 27 month programme in September 2019
(due to qualify December 2021)

•

Trinidad and Tobago recruitment project

Actions taken in month

Meet and greet sessions have commenced in Tobago and will continue in
Trinidad through early November.
There is already a lot of interest generated of potential candidates looking to
seek employment with us.
It has been agreed that the trust will seek to offer employment to 100 nurses
and we would plan to see these first nurses arrive from May 2020.

•

•
•

•

Commence the final checking process for the 10 Trainees appointed to commence the
course in January 2020. These Trainees are from the September intake who moved
across, or were undertaking their maths and English level 2 qualifications upon
application.
Continue with MPAs direct line management of all cohorts except cohort 5 where line
management is the Ward Manager
Continue with partnership working to attend Nursing Associate meetings and undertake
tri-patriate review meetings with all Trainees and und the University.

Meeting with MB2B to finalise preparations for shortlisting in readiness for first
planned skype interviews. Complete actions around interview questions and
FAQ for overseas nurses.
Set up weekly meetings to embed clear communication at all stages of this
recruitment project.

Below are predicted Band 5 recruitment numbers (wte) including all internal, external, overseas and student pipelines.
Nov

Dec

Jan

Feb

March

External recruitment

8.30

8.00

13.62

11.55

6.55

Internal recruitment

7.20

10.06

5.06

6.06

Anticipated recruitment

Overseas

20.0

30.00

10 (predicted)

Students
Nurse Associates
Total
36

7.00
35.50

25.06

48.68

27.61

April

Total
48.02
28.38

4.00

4.00

8

10 (predicted)

10 (predicted)

80

10.00

10

10.00

17.00

40.55

NWAFT Integrated Performance Report – as at 31st October 2019

14.00

191.94

Page author: Jo Bennis

3. OPERATIONS
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Performance summary
October overall position

Trust / system priority
indicators

Single oversight framework indicators

Standard

Latest month
and movement

YTD

YTD trend

Apr-19

May-19

Jun-19

Jul-19

Aug-19

Sep-19

Oct-19

Cancer 2 week wait

93.0%

75.0%

73.7%

77.7%

76.7%

77.0%

76.4%

64.7%

70.7%

75.0%

Cancer - 62 days GP referral

85.0%

64.9%

70.4%

78.0%

72.0%

72.1%

71.7%

67.7%

60.4%

64.9%

Cancer - 62 days screening

90.0%

62.5%

70.2%

75.0%

75.0%

60.0%

78.3%

69.0%

60.9%

62.5%

Cancer - 31 days

96.0%

92.6%

96.1%

97.1%

96.5%

98.0%

94.4%

95.7%

96.3%

92.6%

Cancer - 31 days subsequent

94.0%

95.0%

95.0%

100.0%

95.7%

100.0%

90.9%

95.2%

88.0%

95.0%

18 week RTT incomplete

92.0%

85.1%

85.7%

85.5%

Diagnostic access -6 week breaches

<=1%

95.2%

94.2%

94.5%

A&E four hour NWAFT

95.0%

75.8%

78.5%

76.7%

79.3%

79.7%

85.1%

74.0%

76.3%

75.8%

A&E four hour - system position

95.0%

80.5%

82.7%

81.0%

83.3%

83.7%

88.1%

79.4%

80.8%

80.5%

DTOCs (beds days for period)

<=898

1386

1449

1666

1279

1085

870

1322

1386

Long length of stay (patients on last day of month)
<=86

108

124

127

137

117

110

127

108

Appointment slot issues

<4%

15.4%

17.0%

20.1%

17.8%

18.2%

22.9%

12.1%

12.8%

15.4%

Cancelled operations

0

69

341

57

37

52

45

43

38

69

28 day breaches

0

4

48

6

6

4

6

15

7

4

RTT 52 week breaches

0

0

45

1

4

9

3

10

18

Summary
The table above shows the trusts performance against the single oversight framework indicators in October 19 as well as performance against trust and
system priority indicators. Performance remains below standard in most areas, however performance is improving in some areas, i.e. Cancer, in line
with the trusts improvement plans.
RTT and diagnostic data has not been submitted for a period of four months post PAS migration as a result of data quality concerns.
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Cancer
2 week wait target
Latest month
and movement

Standard

3
389
Colorectal
380
Gynaecology
206
Haematology
7
Head and Neck
188
Lung
47
Other / CUP
0
Paediatrics
3
Sarcoma
0
Skin
389
Upper GI
137
Urology
227
TOTALS
1976
Breast Symptomatic
54
Brain / CNS
Breast

0
143
241
16
0
18
0
0
3
0
41
3
2
467
40

100.0%
6
63.2% 316
36.6% 431
92.2% 212
100.0%
6
90.4% 148
100.0%
49
NA
0
0.0%
6
NA
0
89.5% 359
97.8%
93
99.1% 209
76.4% 1835
25.9%
29

73.7%

1 83.3%
5
127 59.8% 336
353 18.1% 414
26 87.7% 220
2 66.7%
5
23 84.5% 153
0 100.0%
65
0 NA
0
4 33.3%
8
0 NA
0
100 72.1% 419
5 94.6% 129
6 97.1% 203
647 64.7% 1957
23 20.7%
35

0
67
337
14
0
9
2
0
3
0
136
1
4
573
19

Apr-19

May-19

Jun-19

Jul-19

Aug-19

Sep-19

Oct-19

77.7%

76.7%

77.0%

76.4%

64.7%

70.7%

75.0%

Oct-19
Total seen
Total
breached

Total seen
Total
breached

Sep-19
Performance

Total seen
Total
breached

Aug-19
Performance

Two Week Wait

Total seen
Total
breached

Jul-19

75.0%

YTD trend

100.0%
8
80.1% 326
18.6% 347
93.6% 188
100.0%
12
94.1% 162
96.9%
53
NA
1
62.5%
0
NA
0
67.5% 379
99.2% 146
98.0% 213
70.7% 1835
45.7%
95

0
56
285
11
0
7
0
0
0
0
90
5
5
459
13

Performance

93.0%

Performance

Cancer 2 week wait

YTD

100.0%
82.8%
17.9%
94.1%
100.0%
95.7%
100.0%
100.0%
NA
NA
76.3%
96.6%
97.7%
75.0%
86.3%

Summary
The Trust has reported an improvement in compliance for 2 week wait cancers for the second consecutive month though performance still remains
outside of control limits. In October the trust improved performance for every specialty bar one when compared with the previous two months. There
has also been considerable improvement in breast symptomatic performance since our new breast consultant radiologist commenced in post in
October.
Two specialties are an ongoing concern – Colorectal and Skin, which account for 82% of all breaches in month. Excluding these two specialties, the
trusts 2ww performance would be c.93%.
Capacity issues in both areas are well known and there are existing improvement plans in place. Actions taken in month include approval of
outsourcing as a mechanism to reduce l backlogs over the coming three months while the underlying capacity and demand position is reviewed. On top
of known issues, during October an additional skin consultant had to cease all surgical activity as a result of injury, resulting in large volume of
cancellations of long wait patients.
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Cancer
62 Day Target
Standard

Latest month
and movement

YTD

YTD trend

Apr-19

May-19

Jun-19

Jul-19

Aug-19

Sep-19

Oct-19

Cancer - 62 days GP referral

85.0%

64.9%

70.4%

78.0%

72.0%

72.1%

71.7%

67.7%

60.4%

64.9%

Cancer - 62 days screening

90.0%

62.5%

70.2%

75.0%

75.0%

60.0%

78.3%

69.0%

60.9%

62.5%

Summary
Performance against the 62 day referral and 62 day screening targets
remains below standard. The trust has not achieved the 62 referral
standard since Nov 17 though performance has dropped considerably
in recent months as the trust treats long wait patients.
Within the new governance structure of cancer and diagnostics,
improvement work is underway looking at the Colorectal and Prostate
pathways. One of the key issues resulting in delays in patient
pathways is access to diagnostics. The trust is currently working on
implementing next day scanning for those patients who have a
positive colonoscopy, which will reduce the existing pathway length
by around 2 weeks and the one stop prostate pathway commenced at
Hinchingbrooke in October.
More timely access to other tests – MRI/CT will also positively impact
on performance and we have seen improvements in recent months.
Since July, the trust has seen a reduction in the number of 2ww
cancer diagnostic breaches across all modalities from 43% to 27% in
October. Increases in diagnostic capacity due to come on line from
summer 2020, along with the pathway modelling work taking place
will support ongoing improvement against this standard.
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Cancer
104 Day Waits – open pathways

Summary
The graph top left shows the volume of patients on the 62 day PTL who
have passed 104 days of the pathway but have not commenced
treatment in October. Not all of these 44 will be patients who have a
confirmed cancer and therefore will not necessarily become a cancer
breach.

104 day wait reasons
Awaiting TCI date at NWAFT for IP investigation
Treatment date to be booked at NWAFT
Consultant update needed

Patient initiated delay (On hols, unwell, IP,…
Awaiting OPA at NWAFT

The tumour sites with the largest numbers waiting is Urology and Skin.
The delays are a combination of highly complex patients with tertiary
referrals and joint pathways, diagnostic or outpatient capacity delays and
patient initiated delays with a small number delayed for other reasons.

Awaiting diagnostics – endoscopy at NWAFT
Awaiting update, appointment or TCI from tertiary…

To be discussed at local MDT
Treatment date booked
0

Peterborough
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Hinchingbrooke

5

10

15

The graph top right shows the total number of patients who have a
confirmed cancer diagnosis that have exceeded 104 days when receiving
their treatment. This increased to 12 patients in September.
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Urgent care
A&E four hour performance
Standard

Latest month
and movement

YTD

YTD trend

Apr-19

May-19 Jun-19

Jul-19

Aug-19 Sep-19 Oct-19

A&E four hour NWAFT

95.0%

75.8%

78.5%

76.7%

79.3%

79.7%

85.1%

74.0%

76.3% 75.80%

A&E four hour - system position

95.0%

80.5%

82.7%

81.0%

83.3%

83.7%

88.1%

79.4%

80.8% 80.50%

Summary
The trust reported deterioration in performance against unplanned care KPIs in October when compared with the previous month including ED
performance. Performance at PCH for the month of October was 64.2%, Hinchingbrooke 93.3% and Stamford 100%.
Trolley waits 4-12 hours, ambulance handover waits, emergency readmissions and DTOCs have all increased in October when compared with the
previous month. However, we did report a reduction in the number of outliers, suggesting that while people may be waiting longer for a bed, once placed,
fewer patients are being moved to inappropriate ward settings. We also saw an improvement in the median wait time to see an ED Doctor from 106mins
to 83mins in Oct, though this still remains above target of 60mins.
Activity remains a considerable challenge for the trust. Week ending 13th October saw one of the trusts busiest ever weeks and busiest ever days, with
351 attendances at PCH and 185 at Hinchingbrooke during a 24 hour period, 34% above expected levels. There has been 2.3% growth in attendances
month on month and 12.1% year on year, more activity data is shown on slide 9. Ambulance arrivals increased by 7% in month which has also driven an
increase in emergency admissions. Year on year emergency admissions are up 11.4% across the trust. We continue to escalate activity pressures with
our commissioners and system partners.

The number of patients staying in hospital for over 7 days is increasing, driving up our overall length of stay and it is this which is impacting on bed
occupancy and limiting flow from ED and across the hospital sites. There is also an increase in the number of delayed patients and stranded patients
over 21 days, shown in more detail on following slides. Our focus in October has been on maximising existing capacity across both acute sites to
improve flow i.e. utilisation of discharge lounge to support flow, extending discharge support services and reinvigorating focus on R2G and other flow
enablers.
We have also been planning for changes to take place ahead of winter including creation of fit to sit capacity in ED, embedding AAU SOP and
emergency floor reconfiguration of A3/FEU. The ambulance offload bay build is also underway with expected completion in Mid December. We have
progressed plans for implementation of a 111 reception point pilot at Hinchingbrooke and will continue to assess models for front door streaming for
implementation at Peterborough ahead of progressing the relocation of the UTC onto site. While milestones are on track, our improvement plan is rated
red due to impact achieved as a result.
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Urgent care
A&E four hour performance and length of stay
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Urgent care
Activity data
PCH/STH
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

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
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8260
756

8498
1930

8594
2597

8760
3278

8288
3249

8724
3312

8661
2817

8989
2906

9021
2668

8791
1895

9125
3503

8900
3148

YoY
% YoY
Change Change
9061
801
9.70%
3245
2489 329.23%

2581
3525

1714
3416

2113
3420

2174
3378

1678
3086

2450
3289

2514
3094

2352
3256

2199
3003

2460
3078

2101
3300

1963
3263

2483
3591

(98)
66

-3.80%
1.87%

2701
2943

2582
2929

2565
3191

2558
3113

2227
2876

2372
2965

2342
2920

2474
3017

2388
2952

2362
2806

2749
3002

2548
2917

2746
3163

45
220

1.67%
7.48%

41
145
1168

254
187
1155

394
92
1172

256
221
1238

382
329
967

346
392
839

328
365
828

237
295
949

233
284
746

127
142
649

358
192
537

294
261
758

503
396
687

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

462 1126.83%
251 173.10%
(481) -41.18%

3911
209

3924
144

4096
149

4268
374

3989
339

4567
265

4453
460

4460
101

4451
245

4352
308

4511
314

4447
243

YoY
% YoY
Change Change
4587
676
17.28%
309
100
47.85%

2374
905

2086
836

2353
886

2371
859

1936
783

2205
845

1706
846

1953
1133

1449
1138

1384
1146

1689
1188

1419
1214

1499
1344

(875)
439

-36.86%
48.51%

835
1004

771
1004

827
1222

809
1238

754
1085

797
1198

777
1213

864
1073

906
1100

845
1027

846
1154

877
1165

955
1211

120
207

14.37%
20.62%

9
32
832

0
18
1011

0
13
834

10
27
1025

18
43
738

6
30
730

33
49
621

2
4
633

18
25
533

4
35
435

32
29
333

15
16
564

15
31
699

6
(1)
(133)

66.67%
-3.13%
-15.99%

Oct 18 Nov 18 Dec 18 Jan 19 Feb 19 Mar 19 Apr 19 May 19 Jun 19 Jul 19 Aug 19 Sep 19 Oct 19
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Urgent care
Delayed transfers of care
Standard
DTOCs (beds days for period)

<=898

Latest month
and movement
1386

YTD

YTD trend

Apr-19
1449

May-19 Jun-19
1666

1279

Jul-19
1085

Aug-19 Sep-19
870

1322

Oct-19
1386

Summary
At a trust level, DTOCs are above the 3.5% standard in October. The high volume of delays are driven primarily by patients at Hinchingbrooke. At a site
level, Hinchingbrooke had c.8% DTOCs in October and these are further increasing into November. Delays at Peterborough remain between 2.5% 4.5%, mostly below the national standard.
The concern moving into the winter period is that there is no planned additional capacity within the community which is likely to impact on DTOC
performance. The system wide DTOC programme board has discussed the challenge in addressing the Hinchingbrooke position and an extraordinary
meeting will be scheduled to work through potential alternative options. Daily huddles across all system partners, escalation of patients medically fit
before their PDD to accelerate discharge and development of system wide escalation triggers and consequential action plans are all already in place.
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Urgent care
Long length of stay
Standard
Long length of stay (patients on last day of month)
<=86

Latest month
and movement
108

YTD

YTD trend

Apr-19

May-19 Jun-19

124

127

137

Jul-19
117

Aug-19 Sep-19
110

127

Oct-19
108

Summary
The trust has an ambition to reduce the number of
patients staying in hospital >21 days by the end of
March 2020. The trusts original ambition of 77 has been
revised to 86 to reflect the additional bed base
introduced during 19/20. This equates to no more than
10% of the trusts bed base occupied by long stay
patients.
Long length of stay has been improving though we still
have some very long waits (6>100 days) at
Peterborough for very complex patients. A new project
has launched in October in collaboration with a local GP
to look at improving services including discharge
planning for homeless patients.
The primary reason for long stay patients as at the end of October is ‘ongoing treatment’. This represents 33% of all patients in hospital for over 21 days.
There is a need for senior peer review of these patients to challenge appropriateness, considering if treatment could be provided in an alternative setting
and if decisions / actions taken earlier in a patient pathway could be improved to shorten overall length of stay. The remaining 19% of the patients delayed
for internal reasons include: specialty reviews required, awaiting diagnostics, OT/PT input.
48% of the patients are delayed for an external reason and there will be a cross over with those who are currently DTOCs though not all will appear on both
lists. The results from LLOS reviews are shared with system partners weekly and up until recently partners participated in reviews. Through November we
plan to extend reviews to both align to best practice and to broaden the scope to bring in early reviews of >14 day patients.
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Elective care
Cancelled operations
Standard

Latest month
and movement

YTD

YTD trend

Apr-19

May-19 Jun-19

Jul-19

Aug-19

Sep-19

Oct-19

Cancelled operations

0

69

341

57

37

52

45

43

38

69

28 day breaches

0

4

48

6

6

4

6

15

7

4

Summary

50
45

In October we reported a large volume of cancellations, this was
driven by unplanned clinical absences in Urology and plastics.

40
35
30

These cancellations were unavoidable and while all efforts have
been made to rebook at the earliest possible opportunity, the
capacity gaps continue into November which may impact on the
number of 28 day breaches in future months. As outlined on earlier
slides, actions have been agreed in month to outsource lists to
create additional capacity in plastics specifically.

25
20
15
10
5
0
Apr-19
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May-19

Jun-19

Jul-19

Aug-19

Sep-19

PCH/STH Cancelled Operations

Hinch Cancelled Operations

28 Day Breaches

28 Day Breaches

Oct-19
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Elective care
Available slot issues
Standard
Appointment slot issues

<4%

Latest month
and movement
15.4%

YTD
17.0%

YTD trend

Apr-19

May-19

Jun-19

Jul-19

Aug-19

Sep-19

Oct-19

20.1%

17.8%

18.2%

22.9%

12.1%

12.8%

15.4%

Summary
ASIs rose in October, driven by increasing slot
issues in a number of specialties, including those
areas where limited capacity is well know – Breast,
Plastics and Urology.
We are also beginning to see an increase in the
number of ASIs in Clinical physiology and
Cardiology. The division is developing a specialty
level action plan to address medium and long term
capacity to address growing levels of demand
levels.
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Winter planning
We are working with our partners across the health system to deliver the Winter Plan 2019-20. Actions within the plan are focused upon
keeping delays in care experienced by patients using emergency care services across our sites to a minimum during periods of
additional pressure. This includes:
Anticipating demand surges – such as after Bank Holidays and weekends. Ensuring appropriate levels of staffing to manage these
periods is crucial to help maintain a flow of patients through our hospitals. In addition, we have learned from previous winters that we
need to be better prepared for extreme cold events and the associated peaks in respiratory illnesses occurring in the weeks after the
event. The Trust has a Full Capacity Protocol which it will put in place where there is a prolonged surge in attendances.
Appropriate care – communications teams across all partner organisations are working together to share timely messages to serve as
reminders to the public on where they should seek the health care most appropriate for their need. This will include advice on suitable
alternatives such as the Urgent Treatment Centre (UTC) in Peterborough, GP out of hours services and pharmacies. It is hoped that this
messaging will help prevent the Emergency Department from becoming overcrowded with patients that could have been treated faster
elsewhere.
In Huntingdon, where there is no UTC facility close by, we are working with our commissioners and Hertfordshire Urgent Care to pilot a
new service at Hinchingbrooke Hospital that will see patients assessed by an NHS 111 Clinical Advisor (a registered nurse of
paramedic) at the front door of the Emergency Department. This may mean patients are redirected to a GP (the appointment is to be
booked while the patient is in the department) or a pharmacist. This initiative is due to begin shortly. If it proves to be as successful as
we hope it will be, we will roll it out at Peterborough City Hospital, too.
Maintaining a flow of patients through our hospitals – We want to avoid delivering ‘Corridor Care’ wherever possible. At times of
extra-ordinary demand, as seen last winter, there will be occasions where this is unavoidable. However we are focusing upon a number
of key areas that will assist in maintaining a flow of patients through our hospitals which, in turn, should improve the waiting times for
patients in our Emergency Department.
This includes working with our health care system partners to reduce the number of long-stay patients (in hospital for 21+ days) and
those whose transfer to another care facility is delayed. We are increasing our use of the Discharge Lounge at Peterborough City
Hospital to help free ward beds in a more timely manner and have created a new Discharge Lounge facility at Hinchingbrooke Hospital.
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Winter planning
Maintaining a flow of patients through our hospitals – We will also maximise the use of our Ambulatory Care Unit at both PCH and
HH, to help some patients avoid an inpatient stay. Between November 2018 and April 2019 we have added 42 extra beds at
Peterborough City Hospital and 18 beds at HH in readiness for winter. At PCH, this has been achieved by creating more 3-bedded bays
by joining two single rooms together, and adding an extra bed into our 4-bedded bays. At HH the opening of Pear ward on a fill time 18
bed basis has created the additional capacity. All of these beds are currently in use and there is no capacity to add any additional beds
into our bed base at PCH.
We are also in the process of redesigning and improving the ambulance bay at Peterborough City Hospital to assist in facilitating faster
ambulance handovers. This is designed to reduce ambulance queues at times of increased attendances, and will assist the ambulance
crews by being free to answer their next call in a more timely manner. The work is due to be completed by mid December.
Educating the public – as well as reminding the public on where they should access health care appropriate for them, our collective
system-wide communications teams are planning campaigns to encourage self-care among patients to help prevent illnesses
escalating by stocking up on medicines in advance, getting vaccinated against the flu and how to treat common ailments, such as
stomach bugs, at home.

Our system winter plan was submitted to regulators at the end of October and discussions on system readiness have been taking place
through bi-weekly regional calls. Internally, we continue to work on our winter planning as a live programme of activity. Oversight of
progress with the winter plan will be delivered internally through the unplanned care programme board and system wide at the A&E
delivery board.
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4. FINANCE
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5. WORKFORCE
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Executive Summary

Well-Led

Workforce
Indicator

Definitions

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%

MPAs/appraisals

All non medical and medical staff

95%

Appraisals(Non-Medical)* (MPAs)

Completed appraisals as % of all eligible
staff

95%

Appraisals(Medical)*
Mandatory Training*

Completed appraisals as % of all eligible
staff
Completed training as % of all eligible
staff

Target

Below
Target

Above
Target

Set By Nov-18 Dec-18 Jan-19 Feb-19 Mar-19 Apr-19 May-19 Jun-19

Jul-19

Aug-19

Sep-19

Oct-19

NWAFT 3.93%

3.96%

4.05%

4.09%

4.05%

4.03%

4.00%

3.99%

3.99%

3.99%

3.97%

3.93%

9.78% 10.13% 9.91%

9.41%

9.35%

9.98%

9.59%

9.76%

-

-

-

-

-

<=3.50% >=4.30%

95%
90%

NWAFT 10.11% 9.84% 10.03% 9.73%

<=10%

>=12%

>=95%

<=85% NWAFT

>=95%

<=85%

>=95%

<=85%

>=90%

<=70%

<=5%

>=10%

<=5%

>=7.5%

85%

82%

80%

82%

82%

-

-

NWAFT

-

-

-

-

-

84.29% 84.60% 85.33% 85.10%

83.46%

82.93%

86.07%

NWAFT

-

-

-

-

-

91.00% 94.00% 89.00% 94.00%

94.00%

93.00%

96.00%

CP CCG 88.78% 90.12% 90.70% 91.36% 92.08% 90.80% 91.45% 92.56% 93.27%

93.68%

92.63%

93.01%

NWAFT 10.50% 10.20% 9.70%

9.80%

9.50%

8.70%

8.30%

9.30%

8.40%

10.10%

10.50%

9.70%

NWAFT 6.54%

Vacancy rate**

Staff in Post FTE as % of Budgeted
Establishment FTE

5%

Agency rate**

Agency workers Spend (£) as % of Total
Pay Bill Spend

5%

Time to Hire**

Time taken from vacancy approval to
actual start date or agreed start date –
working days

65

<=65

>=80

NWAFT

Time to Hire **

Advert to offer in working days (NHS
average)

45

<= 45

>=60

NWAFT

Stability index/Retention Rate*

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

N/A

T/A

N/A

NWAFT 85.74% 86.08% 85.85% 86.43% 86.59% 85.90% 86.27% 85.95% 86.03%

5.48%

6.74%

5.49%

6.29%

6.20%

6.18%

5.71%

5.09%

5.66%

5.04%

6.29%

-

-

-

-

62.70

65.60

71.50

67.90

70.1

86.20

78.72

69.58

-

-

-

-

-

-

-

50.2

56.50

55.3

49.87

53.14

85.94%

86.62%

86.64%

*12 month rolling figure
**1 month count

Key Points
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Sickness – 12 month range for sickness is 3.85% - 4.09%, since February 2019 there has been steady decline in sickness from 4.09% to 3.93% in October 2019.
Turnover – Gradual decline in Turnover over the past 12 months. Reaching a low of 9.35% in July 2019. Although this has increased in the past 3 months, currently sitting at 9.76%.
Appraisals (Non-Medical/Medical) – Appraisals have now increased to 86.07%, which is a 3.14% increase on last month. Medical appraisals are sat above the Trust target at 96%.
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 August 2019 of 93.68%. Currently sitting at 93.01% in October.
Vacancy Rate – There has been a 0.8% drop in vacancies since last month, currently the Trust vacancy rate sits at 9.70%.
Time to Hire – Increases in time to hire are due to increased recruitment volumes/capacity and overseas recruitment. Although this has decreased to 69.58 days in October. 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 55.30 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, currently this sits at 6.29% in October.
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Workforce
Contents

Purpose:
This report aims to show the Trust’s performance across a variety of staff-related Key
Performance Indicators and to provide updates on areas of concern and actions needed or
taken by the Trust to improve performance.

2. Executive Summary
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5. Agency Spend
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8. Turnover - Summary
9. Turnover - Starters, Leavers & Internal Movers
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12. Recruitment – Pipeline
13. Sickness - Summary
14. Sickness – Absence Reasons/Costs
15. Appraisals
16. Mandatory Training
17. Apprentices
18. Health and Safety
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Below are the Key Performance Indicators reported upon within this report:
• Turnover/Retention Rate
• Vacancy Rates
• Agency Spend
• Recruitment
• Sickness
• Appraisals
• Mandatory Training
• Agency Rate
• Health and Safety
• Apprentices
General Definitions:
• FTE - is a unit that indicates the workload of an employed person. An FTE of 1.0 is
equivalent to a full-time worker or student, while an FTE of 0.5 signals half of a weekly
workload.
• Add Prog Activity – are additional duties or activities that aren’t contained within a
standard ten PA contract for Medical and Dental staff.
• Funded Establishment – this is the agreed budget for the Trust represented in the
report by FTE
• Staff in Post - shows all current staff working in the Trust, at that point in time (includes
active, secondments, maternity, long term sick etc.)
• Staff Groups – is a defined grouping of related job roles as set out by the NHS.
Data Exclusions:
• Junior Doctors – due to the nature of their rotations around the Trust throughout the
year, they are excluded from any Turnover/Retention/ Appraisal data
• 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’ employees.
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Workforce
Performance and Utilisation

761.87
628.99

145.10
143.21

-25.79
9.00
11.31
-46.10

38.44
9.65
11.93
16.86

156.06
44.98
50.75
60.33

16.97
10.40
18.35
-11.78

9.17
2.91
5.61
0.65

-25.79
218.02

38.44
365.67

156.06
1138.99

16.97
301.35

9.17
180.81

132.88
31.14
64.68
37.06
70.91
61.97
699.90

Nov-18 – ERCB
started (Vacancy
Control)

160.61
78.74
87.17
-5.30

295.75 6292.23
290.30 5622.06
57.49
5.45 612.68
7.00 251.82
33.00 336.60
-34.55
24.26
70.91
5.45 541.77
290.30 5750.46

% Funded Establishment

189.98
180.81

Grand Total

318.32
301.35

Nursing and Midwifery Registered Non-Patient Facing

Medical and Dental - Other

1295.05
1138.99

Sep-19 – Pear and
Walnut Ward now fully
established

Nursing and Midwifery Registered Patient Facing

Medical and Dental - Consultant

Healthcare Scientists

404.11
365.67

Administrative and Clerical

HCA

160.61
1623.62

Estates and Ancillary

94.23
410.62

Allied Health Professionals

22.77
377.97

Additional Clinical Services

1.89
143.21

192.23
218.02

Aug-19 – Bed
uplift within
Medicine wards
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504.85
400.36
10.26
94.23
30.00
33.00
31.23

1784.23
1623.62

1.89
1.00
6.80
-5.91

400.74
330.74
47.23
22.77
27.00
14.00
-18.23

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%
89.3%
0.9%
9.7%
4.0%
5.3%
0.4%
1.1%
8.6%
91.4%

Certain members of staff are excluded from being counted within the vacancy
rate, specifically employees that don’t sit against a funded establishment,
including:
•
Pool HCAs
•
Trainee Nursing Associates
•
Medirest/Kier staff

Key Points
• Vacancy rate dropped this month from 10.5% in September to 9.7% in
October. Mostly due to staff in Post increasing by 47.82 FTE from last
month. The increases are primarily within Nursing and Midwifery +17.61
FTE, Additional Clinical Services +8.72 FTE and HCAs +13.82 FTE.
• In the previous 12 months staff in post have increased by 280.81 FTE.
• HCA Pool employees included, and are reducing Healthcare Assistant
vacancies on a temporary basis to 61.97 FTE.
• 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 44.52 FTE.
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Workforce
Agency Spend
Jun 18 – Agency
Controls introduced

Qtr 1 (Apr Qtr 2 (Jul
19 - Jun 19) 19 - Sep 19

Nov 18 – TRAC
Recruitment system
introduced and
ERCB started

Year To
Date 2019/2020

Projected
Total 2019/2020

Projected
Planned
Overspend/
Total Underspend
2019/2020
- 2019/2020

£108,119

£825,201

Non Clinical

£61,330

-£6,632

£8,530

£63,228

Other Clinical

£318,676

£312,671

£151,744

£783,091

£1,339,085 £1,883,322

£544,237

£1,678,225 £1,632,139

£524,063

£3,834,427 £6,556,870 £5,427,268 -£1,129,602

Medical

£2,472,759 £1,959,863

£883,841

£5,316,463 £9,091,152 £9,364,209

£273,057

£4,530,990 £3,898,041 £1,568,177 £9,997,208 £17,095,225 £17,500,000

£404,775

NWA planned
£6,111,000 £5,646,000 £1,719,000 £13,476,000
agency spend

£21,081,000

NHSI Ceiling £3,903,000 £3,903,000 £1,301,000 £9,107,000

£15,612,000

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
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£717,082

Nursing

Total

Points to note – October 2019 data:
• Decrease on previous month’s agency spend by £85,177 (-6.20%)
 Medical – increased £302,442 (52.02%)
 Nursing – decreased by £65,369 (-11.09%)
 Non Clinical – decreased by £1,124 (11.64%)
 Other Clinical – increased by £43,359 (40.00%)

Qtr 3 (Oct
19 - Dec
19)
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Workforce
Bank Spend

Points to note – October 2019 data:
• Amount of shifts filled compared to unfilled, has been steady reaching a low of 81.19% in
December 2018 and a high of 85.80% in May 2019. Able to fill 85.01% of all bank shifts as at
October 2019.
• By staff group, the lowest rates of filled bank shifts are Estates and Ancillary at 76.36% and
Additional Clinical Services at 77.65%, whilst the highest is Scientific, Technical staff at 96.97%,
Allied Health Professionals at 95.13% and Administrative and Clerical at 95.05%.
• The data shown is all requested shifts on Health-roster.
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Workforce
Staff in Post FTE by Staff Group

Notes:
• Some of the biggest changes belongs to Nursing & Midwifery, which has grown by 147.23 FTE (8.3%), Healthcare Scientists, which has grown by 17.32 FTE (13.8%) and Estates and
Ancillary, increasing by 20.61 FTE (12.9%).
• Some staff groups have decreased in the past year, including Medical & Dental (Other) by 18.44 FTE (-4.4%) and Administrative and Clerical by 17.58 FTE (1.5%).
• 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

14.43%
9.76%
4.67%
12.30%

•

Substantive turnover = 9.76%. Total turnover rate = 14.43%.

•

Highest number of leavers by staff group are: Admin & Clerical at 154.88 FTE (176 headcount) and
Nursing & Midwifery at 147.91 FTE (171 headcount).

•

25.93% (26.19% for September data) of all leavers in the last 12 months had under 1 years
service.
For those leaving with under a years service, the main leaving reasons were: Voluntary
Resignation – Reason not known – 52.82 FTE (58 headcount), Relocation – 23.41 FTE (24
headcount), Work Life Balance – 10.52 FTE (11 headcount) and Promotion – 8.47 FTE (9
headcount).
242.70 FTE Substantive to Bank leavers in the last 12 months, with 18.46 FTE moving in
October 2019. By staff group, there have been 64.96 FTE Medical & Dental, 66.78 Nursing &
Midwifery, and 69.69 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
Trust Starters

848.75 FTE (951 headcount)

Trust Leavers

500.01 FTE (570 headcount)

Nov-18
•
•

•

Dec-18

Jan-19

Feb-19

Mar-19

Healthcare Assistants equates to 311.26 FTE (332 headcount) starters.
Nursing & Midwifery 178.49 starters (211 headcount). Band 5 – 119.72 FTE (138
headcount).
Administration and Clerical have had 150.15 FTE (176 headcount) starters.

Internal Movers – last 12 months = 373.41 FTE (424 headcount)

Apr-19
•
•
•
•

May-19

Jun-19

Jul-19

Aug-19

Sep-19

Largest group of leavers are Admin & Clerical staff at 154.88 FTE (176 headcount)
Nursing & Midwifery staff at 147.91 FTE (171 headcount)
Additional Clinical Services at 101.80 FTE (119 headcount)
Medical & Dental staff at 24.11 FTE (27 headcount)

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

•
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Oct-19

416.19 FTE
442.81 FTE
73.50 FTE
53.04 FTE

Mover = employee that has stayed within the Trust but has either moved
Division/Department within the last 12 months.
NWAFT Integrated Performance Report – as at 31st October 2019

Page author: Louise Tibbert

Workforce
Turnover - Retention
Retention Rate (Stability Index) – last 12 months

86.64%
5,810
6,219
5,034

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
• Healthcare Assistants - 57.67% of leavers show as having under 2 years service (35.20 FTE, 37
headcount). Further investigation underway to understand the drivers.
• Staff Nurses (Band 5) – 50.90% of leavers show as having under 2 years service (38.43 FTE, 42
headcount). Further investigation underway to understand the drivers.
• Focus on EMED and Corporate Divisions where retention is below 85%

•
•
•
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Additional Clinical Services (incl. HCAs) started with 1,099 assignments at the start of the year, we’ve retained 872 of the
same staff in the last 12 months.
Medical & Dental started with 492 assignments (excl. Trainee Doctors), we’ve retained 406 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 1,979 employees, in that time, we’ve only
able to retain 1,742 of them. Meaning that we still lost 237 Nurses in this period.
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Workforce
Recruitment - In progress (snapshot 31st October 2019)

By Staff Group

Vacancy Approval to
Advert Placement

Time To Shortlist

Advert Views

Applications submitted

Nursing & Midwifery

28,454 ↑

203 ↑

Medical & Dental

20,652 ↑

391↑

Trust Total

129,264 ↓

2027↑

Time to Hire Time to Hire Time to update
Time to comp of Pre- Time to confirm Start
Vacancy Approval to Vacancy Approval to
Interview Outcome
emp checks
Date
Checks Cleared
Start Date Agreed

(12 Working Days)

(5 Working Days)

(2 Working Days)

(19 Working Days)

(2 Working Days)

(63 Working Days)

(65 Working Days)

Trust

10.90 ↓

6.50 ↓

5.60 ↑

24.57 ↑

8.20 ↑

57.74 ↑

69.58 ↓

Administrative & Clerical

13.20 ↓

6.10 ↑

3.30 ↑

18.34 ↑

6.90 ↑

51.62 ↓

63.67 ↑

Additional Clinical Services (incl. HCAs)

8.90 ↓

6.90

3.00

28.28

5.60

↓

63.14 ↑

70.22 ↓

Allied Health Professionals

9.20 ↓

6.40 ↓

2.80 ↑

28.75 ↓

2.40 ↑

69.40 ↑

75.00 ↑

↓

↓

↑

Estates & Ancillary

10.00 ↑

5.00 ↑

3.20 ↓

21.47 ↓

1.70 ↓

53.14 ↑

72.00 ↓

Health Science Services

2.90 ↓

39.20 ↓

3.00 ↑

73.20 ↑

5.70 ↑

121.70 ↑

159.40 ↑

Medical & Dental

11.30 ↓

7.60 ↓

3.40 ↓

25.44 ↓

9.80 ↑

56.79 ↓

71.11 ↓

8.00

5.30

1.00

27.27

1.90

57.00

72.67 ↓

Nursing & Midwifery

↓

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
•
This data is pulled over a 12 month cumulative period, with data pulled effective as at the
end of the month
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Staff Group

↓

↓

↑

↓

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

36.83 ↓

49.15 ↑

Emergency & Medicine
Division

57.65 ↑

Facilities Division

↑

Legend
Working days have
increased from last month

↑

Working days have stayed
the same

↔

61.33 ↓

60.16 ↑

74.89 ↓

Working days have
decreased from last month

↓

56.50 ↑

54.00 ↓

66.20 ↑

Family & Integrated Support
Services

53.45 ↑

59.21 ↑

64.00 ↓

Surgery Division

48.88 ↑

53.88 ↑

70.12 ↓

53.14 ↑

57.74 ↑

69.58 ↓

By Division

Trust
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Workforce
Recruitment – Pipeline (as at 31st October 2019)

•
•
•
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Numbers include Trust starters and internal movers
November - + 10 FTE from Cambridge University Hospitals overseas nurses
November/December/January – might different due to the release and allocation of COS
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Workforce
Sickness
Division of
Emergency &
Medicine

Division of Family
and Integrated
Support Services

Division of
Surgery

Corporate
Division

Facilities Division

HCA Pool

TRUST

Absence % - 1 month

4.22%

4.14%

2.96%

3.39%

2.69%

8.62%

3.74%

Quarterly %

4.25%

3.92%

3.15%

3.13%

3.14%

8.55%

3.72%

Rolling 12 Month %

4.38%

4.18%

3.54%

2.94%

2.79%

9.01%

3.93%

Average no. of working days lost per employee

9.86

9.41

7.95

6.63

6.28

20.27

8.85

Staff with 10 Days +

33

50

27

9

1

3

123

Av No of Days

60

64

83

124

197

95

74

4 Episodes or more

299.18

219.31

221.86

58.49

7.00

25.16

831.00

3 Episodes or more over 6 Month Period

165.33

94.33

110.33

32.33

2.00

13.67

418.00

Absence Estimated Cost £ - 12 months

£1,851,540

£2,109,244

£1,931,788

£560,008

£75,517

£83,136

£6,611,232

Short Term Sickness – 12 months

2.08%

1.58%

1.59%

1.18%

1.29%

3.92%

1.71%

Long Term Sickness – 12 months

2.30%

2.60%

1.95%

1.76%

1.50%

5.09%

2.22%

Total Staff FTE

1546.05

1702.70

1683.88

565.09

124.34

70.91

5692.98

Total Staff FTE and % that have not been off sick in last 12 months

480.62 (31.09%)

618.14 (36.30%)

653.80 (38.83%)

240.40 (42.54%)

51.13 (41.12%)

9.21 (12.99%)

2053.31

Junior Doctors added to
Healthroster, improving sickness
reporting accuracy
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Key Points
•
Sickness absence has dropped slightly to 3.93%
•
NHS national median is currently 4.35% (Nov 2018).
•
Common reasons (42.60% )for sickness absence are Gastrointestinal
problems, cold, cough, flu.
•
Stress/Depression that is costing the Trust the most money at £1.2
million (average of 24 days v/ 7 days for others reasons),
•
Sickness absence costs the Trust, £6.7 million a year (£2.7 million for
Nursing & Midwifery staff and the majority in FISS at £2.1 million)
•
90,699 calendar days in 12 months (52,264 Long Term /38,435 Short
Term).
Areas of Concern
•
Under-reporting of sickness from staff not on Healthroster (e.g.
Administrative & Clerical/Medical & Dental). A rise in sickness % is
expected when Consultants are added to Healthroster.
•
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 to Outstanding – Health and Wellbeing work stream 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

86%
Key Points

Appraisal reporting moved
to a 12 month period
instead of 13 months.

•
•
•
•
•
•
•
•
•

86% and improvement of 3% since last month.
Medical & Dental appraisals are now not included in the overall stats/% rates by Division but only
by Staff Group % as shown below. They are currently at 96%.
FISS (90%) and Surgery (86%) are the best performing Divisions within the Trust
EMED is the lowest performing Division, at 83%.
By staff group, Administrative and Clerical are the lowest at 80%. Whilst Medical and Dental staff
are the highest rated at 96%
Above the national median of 83%. (NHSI Model Hospital Dec 2018).
Above the East of England average of 84%
All divisions now have an action plan in place and generic themes being addressed, e.g. non
recording on ESR by line managers
Escalation meetings from December with DWOD if compliance is not improving to agreed plans.

Areas of Concern
•
•
•

All areas below 90% compliance, particular EMED and Corporate who both have hotspots of low
compliance
Focus is on appraisals that have been completed, but not uploaded into ESR
Administrative and Clerical staff across the trust, require more attention due to the current appraisal
rate % of 80%.

Emergency & Medicine – actions:
•

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:
•
•
•
•

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.

Corporate – actions:
• All Execs taking action in own teams to improve compliance.
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Workforce
Mandatory Training
Mandatory Training
Thresholds: green >=90%, red <=70%

North West Anglia NHS Foundation Trust

Training data on ESTR
fully merged for all
sites.

93.01%
Key Points
•
Compliance = 93.01%, this is an increase against the previous month of 0.38%.
•
By Staff Group, Medical & Dental staff (non-consultants) have the lowest compliance at 73%.
•
By pay band, Band 9 and Medical & Dental staff (non-consultants) do not meet the Trust target of 90%.
•
Above national median of 89% by 4 percentage points.
•
Above the East of England average of 87% by 6 percentage points.
(Data from NHS Model Hospital portal as at December 2018)

CCS staff transferred to
NWAFT

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.

Training Compliance % by Staff Group
100%

94%

93%

97%

96%

97%

93%

94%

Training Compliance % by Pay Band
100%
73%

80%

99%

94%

91%

60%

40%

40%

20%

20%
Add Prof
Scientific and
Technic
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Additional
Clinical
Services

Administrative Allied Health
and Clerical Professionals

Estates and
Ancillary

HCA

Healthcare
Scientists

Medical and Medical and Nursing and
Dental Dental - Other Midwifery
Consultant
Registered

95%

94%

94%

95%

95%

95%

93%

96%

93%

89%

94%

91%
73%

80%

60%

0%

94%

0%
Band 1

Band 2

Band 3

Band 4

Band 5

Band 6
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Consultant Medical
and Dental
- Other

Other

Workforce
Apprentices
Key Points







Levy funds expire if not used within 24 months, we are not due to have any apprenticeship levy expire until March 2020 (£2,798 then at risk)
Apprenticeship Task and Finish group set up to maximise use of apprenticeship levy for young apprentice positions and for CPD opportunities for existing staff.
Several new apprenticeship standards accessed for the first time – OT and PT degree Level 6 and Senior Leader (Masters) Level 7
New grow your own strand with staff undertaking Assistant Practitioner Apprenticeship to give them entry requirements for OT and PT degree in future
Facilities at Hinchingbrooke accessing Plumbing and Heating Level 2 and Heating Installer Level 2 to develop existing staff to fill recruitment gaps.

Information – October 2019

7 Healthcare Science Practitioner Level 6 apprenticeships which is growing our own existing staff into Biomedical Scientists

New Guides for Managers on a) utilising Apprenticeship levy for CPD and b) recruiting young apprentices now available on intranet
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Workforce
Health and Safety (as at 31st October 2019)
Incident Type
Violence & Harassment
Staffing Issues

Security
Needlesticks
Slip/Trip/Fall
Struck By/Against
Others
Moving & Handling
Exposure to Harmful Agent

Fire/False Alarms
TOTAL

Qtr 4
Qtr 1
Qtr 2
Qtr 3
(Jan 19 - Mar 19) (Apr 19 - Jun 19) (Jul 19 - Sep 19) (Oct 19 - Dec 19)
181
225
80
44
34
30
38
26
29
6
693

179
199
96
47
25
47
36
29
24
5
687

205
182
91
50
39
35
36
19
17
8
682

59
59
28
22
13
10
10
7
5
4
217

Key Points:

Slip Trip Falls are an issue in the main atrium at PCH due to the wet
weather. Medirest requested to ensure that the umbrella bag machines in the
entrances to the building are full and in working order.

Safety Link training at Hinchingbrooke continues with 19 members of staff now
trained and active. Divisional Health & Safety Leads have been encouraged to
ensure that all of their Departments have an allocated Link. There are currently 160
Safety Links trained and active at PCH, 3 at Doddington/Ely and 8 at Stamford

The Health & Safety Audit programme has been refreshed with a target of 5 audits
being carried out every month by the Team. Areas within the responsibility of the
PFI at PCH have recently been added to the programme and all areas will be
audited in the coming months.
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Governance
Indicator

Board Assurance Framework
Clinical policies within review date
Non-clinical policies within review date
FOI requests processed within 20 working
days

Standard

Apr 19

May 19

9
0
0

2
7
0

4
5
0

90%

83%

83%

90%

89%

90%

92%

Jun
19
4
5
0

Jul 19

Aug 19

Sep 19

Oct 19

4
5
0

3
6
0

5
4
0

5
3
1

84%

84%

83%

82%

82%

89%

89%

92%

92%

91%

90%

92%

92%

93%

93%

92%

93%

Nov 19

Dec 19

Jan
20

Feb
20

Mar
20

Board Assurance Framework
The Board Assurance Framework (BAF) was reviewed by Executive Directors on 13 November 2019. Progress against the BAF is measured
against an overall assurance rating. The BAF can be noted in detail against Appendix B.
Internal Audit
The process for reporting progress against the agreed internal audit plan is under review. Please see slides at Appendix A for an update of
progress on delivering the 2019/20 Internal Audit Plan. The Audit Committee has reviewed all final reports that have been issued to date.
.

Annual Report and Accounts
The timetable and key responsibilities for the delivery of the 2019/20 Annual Report and Accounts is currently under development. National
guidance has yet to be published. The Board will be briefed at the next meeting after the guidance is published.
Purdah
Members are reminded that we are in the ‘Purdah’ period effective from 6 November 2019 to 13 December 2019. Therefore, the Board and its
members are advised to avoid any communications either in the form of announcements or activities which could influence, or be regarded as
influencing, the outcome of the upcoming General Election.
Compliance Officers Forum
The Company Secretary has convened a Trustwide forum which will focus on regularly bringing together all corporate and divisional
Compliance Officers from across the Trust to enhance collaboration, have a support network of people with similar roles and share learning
across the different parts of the Trust. It will provide an additional opportunity to support teams with embedding good governance and improve
collaboration between clinical and corporate governance teams with compliance teams within the divisions.
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Governance
Governance and Regulatory Performance Indicators 2019/20
Table 1 below shows the selected performance indicators.
Indicator

As at 31 August 2019

Internal Audit satisfactory and
substantial assurance

80%

Internal Audit outstanding
recommendations

Clinical policies within review
date
Non-clinical policies within review
date

FOI requests processed within
20 working days

Target
(Green)

0

82%↓

90%

90%↓

90%

93%↑

90%

Commentary
Revised reporting format to be agreed in line with new auditors’
process.
Revised reporting format to be agreedagreed in line with new
auditors’ process.

Monitored through Quality Governance Operational Committee. All
policies have an executive lead. Last month (October 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 (October 2019) was 92%
Monitored through Health Records and Information Governance
Committee. Last month (October 2019) was 92% (YTD).

Freedom of Information
Freedom of Information response rates have improved slightly this month. However, a number of complex requests are currently being managed by
the team. Notwithstanding the additional work performance continues to be above 90%. The figure reported is on a year to date basis to avoid
monthly fluctuations.
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, an increase of 2 since 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

18

2 (3)

Finance

4

3

1

Information Governance

4

4

0

Information Management & Technology

7

7

0

Information Services

2

1

1

Workforce and Organisational Development

36

32

4

Total

82

73

8

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. This policy is reviewed by the Audit Committee.
The Board should note that 2 of the outstanding Estates Policies are being harmonised into one and hence only two policies are outstanding instead
of 3 as shown.
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Governance
Clinical Policies

Indicator

Standard

Apr 19

May
19

Jun
19

Jul 19

Aug
19

Sep
19

Oct 19

Nov
19

90%

74%

83%

83%

84%

84%

83%

82%

82%

Clinical Policies within review date

Total

In Date

Past Review

% Policies in
date

Care Quality

79

76

3

96%

EMED

19

10

9

52%

Surgery

45

29

16

64%

FISS

51

45

6

88%

Finance

2

1

1

50%

7
203

5
166

2
37

71%
82%

Division

Workforce & OD
Total

Dec
19

Jan
20

Feb
20

Mar
20

There are currently 37 clinical policies which are past their review date across the Trust.
Monthly reports are provided as part of the clinical specialty, CBU and Divisional Governance meetings. These reports highlight to the divisional
leadership teams which policies are past their review date and require immediate review. The Quality Governance & Compliance Team issues regular
reminders to authors to review policies which are past their review date.
A monthly summary of policies past their review date by division is also shared with the Quality Governance Operational Committee (QGOC).
The Trust shows an improving position year to date, with 82% of clinical policies currently in date; an 8% improvement since the start of the financial
year. Ongoing work is required within EMED and Surgery to review the documents which are now past review date. This was discussed with divisions at
Performance Review Meetings and the Executive Team continue to follow-up on implementation plans.
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Governance: Board Assurance Framework
Appendix B
The Board Assurance Framework is presented below and show’s the agreed objectives of the Trust’s agreed operational plan for 2019/20, 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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Governance

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 Board
receives a quarterly report on all high and significant risks. This was last presented in September 2019.
The Risk Management Task & Finish Group last met on 28 October 2019. Work continues to embed the revised risk register and associated
governance processes. A draft Risk Appetite Policy has also been developed and will be presented to the Board for approval after the Audit Committee
in January 2020.
Work continues to progress on risks with ‘inadequate controls’ classification. Guidance has now bee provided to all teams on the definitions and how to
apply them in practice. Work is now underway to ensure this is fully embedded.
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Governance: Internal Audit Plan
Appendix A highlights progress against the internal audit plan 2019/20.
Appendix A
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Governance: Internal Audit Plan
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Governance
Appendix C
Board of Directors’ Committees – Summary Report to the Trust Board of Directors – November 2019
The table below shows standing Board of Directors committees. The Charitable Funds Committee is a committee of the Trustees
of the Charitable Funds – the Board of Directors performs the role of the Corporate Trustee.
Chairman of the committees are asked to report back as appropriate.
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Audit
Committee

Remuneration
Committee

Finance
Committee

Mrs Shears

Quality
Assurance
Committee
Mrs Dunnett

Mr Harding

People and
Performance
Committee
Mr Tipton

Strategic
Development
Committee
Mrs Walker

Charitable
Funds
Committee
Ms Dowglass

PCH PFI
Assurance
Committee
Mr Hughes

Chair

Mr Ellwood

Date of Last
Meeting
Issues and
Agreed
Actions

14 Nov 2019

29 Oct 2019

25 Nov 2019

22 Nov 2019

22 Nov 2019

15 Oct 2019

11 Nov 2019

30 Aug 2019

Issues reported
back as
appropriate as
part of
Governance
Report

Committee to
report to nonexecutive
directors as
appropriate

Current
committee
Issues to be
reported as
part of Quality
Report

Committee
report includes
items in
conjunction with
the Finance
report

Updates
provided under
CEO report

Issues reported
to the Trustees

Issues reported
as appropriate

17 Jan 2020

TBC

16 Dec 2019

13 Dec 2019

Committee
report includes
items in
conjunction
with the
Performance
report
13 Dec 2019

Date of Next
Meeting
Terms of
Reference:
Board
Approval
Deadline for
Review

03 Dec 2019

11 Feb 2020

TBC

26 Sep 2017

31 Oct 2017

27 Nov 2018

29 Aug 2018

29 Aug 2018

24 Sep 2019

26 Feb 2019

25 Apr 2017

Sep 2019

Sep 2019

Sep 2019

Oct 2019

Oct 2019

Jun 2021

Nov 2019

For Board
Approval.
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Care Quality Commission Action Plan Update
(Report as at Wednesday 23 October 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 (July, August and September 2019), and those that remain outstanding.
Below are the overall RAG ratings as reported in the latest CQC action plan (23.10.19 v76).







There are no red RAG ratings in the ‘MUST and SHOULD recommendations’ ;
You will note there are 12 red RAG ratings in the additional ‘Trust actions’ grid –
progress has been made on all of these actions, however the completion dates have
passed and require further update – these are being followed up during October;
A further eight MUST and SHOULD recommendations have been completed (turned
Green) since the end of July;
There are 15 less MUST and SHOULD recommendations rated as Yellow;
There are eight more MUST and SHOULD recommendations rated as Amber;
A total of 14 additional Trust actions have been completed (turned Green) since the
end of July.

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

2

0

0

0

9

1

0

0

8

0

1

0

7

0

1

0

6

0

1

0

15

1

0

0

2

0

1

0

2

0

0

0

3

1

4

0

0

0

0

0

54

3

8

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

43

0

0

4

7

0

0

0

66

3

0

0

32

0

1

2

30

0

0

2

20

0

2

0

28

1

0

0

8

1

0

2

19

0

0

1

13

1

3

1

26

0

0

0

292

6

6

12
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Below is an overview of actions completed and / or progress made since the end of July
2019:
Well-Led:
 Continued implementation of actions from the internal audit of the Performance
Governance Framework (PGF), such as:
o External audit opinion on 2018/19 Annual Accounts. All core financial data
and audits received at least satisfactory assurance. New financial reporting
suite introduced for new financial year.
 On-going improvements to Board ‘visibility’ with Executive Director and senior
management walkabouts of clinical and non-clinical areas, ‘coffee and chat’
sessions, CEO weekly email blog and photo boards visible across the Trust.
NWAFT:
 Accurate, complete and contemporaneous patient care records (action also
highlighted for ED at PCH – now part of ED, PCH QIP) – work is almost complete
around the merging of documentation in children’s services at Hinchingbrooke.
Trust-wide scoping to move towards electronic note-taking is planned as part of the
wider IM&T strategy for the future, however, as there are several options and costs
involved, this will have to be part of the bigger programme.
HH Urgent and Emergency Care:
 Completion of patient documentation on admission – staff awareness has improved
around the importance of timely commencement of patient documentation. Staff now
have a 4 hour patient safety checklist in place, after which they will move onto the
intentional rounding tool if the patient remains in the department beyond 4 hours;
 Training for use of the Manchester Triage System – Clinical Educator in post who
has been supporting staff to complete their MTS training and to be signed off as
competent. Assessors have been completing supernumery dates in order to support
staff on a 1:1 basis. This has helped to improve compliance – final data awaited;
 Monitoring of Datix / complaints / potential SI’s – serious incidents are discussed at
Divisional CBU meetings to share lessons learnt. In addition, the Quality Report is
displayed in staff rooms with current SI, Datix and Complaint information
 Mandatory training and MPA compliance – current compliance for mandatory training
is 91% and MPAs are 91% in ED at HH (August 19);
 Safeguarding systems and processes – adult safeguarding training compliance is
currently 97% (August 19); children’s safeguarding training compliance is 100% for
level 3 specialist; level 3 core is 63% and level 2 is 81% (July 19);
 Training for nurse triage – as at 1st July, out of a total of 35 staff, 14 have been
signed off, 16 were still to complete their training, 3 staff were not appropriate to start
training as they hadn’t yet to completed 6 months in the role and 2 Nursing
Associates who won’t carry out triage within their roles;
 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; regular offenders are being
highlighted and spoken to directly regarding completion of patients records
 Lone working arrangements for Reception staff and security at night – installation of
a Perspex screen completed during August 2019;
 Concerns regarding paediatric cubicle and integration into adult area of ED –
Children’s Safeguarding Specialist Nurse is currently working within the department 3
days a week for the next 6 months. This will include work regarding paediatric
standards / policies / working with paediatric staff to improve competencies etc.
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HH Medical Care:
 Pear Tree Ward – during August, the process of swapping of agency staff to other
ward areas to ensure safe cover of staff agency staff continues when required. Daily
audit is continuing until further notice and the ward had remained at 25 bed
occupancy. During September, this reduced to 18 base beds with an additional 9
escalation beds only being made available if all other capacity had been exhausted
and the Trust was in 'Black status'.
 Mandatory training compliance – compliance for August 19 for medical ward areas
ranged between 92.89% - 97.05%; for those areas not meeting the target, a
trajectory to be provided to DHoN to meet 95% compliance;
 Advanced Life Support training – it was confirmed during October that the ALS
training has now been removed from the Trust TNA as this is deemed a specialist
competency for a very few number of staff. This will still be monitored and only
appropriate staff will be offered places. ILS/PILS attendees who do not attend are
now being escalated more effectively. BLS will be part of a larger day 2 clinical
update day.
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;
 Sepsis screening and treatment timeframes – all monitoring processes in place and
data reported monthly to the Trust and quarterly to the CCGs. This allows oversight
for scrutiny.
HH Critical Care:
 Medical staffing in line with GPIC – Investment Appraisal has been completed and
approved and recruitment is underway; action cards for risks 102889 and 102885 are
being regularly updated
HH Maternity:
 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 – now complete and
process is in place. Training has been completed and staff are all using the new 2222
calls;
 Seven day maternity day assessment unit service – timeframe has been extended
again due to the charitable funds not being agreed for the signage and intercom to be
in place to allow the footprint change. Discussions with Estates at HH to be
completed again after discussion at the last matrons meeting where it was felt they
may be able to assist now;
 Safeguarding policies – all SOPs have been updated and completed.
HH EOL Care:
 Awaiting updates on actions
HH Outpatients:
 >200,000 patients open and on system – awaiting further update following roll out of
new PAS system and completion of validation process
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PCH Urgent and Emergency Care:
 Mandatory training compliance – as at the end of September, compliance for Nurses
and HCAs (all grades) was at an average of 89.8%. A trial is underway for
supernumery time for staff to attend training required;
 Checking of equipment – new and fit for purpose bags are now in place with more
robust checking process which mirrors process used for Resus trollies. Compliance
is monitored by senior staff as part of their 9am daily walkaround;
 Records to be complete, contemporaneous and inclusive of completed risk
assessments (patient safety checklist) – ongoing focus in place, monitored monthly
through MBSC (compliance for July was at 85%, up from 45% in June) and through
daily ED senior team walkarounds. Subject covered again in latest ED 'Quality
Matters' Newsletter and through relevant team meetings. ST stated this is still work in
progress as it is not fully embedded as yet;
 Fridge temperature checks – automated process now rolled out with HCA and
Housekeepers designated to ensure recording taking place. Still remains gaps at
weekends however good progress is being made.
 Safeguarding training - this remains an area of ongoing focus with input from the
Trust Safeguarding Lead Nurse. Recent training has been included on ED Annual
Update Days. Clinical Educators to provide exact current KPI compliancy
 Red flag symptoms – as at the end of August, all Receptionists had undertaken their
BLS training apart from 2 staff members who were off sick but ED now has its own
trainer and so these staff were to be trained as soon as back from sickness. Clinical
educator 'skills & drills' has already commenced and will be ongoing.
 The following action are referred to under the HH Urgent Care section above:
o RCEM audits
Children’s Safeguarding:
 All actions complete.
There is good progress with the action plan, with approximately 83% 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.
During the previous quarter, the Trust has undergone an announced inspection of nine core
services across the PCH, Hinchingbrooke and Stamford hospital sites, which took place on
30th and 31st July. This was followed by a review of our Use of Resources on 2nd August and
a Well-Led inspection on 3rd and 4th September. An initial action plan has been drafted to
address the high level actions taken following this most recent inspection, in preparation for
receipt of the formal report and recommendations. These will then be added into the new
action plan, and any actions that remain outstanding from the 2018 inspection will be
transferred across to the new action plan for 2019. It is expected the draft report will be
received by the Trust for factual accuracy checking during November 2019.

Lian Walker
Care Quality Support Manager
23 October 2019
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Presented for:

Approval

Presented by:

Taff Gidi, Company Secretary

Scrutinised by:

Committees as required by items for approval

Strategic goal:

All Strategic Objectives

Date:

19 November 2019

Regulatory
relevance:

NHS Improvement Licence: Foundation Trust
Governance (FT 4)

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

1. Extension to the Article 50 Period
The UK and the EU have agreed an extension of the Article 50 period to 31 January 2020.
The attached letter (Appendix 1) from Professor Keith Willett, EU Exit Strategic Commander
(NHS England and NHS Improvement) outlines current preparations.
We expect the contingency planning process to restart in the New Year and the Board will
be kept apprised.
The Board of Directors is asked to note the attached correspondence.

Paul Denton
Deputy Company Secretary

1

Public Board of Directors, 26 November 2019 – Item 6.5

Appendix 1

2

Public Board of Directors, 26 November 2019 – Item 6.5

3

Public Board of Directors, 26th November 2019 – Item: 7.1

Quality Assurance update – Safe Staffing 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 November 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 Appropriate Staffing Levels for Nursing and
Midwifery staff for October 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:
 Ensuring Appropriate Staffing Levels and Skill Mix - Monthly Report on
Nursing and Midwifery Staffing Levels – October 2019
Jo Bennis
Chief Nurse
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Ensuring Appropriate Staffing Levels and Skill Mix Monthly Report on
Nursing and Midwifery Staffing Levels
Presented for:

Discussion

Presented by:
Scrutinised by:
Strategic objective:

Jo Bennis, Chief Nurse
Quality Assurance Committee 25th November 2019
Delivering Outstanding Care and Experience
Recruiting, developing and retaining our workforce

Date:
Regulatory relevance:

15th November 2019
CQC Fundamental Standards: Safe care and treatment (Regulation 12)
CQC Fundamental Standards: Staffing (Regulation 18)

NHS Constitution delivery:
Equality and Diversity:

Patients and Public: Quality of Care and Environment
This reports 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

Summary
This report provides data for October 2019 in line with the nationally set requirements for monitoring staffing levels as
detailed by the National Quality Board (2013, 2016, 2018) and NHS Improvement (2016).
Jo Bennis
Chief Nurse
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Key Points for Decision and
Discussion
The following slides make up this report:
1.
2.
3.
4.
5.

NHS Digital upload
Key updates
Monthly summary Data Range table
Trust Summary – Safe Staffing Dashboard
Focus On – Emergency Departments staffing (PCH and HH sites)

Please note: From September 2018, the traditional safe staffing
dashboard at Trust level, divisional and ward level is circulated to the
Divisional teams for review and action and a new presentation of the
key data is presented within the staffing report.

Monthly NHS Digital Upload
The October 2019 data report was uploaded to the NHS Digital site on
14 November 2019. The report shows monthly fill rates for registered
and unregistered staff (day and night shifts for each ward) and Care
Hours Per Patient day (CHPPD). The full report can be provided
separately if required. The information is also published on our Trust
public website and it is available via NHS Choices.
Other than Maternity, where staff are moved to cover the flexible patient
numbers within the unit only Amazon recorded a low 80s percentage fill
rate (hours rostered vs those filled) for RNs on day shifts this month.
The Top five areas alerting for highest % utilisation to CHPPD have
been triangulated with the Nurse Sensitive Indicators on page six.
Ward B14 was also highlighted at the CLAEP committee meeting,
therefore a deep dive into staffing and patient care is being undertaken.
The Matrons continue to review staffing daily and move staff safely to
ensure that the risk is shared across clinical areas. This month a high
percentage were 90 and above.
In month we have also been requesting additional staff to ensure that
the teams are up to their new rostered template establishments. Detail
within the report identifies the areas that have had changes and date
they were uploaded to Healthroster meaning that in future months these
will not be recorded as additional shifts / duties. Nurse recruitment has
been very positive recently and over the winter months there will be
many more new starters. This too should have a positive effect upon
the fill rates.
We are currently reviewing the ‘tasks’ within SafeCare to standardise
and reduce these and offer further training. Further clarity of levels of
care are being drafted due to subjective interpretation of care levels
inaccurately increasing the amount of CHPPD required in some areas.
The Head of Nursing for EMED and Deputy Head of Nursing for
Surgery are looking at SafeCare as part of their Quality, Service
Improvement and Redesign (QSIR) projects.
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Detail from NHS Digital Upload – October 2019
Day

PCH

Average fill rate – RNs / RMs (%)

Average fill rate – HCAs / MSWs (%)

Average fill rate – RNs / RMs (%)

Night
Average fill rate – HCAs / MSWs (%)

PCH
PCH
PCH
PCH
PCH
PCH
PCH
PCH
PCH
PCH
PCH
PCH
PCH
PCH
PCH
PCH
PCH
PCH
PCH

Ward A10
Ward A15
Ward A2
Ward A3
Ward A4
Ward A8
Ward A9
Amazon Children’s Ward
Ward B1
Ward B11
Ward B12
Ward B14
Ward B5
Ward B6
Ward B7
Cardiac Ward
Coronary Care Unit
Critical Care Unit
Frail Elderly Unit
Haematology/Oncology

93.6%
96.8%
98.5%
97.8%
96.4%
92.8%
92.5%
81.3%
92.0%
98.1%
94.2%
85.2%
96.0%
86.0%
89.9%
88.7%
87.3%
91.2%
91.2%
99.1%

96.6%
96.6%
93.5%
93.0%
97.6%
92.0%
92.0%
92.1%
99.1%
93.2%
88.4%
96.0%
90.6%
96.2%
83.2%
84.7%
80.1%
80.1%
84.1%
95.3%

100.0%
100.0%
99.4%
98.4%
98.9%
99.2%
99.2%
90.1%
100.0%
100.1%
100.0%
99.2%
99.3%
99.2%
95.2%
93.5%
96.2%
93.7%
98.1%
100.0%

100.0%
100.0%
100.1%
82.0%
98.4%
98.9%
97.9%
94.6%
74.2%
97.8%
97.6%
97.8%
99.1%
98.9%
95.4%
98.4%
97.3%
48.4%
98.9%
63.1%

Stamford and Rutland Hospital

John Van Geest Unit

92.1%

99.1%

100.0%

98.4%

PCH
PCH
PCH
PCH
PCH
PCH
PCH

Delivery Suite
Maternity Inpatients
MLBU
Transitional Care
Medical Assessment Unit
NICU
Women’s Health Ward

80.3%
89.3%
75.8%
100.5%
90.1%
97.3%
92.2%

87.2%
91.6%
90.1%
93.7%
88.9%
88.2%

90.4%
86.3%
69.0%
100.0%
98.4%
97.3%
100.6%

89.9%
90.6%
100.0%
97.3%
64.2%
94.1%

Hinchingbrooke Hospital

Acute Assessment Unit (AAU)

97.4%

91.9%

101.6%

96.8%

Hinchingbrooke Hospital
Hinchingbrooke Hospital
Hinchingbrooke Hospital
Hinchingbrooke Hospital
Hinchingbrooke Hospital

Apple Tree Ward
Bay Tree Ward
Birch Ward
Cherry Tree Ward
Critical Care Centre

99.4%
92.0%
85.6%
97.5%
100.6%

96.0%
88.6%
87.8%
104.4%
75.8%

100.0%
101.4%
91.7%
98.9%
98.4%

99.0%
93.5%
73.8%
92.4%
87.1%

The Huntingdon NHS Treatment Centre

Daisy Ward

90.8%

77.5%

90.5%

90.5%

Hinchingbrooke Hospital
Hinchingbrooke Hospital
Hinchingbrooke Hospital
Hinchingbrooke Hospital
Hinchingbrooke Hospital
Hinchingbrooke Hospital

Delivery Unit
Lilac Ward
Mulberry Ward
Plum Tree Ward
Medical Short Stay Unit
Walnut Ward

87.9%
88.3%
99.6%
92.4%
95.9%
95.6%

80.1%
73.6%
93.7%
94.4%
89.0%
89.9%

96.5%
93.5%
100.0%
100.0%
100.0%
98.4%

94.4%
92.5%
89.4%
96.9%
99.9%

The new rosters for ED (PCH) and Wards A10, A8, A9 and B6 came into effect from 9 th September. Wards A3, Apple Tree, B11, B14, Cardiac Ward, JVG and Plum Tree
will be effective from 7th October and finally Ward B12 from 4th November. This will mean the planned hours for some of October and November will be higher than normal
with the amount of additional shifts being added. New templates for Surgery have been approved therefore changes are currently being planned.
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Safe Staffing – Data Range table
(October 2019 data)
Data range - 1st - 31st October 2019. Data run - 6/11/2019

Site Location

Peterborough City Hospital
Peterborough City Hospital
Peterborough City Hospital
Peterborough City Hospital
Peterborough City Hospital
Hinchingbrooke Hospital
Hinchingbrooke Hospital
Hinchingbrooke Hospital
Hinchingbrooke Hospital
Peterborough City Hospital
Hinchingbrooke Hospital
Peterborough City Hospital
Peterborough City Hospital
Peterborough City Hospital
Hinchingbrooke Hospital
Peterborough City Hospital
Peterborough City Hospital
Peterborough City Hospital
Peterborough City Hospital
Peterborough City Hospital
Peterborough City Hospital
Peterborough City Hospital
Peterborough City Hospital
Peterborough City Hospital
Peterborough City Hospital
Stamford and Rutland Hospital
Peterborough City Hospital
Peterborough City Hospital
Peterborough City Hospital
Hinchingbrooke Hospital
Hinchingbrooke Hospital
Peterborough City Hospital
Peterborough City Hospital
Peterborough City Hospital
Peterborough City Hospital
Peterborough City Hospital
Hinchingbrooke Hospital
Hinchingbrooke Hospital
Hinchingbrooke Hospital

Operational Division

Family & Integrated Support Services
Emergency & Medicine
Emergency & Medicine
Emergency & Medicine
Emergency & Medicine
Emergency & Medicine
Emergency & Medicine
Emergency & Medicine
Surgery
Emergency & Medicine
Surgery
Surgery
Emergency & Medicine
Emergency & Medicine
Surgery
Surgery
Family & Integrated Support Services
Surgery
Family & Integrated Support Services
Surgery
Surgery
Emergency & Medicine
Family & Integrated Support Services
Family & Integrated Support Services
Emergency & Medicine
Emergency & Medicine
Emergency & Medicine
Emergency & Medicine
Emergency & Medicine
Surgery
Surgery
Surgery
Surgery
Emergency & Medicine
Family & Integrated Support Services
Family & Integrated Support Services
Emergency & Medicine
Surgery
Emergency & Medicine

Ward/Unit

Transitional Care
Ward B1 Isolation Unit
Ward B11
Ward A8
Ward B14
Cherry Tree Ward
Apple Tree Ward
Walnut Ward
Birch Ward
Ward A9
Plum Tree Ward
Haem/Onc Inp
Ward A3
Cardiac Ward
Bay Tree Ward
Ward B5
NICU
Ward A4
Amazon Childrens Ward
Ward B7
Ward A2
Ward B6
Womens Health Ward
Maternity Inpatients
Ward B12
John Van Geest
Coronary Care Unit
MAU
FEU
Critical Care Centre
Daisy & Procedure Unit
Critical Care
Ward A15
Ward A10
Delivery
MLU
Short Stay Unit
Mulberry Ward
AAU

Funded
%
Establishment
Utilisation
(WTE)
20.15
20.25
56.5
47.96
48.8
42.64
36.04
40.28
18.33
48.33
39.92
29.37
39.03
42.91
38.26
45.52
54.11
45.52
54.22
41.25
45.52
42.91
28.16
29.09
48.95
29.17
28.57
54.18
54.38
37.91
21.94
63.25
18.79
44.27
64.19
10.7
37.66
10.95
33.78

151.81
136.63
127.3
127.05
126.82
123.58
119.69
119.55
118.93
114.64
112.62
110.96
110.86
109.19
107.83
107.02
106.63
99.4
99.39
97.11
97.01
95.86
95.8
94.45
94
89.05
88.92
86.32
85.04
81.38
79.6
75.78
63.07
60.82
60.48
57.15
54.16
39.23
3.31

Required
CHPPD

11.59
8.35
8.58
8.04
7.94
7.48
8.41
6.77
7.22
8.05
6.97
7.22
6.31
7.74
5.99
7.3
12.8
6.33
10.68
7.27
5.78
7.17
6.52
7.14
7.2
5.4
9.79
9.09
7.05
20.04
5.13
18.35
5.3
6.64
13.74
15.68
7.46
5.52
7.01

Actual
CHPPD

7.63
6.11
6.74
6.33
6.26
6.05
7.02
5.67
6.07
7.02
6.19
6.51
5.69
7.08
5.55
6.82
12.01
6.37
10.75
7.49
5.95
7.48
6.8
7.56
7.66
6.07
11.01
10.54
8.29
24.62
6.44
24.21
8.4
10.91
22.71
27.45
13.78
14.06
211.79

Actual
Actual
Actual
Substantive
CHPPD
CHPPD
(Reg &
Registered Unregistered
Unreg)
4.2
3.6
4.05
3.41
3.13
2.72
3.32
3.44
3.88
3.63
3.3
4.43
3.5
4.28
3.15
3.51
9.31
4.18
8.98
4.68
3.67
4.13
4.19
4.04
4.02
2.98
8.34
6.44
4.62
21.21
4.95
22.64
6.07
5.92
19.44
27.45
7.91
11.39
131.8

3.43
2.51
2.69
2.92
3.13
3.33
3.7
2.22
2.19
3.39
2.89
2.08
2.19
2.8
2.4
3.31
2.7
2.19
1.76
2.81
2.28
3.34
2.62
3.52
3.64
3.08
2.67
4.09
3.67
3.41
1.49
1.57
2.33
4.99
3.27
0
5.87
2.67
79.99

7.19
4.33
4.77
4.58
4.92
4.65
6.26
4.82
4.72
5.15
4.28
4.99
4.16
5.55
4.46
4.71
10.63
5.02
9.31
6.01
4.25
5.14
5.62
6.29
4.39
5.16
9.38
7.42
6.34
22.61
6.32
21.75
7.8
8.74
19.24
22.89
8.13
10.16
149.12

Actual
Bank
(Reg &
Unreg)
0.44
1.55
1.26
1.02
0.71
1.2
0.65
0.58
1.13
1.16
1.2
1.3
1.2
1.47
0.6
1.6
1.37
0.89
1.24
1.44
1.34
1.41
1.16
1.27
2.22
0.88
1.57
1.65
1.64
2.01
0.1
2.21
0.58
1.61
3.47
4.55
3.18
3.9
36.4

Actual
Required
Actual
Agency Staff:Patient Staff:Patient
(Reg &
Ratio
Ratio
Unreg) (Reg & Unreg) (Reg & Unreg)
0 1:2.07
0.23 1:2.87
0.71 1:2.80
0.73 1:2.98
0.62 1:3.02
0.2 1:3.21
0.12 1:2.86
0.27 1:3.54
0.22 1:3.32
0.71 1:2.98
0.71 1:3.44
0.21 1:3.32
0.33 1:3.81
0.06 1:3.10
0.49 1:4.01
0.52 1:3.29
0 1:1.87
0.46 1:3.79
0.2 1:2.25
0.03 1:3.30
0.36 1:4.16
0.92 1:3.35
0.02 1:3.68
0 1:3.36
1.05 1:3.33
0.02 1:4.44
0.06 1:2.45
1.46 1:2.64
0.31 1:3.41
0 1:1.20
0.02 1:4.68
0.26 1:1.31
0.02 1:4.53
0.57 1:3.62
0 1:1.75
0 1:1.53
2.47 1:3.22
0 1:4.35
26.27 1:3.42

1:3.14
1:3.93
1:3.56
1:3.79
1:3.84
1:3.97
1:3.42
1:4.24
1:3.95
1:3.42
1:3.88
1:3.69
1:4.22
1:3.39
1:4.32
1:3.52
1:2.00
1:3.77
1:2.23
1:3.21
1:4.03
1:3.21
1:3.53
1:3.18
1:3.13
1:3.96
1:2.18
1:2.28
1:2.90
1:0.97
1:3.73
1:0.99
1:2.86
1:2.20
1:1.06
1:0.87
1:1.74
1:1.71
1:0.11

% Utilisation
Red

110%

Very over utilisation (hours short)

Amber

105%

Over utilisation (hours short)

Grey

91 – 104% Balanced (no short/excess hours)

Green

90%

Under utilisation (excess hours)
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Safe Staffing
Data Range table (information)
•
•
•
•
•
•

The Data Range table helps to triangulate data to support staffing decisions in accordance with recommendations from Carter (2016) and NQB (2016)
% Utilisation 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 within the Data Range table refer to care staff involved in the delivery of direct patient care
The ‘Staff:Patient Ratio’ includes registered and unregistered members of the nursing team
The ‘required’ and ‘actual’ numbers in the table represent an average over the month
In order to not just consider one measure in isolation (Carter, 2016 and NQB, 2016) this monthly report looks at those areas first with red ‘% utilisation’ and then looks at their
CHPPD
• If an area is red for ‘% utilisation’ with a greater than 1 hour CHPPD difference, this may indicate a potential shortfall in staffing levels and/or skill mix
• To allow for the monitoring of trends (Carter, 2016, p.22) this process will be repeated monthly which will help to indicate where further action may be required; such as a
review of skill mix and/or a review of the wards staffing establishment (as examples).

October 2019 – Top five inpatient areas alerting with the highest % utilisation and >1 hour CHPPD difference
Site Location

Operational Divison

Ward/Unit

% Utilisation

Required CHPPD Actual CHPPD

Peterborough City Hospital

FISS

Transitional Care

151.81

11.59

7.63

Peterborough City Hospital

EMED

Peterborough City Hospital
Peterborough City Hospital
Peterborough City Hospital

EMED
EMED
EMED

Ward B1 Isolation Unit
Ward B11
Ward A8
Ward B14

136.63
127.3
127.05
126.82

8.35
8.58
8.04
7.94

6.11
6.74
6.33
6.26

Rationale for top five inpatient areas alerting – October 2019
Transitional Care - Staffing - at month end RM were over established by 0.75 WTE. Census info - there were no missing census data point for this period. SafeCare analysis
charts showed several spikes in patient numbers throughout the month, and a couple of spikes in level 1b patient level types. Red Flags – 0 raised.
Ward B1 –Staffing - at month end vacancies were approximately RN 1.8 WTE and HCA 2.3 WTE. Census info - there were 3 missing census data points for this period.
SafeCare analysis charts showed overall patient numbers remained uniform, however there were several spikes in level 1a and level 1b patients throughout the month.
Red Flags – 0 raised.

Ward B11 - Staffing - at month end vacancies were approximately RN 8.75 WTE and HCA 0.95 WTE. Census info - there were 2 missing census data points for this period.
SafeCare analysis charts showed overall patient numbers remained uniform, however there were several spikes in level 2 patients throughout the month. Red Flags – 1 red
flag was raised for shortfall in RN time of 8 hours or more.
Ward A8 - Staffing - at month end vacancies were approximately RN 2.4 WTE and HCA 4.6 WTE. Census info - there were 14 missing census data points for this period.
SafeCare analysis charts showed fluctuating patient numbers and levels. Red Flags – 2 red flags were raised for shortfall in RN time of 8 hours or more.
Ward B14 - Staffing - at month end vacancies were approximately RN 5.6 WTE and HCA 1.8 WTE. Census info - there were 3 missing census data points for this period.
SafeCare analysis charts showed overall patient numbers and patient level types remained uniform. Red Flags – 0 raised.
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Safe Staffing
Nurse Sensitive Indicators for Top 5 alerting areas for CHPPD
Data taken from Matrons Balanced Scorecard
Infection rates
Number of MRSA Bacteraemia
Crude No. of C Diff Infections (toxin +)
No of C Diff Infections (toxin +) – SANCTIONED
No of C Diff Infections (toxin +) – NON-SANCTIONED
Call bell results
Call bell 5 mins of less (%)
Call Bell total over 10 mins (% of calls)
Call Bell total over 20 mins (% of calls)
Pressure ulcers
No of pressure ulcers - hospital acquired - Category 3+ (Pending Scrutiny)
No of pressure ulcers - hospital acquired – Category 2
Pressure Ulcers Total Category 1
Medication
No of drug errors/omissions - potential to cause harm - Nursing
Drug Harms to Patients (Datix level 3 +)
Falls
Total number of falls
Total number of falls – where serious harm has occurred (i.e. Grade 3-5)
Other
Matrons SafeCare acuity and dependency audit result
Red flags on SafeCare
Vacancies for RN/RM – not commenced in the Trust
Vacancies for HCA – not commenced in the Trust
No of formal complaints
No of Accolades
No of PALS concerns
F&F - Percentage of Responses
Friends & Family Test recommended %
F&F - Total number of Responses
Number of SIs in month
Data taken from Staffing Dashboard Graphs
Fill rates for areas
RN Day
RN Night
Care Staff Day
Care Staff Night
Total % of hours covered by bank and agency

B14

B1

Transitional Care

B11

A8

Sept

Oct

Sept

Oct

Sept

Oct

Sept

Oct

Sept

Oct

0
1
0
1

0
1
0
1

0
1
0
0

0
0
0
0

0
0
0
0

0
0
0
0

0
1
0

0
0
0

1

0

0
0
0
0

0
1
0
1

91%
2%
0%

89%
2%
0%

95%
1%
0%

96%
0%
0%

95%
1%
0%

96%
1%
0%

94%
1%
0%

92%
1%
0%

96%
0%
0%

93%
1%
0%

0
6
3

1
5
12

0
0
0

0
2
0

0
0
0

0
0
0

0
0
0

0
0
2

0
0
0

0
1
1

1
1

1
0

1
0

0
0

1
0

0
0

1
0

1
1

0
0

0
0

10
1

8
0

2
0

1
0

0
0

0
0

13
1

8
0

12
0

5
0

97%
1
4.58
4.07
1
24
0
66.7%
100%
20
0

100%
0
2.58
4.99
1
84
2
N/A
100%
46
0

78%
0
3.68
1.37
0
26
0
0

N/A
0
1.50
1.69
1
48
0
N/A
87.5%
8
0

100%
0
0
0
0
54
0
41%
100%
42
0

100%
0
N/A
N/A
0
36
0
N/A
100%
39
0

100%
5
3
6
3
35
1
35.5%
100%
27
0

94%
2
3
5.74
2
69
1
N/A
100%
32
2

94%
1
6.75
3.75
1
49
2
60%
100%
33
0

100%
0
6.75
3.70
0
72
2
N/A
95.60%
23
0

89.0%
98.2%
91.9%
84.4%
18.62%

85.2%
99.2%
96.0%
97.8%
21.39%

82.1%
100%
100%
81.3%
25.99%

92.0%
100%
99.1%
74.2%
29.12%

97.3%
100.5%
90.0%
100.3%
5.95%

100.5%
100%
90.1%
100%
5.75%

92.2%
100.3%
91.9%
97.9%
26.94%

92.8%
99.2%
92.0%
98.9%
26.70%

95.6%
99.9%
99.4%
98.4%
27.77%

98.1%
100.1%
93.2%
97.8%
26.81%
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Safe Staffing Dashboard
Trust Summary
From September 2018, the traditional safe staffing dashboard at Trust level, divisional and ward level is circulated to the Divisional
teams for review and action and a new presentation of the key data is presented within the staffing report.

Top 5 wards utilising bank / agency
Ward

Vacancies

Supernumery
staff

SIs in
month

Ward B12

6.61 RN
1.25 HCA

0.74 RN
0.30 HCA

0

Short Stay
(HH)

6.84 RN
0.26 HCA

0 RN
0 HCA

0

ED (PCH)

20.14 RN
3.98 HCA

0 RN
1.10 HCA

0

Ward B6

5.20 RN
1.03 HCA

0 RN
0 HCA

1

Ward B5

1.96 RN
4.52 HCA

0 RN
0 HCA

0
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Additional shifts are over and above
establishment, normally the most
common reason is specials, high acuity
and ED capacity.

Optional shifts are shifts on the template that
are not part of the mandatory shift
requirement. Most common use is in Theatres
and OPD’s so that they can ‘flex’ their staffing
based on clinic/theatre lists. As of the 9/9
roster we have also introduced them at PCH
and Stamford as ‘New starter shifts’ – this
replaces the supernumery enhanced
unavailability that we have used historically and
it was agreed that best practice was to follow
HH in their use of new starter shifts.
By using the new starter shifts for supernumery
periods, this reduces the amount of
unavailability's and therefor will have a positive
impact on the PCH/Stamford headroom
calculations. In addition it will cause less
payroll issues for new starters not being paid
their enhancements due to incorrect recording
of the unavailability's.
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Unavailability Top 5 / Bottom 5

Bottom 5

Top 5

Registered Nursing

Unregistered Nursing

Unit

Value

Unit

Value

Haem/Onc IP

35.23%

Ward A2

43.05%

MLU

34.01%

Ward B1

41.33%

Critical Care (PCH)

33.99%

Short Stay

40.71%

AAU

33.62%

Ward B5

38.45%

Mulberry Ward

32.84%

Critical Care (PCH)

38.00%

Daisy Ward

16.48%

Ward B11

18.96%

Ward A9

15.98%

Walnut Ward

18.74%

Plum Tree Ward

15.97%

Women’s Health Ward

18.27%

Ward A15

15.53%

NICU

17.05%

Short Stay

14.96%

Transitional Care

12.93%

Average for registered nursing is 24.62%,
2.62% above budgeted headroom of 22%

Average for unregistered nursing is 28.71%,
6.71 above budgeted headroom of 22%
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ED staffing (PCH and HH sites) – Registered
(ED are not on SafeCare Live)
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ED staffing (PCH and HH sites) - Unregistered
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Quality Assurance update – Infection Prevention and Control 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 November 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 the DIPC / Deputy DIPC Infection Prevention and
Control reports for October 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:
 DIPC / Deputy DIPC Infection Prevention and Control Report – October 2019
Jo Bennis
Chief Nurse
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DIPC/Deputy DIPC Monthly Infection
Prevention and Control Report

Jo Bennis – Chief Nurse
18 November 2019
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Contents
Introduction to Statistical
Process Control (SPC)

Purpose of Report

3

Update of Objectives

3

Assurance/Summary

4

2019/20 Priorities – Hospital
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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 October 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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Introduction to Statistical Process Control (SPC)
The Role of SPC
Statistical process control (SPC) is a method of quality control which employs statistical methods to monitor and control
a process. This helps to ensure that the process operates efficiently and efforts and resources are focussed in the right
place.
NHS Improvement
Adam Sewell-Jones, Executive Director of Improvement at NHS Improvement says; During my NHS career I have
learnt a lot about how we can best use data to assist our decision-making. Many of us will have relied on
comparing two points – perhaps performance this month and last, or this year and last. But the problem with
looking at two points of data is that it tells you nothing about trends and how much the data varies naturally.
Statistical process control (SPC) is an analytical technique – underpinned by science and statistics – that plots
data over time. It helps us understand variation and in so doing guide us to take the most appropriate action.
Source: https://improvement.nhs.uk/documents/2748/NHS_MAKING_DATA_COUNT_FINAL.pdf

How is SPC useful
•
•
•
•
•
•
•

SPC alerts us to a situation that may be deteriorating
SPC shows us if a situation is improving
SPC shows us how capable a system is of delivering a standard or target
SPC shows us if a process that we depend on is reliable and in control.
SPC can help us to tell a story with data.
SPC helps us to focus and show where to improve processes.
SPC can provide assurance that a process is having a positive affect.

Our Reports
Karen Hayllar, Senior Improvement Analyst at NHS Improvement recently met with the Trust Board and has given sound
advice on how we can get the best understanding of our data. How we visualise data is important if we want to make the
most informed decisions. SPC charts have been used on some of the slides on this DPCI Report and an introduction to
SPC is on the next slide. For more information or queries please contact Joellegibbons@nhs.net
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Introduction to Statistical Process Control (SPC)
SPC example

Time series line chart with 3 reference lines

SPC is a time series line chart with three reference lines that help
you appreciate variation in the data. The reference lines are:
• centre reference line: the average line (often represented by
the mean, sometimes the median)
• upper and lower reference lines: the process limits, also
known as control limits.
You don’t set the limits – these are defined by the variability of data
for the measure you are plotting. You can expect approximately
99% of data points to fall within the process limits it’s all to do with
probability. But from knowing that roughly 99% of data points will
fall within the process limits, you start to appreciate how useful
SPC is when you need to consider how likely it is that a target will
be achieved. SPC can also be used as an early warning system to
alert service managers to a sustained decline or improvement in
performance and a possible need for a change in process.

99%
of
data

SPC Rules: Special Cause Variation
•
•
•
•

•
•

•

15 data points are required for a robust analysis of the data.
Whenever a single data point falls outside a process limit (upper
or lower) something unexpected has happened because we
know that 99% of data should fall within the process limits.
Two out of three points close to the process limit can signify the
start of an improvement or decline as can a shift in points
above/below the mean line.
A run of 7 points in a consecutive ascending/descending order
signifies periods of concern (orange)/improvement (blue). NHSI
advise that any less than 7 consecutive data points in any one
direction is common cause variation and not special cause
concern/improvement.
NHSI also advise not to leave special causes to run longer than
10 data points before without reviewing the process.
Process limits are defined by the data entered. However if there
are a significant number of data points that indicate special
cause concern/improvement and you are certain of a change
in reporting or other external factors, then the process limits can
be recalculated e.g. NHSI reporting Guidelines to Pressure
Ulcers in October 2018. The redefinition of hospital acquired
pressure ulcers caused a definite increase in this measure.
Therefore the process limits have been recalculated.
SPC can also be used for assurance purposes e.g Falls per
1000 bed days chart opposite.

15-20 data points for a robust analysis
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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

• Mandatory training remains within target. Figures for October
show that all levels of training have met the 90% required
compliance for the fourth month in a row.
• MRSA screening rates at Peterborough remain over the
required 95%.
• MRSA screening rates at Hinchingbrooke are increasing
(improvement of 5.2% in month).
• A locum antimicrobial pharmacist has been employed and one
of the microbiologists is now leading on antimicrobials.
• E-coli - The end of year target, in order to achieve a 20%
reduction on 2018/19 figures, is 31 cases. In October 2019 there
were two hospital acquired E coli cases taking us to a total in
year of 20 hospital acquired cases.

• C. difficile crude cases remain high and have breached the
2019/20 ceiling target of 68. There were 17 cases of C. difficile,
five at the Hinchingbrooke site and 12 at Peterborough City
Hospital site. Of these seven were acquired within 28 days of
discharge and three within the new day three onwards
allocation. So far there has been five scrutiny panels and one
case has been sanctioned to EMED, due to a failure to isolate
the patient when the sample was sent.
• There remains a continued lack of assurance over water safety
at Hinchingbrooke site – detail included on actions taken within
the main body of the report.
• There is a delay in the Compass flushing monitoring system
being implemented meaning wards are currently keeping paper
records only.
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Trustwide
Infection Control – Hospital Acquired Infections
Reasons for prioritisation
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.

Actions taken
•
•
•
•
•
•

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 October 2019 there were
two hospital acquired E coli cases.
There have been 20 hospital associated cases of E coli to
date in 2019/20.
The SPC chart shows rates of Hospital associated E coli
remain within statistical control.
The themes from the RCAs remain in line with 2018/19
findings where catheters and colorectal surgery remain the
highest risks.
All hospital acquired E coli cases are investigated by the
continence nurse specialist to identify catheter associated
infections. None were identified in October 2019, suggesting
the catheter association is not causative.
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Trustwide
Infection Control – C. difficile
Reasons for prioritisation

Actions taken

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.

•

All hospital cases subject to Root Cause Analysis and scrutiny panel with
external partners.
Lessons learned shared throughout Trust via Team Brief, Matrons, Ward
Manager meetings and Infection Control link practitioner programme.
In October 2019, there were 17 cases of C. difficile, five at the
Hinchingbrooke site and 12 at Peterborough City Hospital site. Of these
seven were acquired within 28 days of discharge and three within the new
day three onwards allocation.
So far there has been five scrutiny panels and one case has been
sanctioned to EMED, due to a failure to isolate the patient when the sample
was sent.
The investigation into this years high number of cases continues, a full
report will be available with the December 2019 DIPC report. Indications are
that there are serious failures in antibiotic prescribing across the Trust.

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

Acute Trust

Trajectory

Code

Name

Trajectory

April

May

June

July

August

16.07

5.18

26.78

25.92

10.37

RDD

Basildon & Thurrock University Hospitals NHS Foundation Trust

N/A

2019

2020
September October November December January February

Total
March

10.71

Total
15.81

RC1

Bedford Hospitals NHS Trust

N/A

8.64

0.00

8.64

0.00

0.00

8.64

4.25

RGT

Cambridge University Hospitals NHS Foundation Trust

N/A

22.38

36.09

41.03

28.87

36.09

26.11

31.79

RWH

East & North Hertfordshire NHS Trust

N/A

19.01

30.66

12.67

30.66

12.26

12.67

19.74

RDE

East Suffolk & North Essex NHS Foundation Trust

N/A

6.08

2.94

21.27

17.64

11.76

12.15

11.95

RGP

James Paget University Hospitals NHS Foundation Trust

N/A

54.88

8.85

9.15

35.41

26.56

18.29

25.49

RC9

Luton & Dunstable Hospital NHS Foundation Trust

N/A

0.00

11.15

0.00

27.89

16.73

11.53

11.34

RQ8

Mid Essex Hospital Services NHS Trust

N/A

19.53

6.30

19.53

12.60

6.30

6.51

11.74

RD8

Milton Keynes Hospital NHS Foundation Trust

N/A

22.33

36.01

0.00

7.20

0.00

66.98

21.96

RM1

Norfolk & Norwich University Hospitals NHS Foundation Trust

N/A

12.00

7.74

12.00

19.35

11.61

28.00

15.08

RGN

North West Anglia NHS Foundation Trust

N/A

14.28

13.82

14.28

9.21

18.43

14.28

14.05

RGM

Royal Papworth NHS Foundation Trust

N/A

40.48

0.00

20.24

0.00

0.00

20.24

13.27

RQW

Princess Alexandra Hospital NHS Trust

N/A

17.78

8.60

17.78

0.00

17.21

26.67

14.57

RAJ

Southend University Hospital NHS Foundation Trust

N/A

20.96

6.76

13.97

27.05

27.05

34.94

21.76

RCX

The Queen Elizabeth Hospital King's Lynn NHS Trust

N/A

17.08

0.00

0.00

24.80

16.53

0.00

9.80

RWG

West Hertfordshire Hospitals NHS Trust

N/A

33.01

21.29

22.00

26.62

15.97

33.01

25.25

RGR

West Suffolk Hospitals NHS Trust

N/A

9.33

27.10

18.67

36.13

45.17

9.33

24.48

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
10.71
8.64
29.84
12.67
30.38
18.29
17.29
19.53
7.44
24.00
61.89
0.00
26.67
13.97
17.08
16.50
18.67

May
36.29
0.00
39.70
18.40
26.46
17.70
16.73
25.19
0.00
19.35
23.04
19.59
17.21
20.29
41.33
26.62
18.07

June
48.21
0.00
29.84
19.01
24.30
18.29
17.29
39.05
0.00
24.00
52.37
0.00
8.89
34.94
34.16
27.50
9.33

July
25.92
25.08
32.48
30.66
32.34
26.56
22.31
31.49
14.40
15.48
36.86
19.59
8.60
27.05
41.33
42.59
18.07

2019
2020
August September October November December January February
46.66
37.50
8.36
8.64
32.48
29.84
36.79
31.68
47.04
15.19
26.56
36.59
27.89
17.29
50.39
6.51
7.20
7.44
7.74
16.00
46.07
33.33
19.59
20.24
8.60
8.89
40.57
13.97
33.06
25.62
26.62
22.00
27.10
46.67

March

9

Total
Total
34.25
8.50
32.40
24.93
29.38
23.99
19.84
28.81
6.10
17.70
42.15
13.27
13.12
25.20
32.20
27.05
22.95
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Feedback from visit to Regional Epidemiology Unit
•

•
•
•

In October 2019 the deputy DIPC visited the Public Health England regional epidemiology unit to review data they
collect on C diff cases. A full report and analysis of the data collected will accompany December’s DIPC report, but
the key points identified were:
Demographic data shows that females are more commonly affected than males and that 71-90 is the most
common age group.
Rates at Hinchingbrooke have been steady over the last 6 months, the more significant rise has been seen at
Peterborough
NWAFT labs receive more stool samples than any other Trust in the region (including GP samples), but the data
suggests we test for C diff less which is not in line with previous information gathered on the sampling methods of
other Trusts. This finding will be investigated in the final report.
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Trustwide
Infection Control – CPE Screening
Reasons for prioritisation
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.
This is now monitored via the Matrons Balanced Scorecard with an
aim to achieve 95% compliance.

Actions taken
•
•
•
•
•

CPE screening reached 93% in October 2019, short of the
95% target.
The SPC chart demonstrates compliance is consistently
remaining within the upper range.
Rates will be monitored and investigated if this reduction is
sustained.
The Division with lowest compliance continues to be Surgery.
This is being investigated by the surgical leadership team and
monitored on Matrons balanced scorecard.
There have been no hospital acquired cases of CPE at the
Trust.
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Trustwide
Infection Control - MRSA
Reasons for prioritisation
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

Actions taken
•
•
•
•

Results shared with Ward Managers and Matrons.
MRSA screening rates have remained above the required 95%
at Peterborough and Stamford in October 2019.
There has been an increase at Hinchingbrooke site. A meeting
was held with the wards identified as having the lowest rates
and improvements have been seen on all of these wards.
There have been some issues identified with the data collection,
where swabs are not reaching CUH lab that were taken and
submitted at HH. These are being reviewed by information
services and the Hinchingbrook pathology department.

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 October 2019 there were 10 patients audited at Hinchingbrooke
and 7 patients audited at Peterborough and Stamford.

MRSA Bacteraemia
There were no hospital acquired MRSA bacteraemia in October
2019.
Apr 19

May 19

Jun 19

Jul 19

Aug 19

Sept 19

Oct 19

Compliance
PCH

95%

95.4%

96%

94%

94.7%

95.5%

95.5%

Compliance
HH

85%

88%

88%

87%

84.4%

82%

87.2%

Nov 19

Dec 19

Jan 20

Feb 20

Mar 20
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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.

102278

102911

102142

Hinchingbrooke: FAC040
V3 Legionella –
Management and Technical
Control

HH: Heating System
Beyond Economical life
and prone to failure due to
lack of maintenance and
capital investment in the
past

TPP Arrangements with
Addenbrookes for
specimen management of
samples at Hinchingbrooke

14/06/16

04/02/19

04/07/16

4

4

4

4

4

3

Risk Rating

Risk description

Date
Risk
Identified

Likelihood

Risk
No.

Consequence

High and Significant Risks

16

16

12

Trend
Analysis1

Risk Owner /
Exec Lead

John Gallimore /
Eric Fehily /
Jo Bennis

Mitigation2

(update 14/10/19)
Sampling conducted with
some returns high for
legionella. Flushing and retesting organised.
POU filters being actively
managed and replaced as a
PPM activity.
Hydrop continuing risk
assessments and feeding
back findings.

John Gallimore /
Eric Fehily /
Caroline Walker

JG 11/09/19 - Controls
remain extant. As we are
learning more so we
planning backlog and
maintenance
activities. Work on SCBU
heating for example to
complete in September
2019.

Nikki Jackman /
Jo Bennis /

(update 11/10/19)
Comparing monthly HCAI
surveillance data received
from Data Analyst at
Addenbrookes to local
surveillance data (on going).
Generic email inbox for
results to be emailed to the
infection control team.
Nurses at Hinchingbrooke
have access to EPIC.
Merge with Peterborough
lab being planned, led by
pathology but estimated not
to be completed until 2021
Capital funding to be
approved for transfer of
services.

Level of
Control3

Risk in
Date?

Residual
Risk Target
Date and
Score

Inadequate

Yes

8
31/03/20

Trust Board
Sub-Committee
(High/Significant
Risks Only)

Quality Assurance
Committee
Finance Committee

Adequate

Yes

8
30/09/19

Finance Committee

Inadequate

Yes

4
31/03/21

Quality Assurance
Committee
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Trustwide
Infection Control - Infection Control Risks

Date
Risk
Identified

101638

Current PFI contract only
includes the cleaning of the
PCH site to the NHS

23/12/13

3

102054

Incomplete / poor electronic
documentation of water
flushing

10/02/17

4

102730

Discharge Lounge facilities
– infection control risks

22/02/18

102548

Hinchingbrooke:
Decontamination of
Endoscopes

102285

102723

Risk Rating

Risk description

Likelihood

Risk
No.

Consequence

Moderate and Low Risks

Risk Owner /
Exec Lead

Mitigation2

Level of
Control3

Risk in
Date?

Residual
Risk Target
Date and
Score

Trust Board
Sub-Committee
(High/Significant
Risks Only)

3

9

Nikki Jackman / Jo
Bennis

N/A

Significant

Yes

23/12/19

N/A

2

8

Nikki Jackman / Jo
Bennis

N/A

Moderate

Yes

31/12/19

N/A

3

3

9

Nikki Jackman / Jo
Bennis

N/A

Significant

Yes

02/12/19

N/A

22/06/16

2

1

2

Pam Crozier /
Graham Wilde

N/A

Low

Yes

Lack of adherence to Trust
‘Policy for the Management
of Middle East Respiratory
Syndrome Coronavirus’

03/10/17

5

1

5

Stuart Toulson / Jo
Bennis

N/A

Significant

Yes

31/12/19

N/A

Hinchingbrooke: Intravitreal
injection checks

23/11/17

4

2

8

Toks Akerele /
Kanchan Rege

N/A

Moderate

Yes

07/02/20

N/A

Trend
Analysis1

N/A
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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
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.
HII Outcome
Overall the Trust is achieving the required 95% in all of the audits.
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 (this
has a lag of a month due to the time it takes to collate the data). In September 2019, it indicates That AHPs are the group with the lowest compliance, but all
staff groups are over 95% compliant on audit. In total there were 2,394 observations of hand hygiene practice audited in September 2019.

High Impact Intervention Audit
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

September
2019
99%

October
2019
100%

98%

99%

100%
99%

99%
100%

100%

100%

99%
98%

99%
98%

Hand Hygiene Scores
September Total
Compliance %

September Unchallenged
Compliance %

October - Total
Compliance %

OctoberUnchallenged
Compliance %

100%

99%

100%

99%

Hand Hygiene compliance by staff group – September 2019
Doctors

Denominator

Nurses

AHPs

Other

99.4%

99.7%

98%

100%

556

943

370

525

15

Public Board of Directors, 26th November 2019 – Item: 7.2

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 of 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
The graphs below detail the comparison between cleaning scores
reported by the cleaning contractors on the three main sites, and
the quality check audits undertaken by Facilities, Matrons, Infection
Prevention and Control Team and cleaning contractors.
Hinchingbrooke and Stamford are combined as these sites have
the same cleaning contractor.

Actions taken
•
•

•

In October 2019, the cleaning scores reported by domestic
contractors at Peterborough, Stamford and Hinchingbrooke
were higher than audit scores.
At Peterborough the Matron audit scores failed to achieve the
required 95%, however Ward B5 only scored 89% on their
Matron audit which has skewed the figures. This has been dealt
with and the ward re-audited.
Any concerns have been raised at the performance meetings,
all concerns regarding cleaning standards are highlighted as
part of formal performance response letters.
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Trustwide
Infection Control – Water Safety Update
Water Safety
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

Microbiology exception report
Peterborough and Stamford: Routine Legionella testing at PCH site in early October 2019 identified several outlets as positive. These were managed
as per the Water Safety Plan and have all tested negative since. A planned shutdown of the system to replace some faulty pipework went ahead
successfully in October.
Hinchingbrooke: The Pseudomonas risk assessment is still to be completed on Hinchingbrooke site. Due to a lack of schematic drawings of the site,
the Trust and the authorising engineer are working with a former employee of Hinchingbrooke to establish a baseline. In the mean time point of use
filters remain in situ in high risk areas on Hinchingbrooke site whilst risk assessments of the system are undertaken. These will be removed once the
Trust has assurance we have microbiological control of the water system. It is possible this process could take one to two years.

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.

•

Facilities are managing this with the finance department and a date for purchase remains unknown. In the meantime the Infection Prevention and
Control Team is working with Compass to populate the system with contact details of departments.

18

Public Board of Directors, 26th November 2019 – Item: 7.2

Trustwide
Infection Control – External Visits
External Visits
There were no external visits in October 2019.
NWAFT Infection Prevention and Control Team has invited Cambridgeshire and Peterborough Infection Prevention and Control Lead to undertake
environmental visits at Peterborough City Hospital and Hinchingbrooke Hospital in November 2019.
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Trustwide
Infection Control – Antibiotic CQUIN
Antibiotic CQUIN
2019/20 CQUIN
The 2019/20 CQUIN Specifications are:
• 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.
UTI – Q2 only

Q1 was discounted nationally as this has been a difficult CQUIN to achieve

Trust met the 90% compliance for CQUIN requirements. Please note that there is a lot of learning to be disseminated for this Quarter. The ward
doctors completed their own audit on the same criteria. They found 40% of patients were being inappropriately diagnosed with urosepsis hence
high uses of Co-amoxiclav when not required.

As per the CQUIN criteria, patients over the age of 65 should not be routinely urine dipped. This is an inappropriate indicator of UTI in this
demographic due to high risk of false positives. Currently practice across the Trust is a large majority of patients with suspected UTI are being
urine dipped. The NICE guidance on diagnosis of UTI in over 65s needs to be reiterated to the teams to ensure higher compliance rates for Q3
Colorectal Q1 & Q2

No issues to report, 100% compliance for Q1 and 92% compliance in Q2. There is less than 100 patients for each quarter, but this is just declared
on submitting data, we do not lose out for this.

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

A locum antimicrobial pharmacist is now working with pharmacy and the Infection Prevention and Control Team. She will be helping the team
manage the issues identified in the antibiotic audits.
One of the Consultant Microbiologists has agreed to temporarily step up as Antimicrobial Lead.
The antibiotic audit plan has been postponed, however trainee pharmacists on both main sites have been undertaking the audits and hope to have
them completed in early December 2019.
A full report of results will be shared at Ward, Division and Board level.
Early indications are that there are serious problems with antibiotic choice, possible due to the difficulty in locating guidelines.
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Trustwide
Infection Control – Mandatory Training
Mandatory Training
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)

Actions taken
•
•

The graph shows the latest compliance rates with the annual
and three yearly infection control training.
Figures for October show that all levels of training have met
the 90% required compliance for the fourth month in a row.

21

Public Board of Directors, 26th November 2019 – Item: 7.3

Learning from Deaths report
July to September 2019 – Quarter Two
QGOC – 10 October 2019

Sarah Thomas
Quality Governance & Compliance Manager
1

Public Board of Directors, 26th November 2019 – Item: 7.3

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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20

20
10

10

0

0
Surgery
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Care
Quality
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SJRs completed/awaited
Number of
Number of SJRs required Number of % of deaths
Adult, IP
SJRs
subjected to
(number
Deaths
SJR
completed in undertaken
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%

73

40%

46%

0

n/a

May

163

8 (6)

9

6%

61

37%

43%

0

n/a

Jun

151

14 (13)

9

6%

112

74%

80%

2

1

Jul

142

4 (4)

15

11%

76

54%

64%

3

3

Aug

138

3 (0)

10

7%

84

61%

68%

2

2

Sep

139

1 (1)

11

8%

57

41%

49%

2

1

TOTAL

916

37 (31)

65

7%

463

51%

58%

9

7

SJR’s awaited
Apr19 *
May-19
Jun-19
Jul 19
Aug 19
Sep19

Number of deaths in
scope
183
163
151
142
138
139

Number of deaths requiring
SJR
23
8
14
4
3
1

Number of
completed SJRs
23
6
13
4
0
1

TOTAL NUMBER OF SJRs AWAITED

Number of SJRs awaited
(running total)
0
2
3
3
6
6

6
4

* Includes 16 SJRs carried over from 2018/19
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Reviews by methodology

NCEPOD reviews

Apr
May
Jun
Jul
Aug
Sep
TOTAL

HH
0
3
60
36
29
20
148

PCH
73
58
52
40
55
37
315

SJRs
TOTAL
73
61
112
76
84
57
463

Apr
May
Jun
Jul
Aug
Sep
TOTAL

HH
6
0
3
6
0
3
18

PCH
5
9
6
9
10
8
47

TOTAL
11
9
9
15
10
11
65

Special Focus Patient Groups
Death by Patient Group
LD
MH
Repats
Elective
Concerns
TOTAL

QTR
1
1
1
3
2
8

YTD
5
6
7
11
11
40
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Analysis of deaths, triages & reviews
58% of all inpatient deaths YTD have
been subjected to either an NCEPOD or
an SJR review

86% 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,
16 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 10
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. In one case where Poor care
was identified, it was found the case had already been highlighted to SCIG by clinical staff. Seven cases
referred into SCIG from the SJR process have been declared as Serious Incidents since 01/04/19.
The Learning Disabilities mortality review programme (LeDeR) – This programme went live from 1 May
2017. One patient with an LD died in Q2 and an SJR identified that patient had received a Good
standard of care. SJR reviews were carried out for 4 cases in total this quarter.
In two cases the care was found to be Very Poor or Poor and both were subsequently declared as SI’s.
Care in the remaining two cases was found to be Adequate in one case and Good in the second.
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65 Structured Judgement Reviews have been carried out in 23
sessions across the Trust.
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Overall Assessment
50

1

15

24

18

Adequate

Good

7

0
Very Poor
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Quality of Medical Record
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27
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9

24
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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.

Lack of senior involvement/escalation

3.

Lack of clear plan

Issue:
There was a lack of a clear, joined up plan for the patient
from the outset.
How can we learn from this?
Appropriate senior review and involvement is required
with informed discussions with patient and family to
agree and implement a plan with a ceiling of care.

Issue:
The patient is noted to have requested “non-invasive” treatment but none of the staff involved in care clarified the
patient’s meaning which led to uncertainty over care issues.
How can we learn from this?
It was the belief of the reviewers in this case that the patient felt invasive treatment meant going for surgery but
there was no clear communication with the patient. The team should have clarified the patient’s meaning and
discussed the options with a clearly documented plan of care. There must be ownership of the patient by a team or
Consultant.
9

Public Board of Directors, 26th November 2019 – Item: 7.3

Lessons from care that did go well
Top 3 Good/Excellent Care Themes:
1.

Early recognition of support required

2.

Good documentation re communication

3.

Holistic approach to care

What we identified:
The patient was quickly identified to be at the end
of their life. Appropriate conversations were held
with the patient and their family about their
wishes.

What was the impact of this?
The expectations of the patient and their family
were met and the teams providing care had a
clear plan.

What we identified:
A patient with a complex medical history who had suffered an out of hospital cardiac event had a ceiling of care set
very quickly on arrival. Involvement of appropriate specialists was considered with good documentation outlining
the rationale for not making any subsequent referrals. The patient’s plan was discussed with the family

What was the impact of this?
The patient was not subjected to unnecessary interventions and no unnecessary referrals were made to specialist
services such a SALT. The family were able to discuss and agree the plan of care with the clinicians and understood
the implications for their loved one.
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Workforce Race Equality Standard (WRES)
Action Plan 2019-20

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:

27the September 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 actions 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 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.
Using the data submitted in the WRES Annual Report and actions from the previous
year, the Trust is required to identify key areas of work and develop an action plan to
resolve these areas.
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 work in relation to the Workforce Race Equality
Standard with effect from 1st October 2019

Action required from the Board of Directors


To read and approve the content of the action plan for publication on the Trust
website.

The following papers make up this report


Workforce Race Equality Standard (WRES) Action Plan

Simon Howard
Equality, Diversity and Inclusion Lead
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Red

Amber

Yellow

Green

Blue

Evidence in place
demonstrates the action
has not been/will not be met

Evidence demonstrates the
action is/will be mostly met
but not within timescales

Evidence demonstrates the
action is/will be mostly met
but not within timescales

Evidence demonstrates
action implemented

Item completed and/or no
further action.

ACTION PLAN LOG
VERSION 1

SEPTEMBER 2019

EQUALITY
OBJECTIVE

SUB-OBJECTIVE

ACTION

LEAD

TARGET
DATE

PROGRESS UPDATE AND RAG RATING

Improve
awareness and
understanding

Identify opportunities for
representation at senior
levels

Introduce active diversity
recruitment as part of NED
recruitment process

LT

31/03/20

Initial work carried out to design TNA of
existing and future board members

SH
RH

Develop associate scheme
to enable broader range of
NED candidates

LT

Create an atmosphere
within the organisation
that is supportive of race
and culture

Highlight race and
nationality related events

Divisional
Leads

Develop staff networks

Create BAME staff network

31/03/20

RH
Throughout
Year

Comms
SH

31/10/19
3
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Divisional
Lead
Improve senior
leadership knowledge

Review Reverse Mentoring
scheme to identify
improvements and expand

SH

February
2020

Identify consistent model
of reporting identified
issues

Expand EqIA system to
cover wider range of uses.

SH

February
2020

Develop staff/public facing
tool to draw down identified
issues.

SH

April 2020

Plan to be developed to
analyse the “gaps”
described within the
objective section of this
action plan and questions
for the survey devised in
accordance

JC

30/04/20

Questions to be included within next training
cohort to identify gaps and promote
additional opportunities.

Further analysis of areas
and local action plans to be
devised once more
information is known and
linked to gaining further
understanding of the “gaps”

JC

30/09/19

Identify measuring tool once WRES data for
2019 is complete.

Run staff listening events
with BME staff to
understand this area further

SH

Q4 18/19

Groups organised for ED and HR Week in
May 2019

Staff Survey results and
delivery of associated
action plans

HRBPs
SH

JC
HRBPs

Events will design ongoing network structure.
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Listening events failed to provide feedback.
Network development will be achieved
through drop in sessions initially.
To build a
diverse and
inclusive
leadership

Identify and expand
mentoring schemes

Use Reverse mentoring
outcomes to design direct
mentoring scheme.

SH

April 2020

Use active diversity
recruitment practices to
identify senior staff

Identify existing field of
study to develop internal
strategy.

TP

April 2020

SH
LT

Sustain or
Improve
reporting rates

Update Training
Induction Process

Review demographic
monitoring form and use vs
ESR

DDL

Develop new standardised
forms

SH

December
2019

Identify key points to
improve data value (MPA,
Recruitment, etc.)

SH

December
2019

Include data form as part of
EDI update training

SH

April 2020

SH

December
2019

Demographic options reviewed 18/09/19
New form to be developed from data.
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Train staff and
Managers

Include data validation as
part of MPA process

JC

April 2020

Data validation exercise

Hold supernumerary data
validation exercise

SH

December
2019

Managing Diversity
Training

Review and refresh content
of managing diversity
training

SH

31/10/19

A review will be undertaken
at the end of the second
year to assess the impact
the training has had as well
as to identify any additional
steps to reach during
2019/2020.

SH

To analyse all participants
going through induction
training, comparing these
numbers for collation with
starters on the basis of
BME groups.

BA

Benchmark our induction
programmes with those of
other organisations

BA

Annual E&D data
Induction Course
evaluation

EM

31/12/20

Conducted from Sept 2018.

31/12/19

Collect data via OLM and compare with ESR
demographic data.

31/12/19

Trust Induction is similar to other providers
although some have developed
Ambassadors who provide initial and
ongoing support.

JC
JW

HRBPs
BP

BP
SH
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Ambassador role to be investigated with lead
taken by individual staff networks.

Review the Trust, Junior
doctor and local inductions
to ensure the needs of our
overseas recruits are
accommodated and
measured/evaluated for
positive
impact/improvement.

BA

30/11/18

SH
BP

PDT contacted for detail to adopt the model
of welcome and induction used by the
overseas nursing team.
Handbook/information pack for doctors who
did not train in the UK including information
such as
 Bank accounts
 Schools

HRBPs

Local shops
The strategy for Trust and
local inductions and its links
to BME staff needs to be
included as an integral part
of the overseas recruitment
strategy

BA

31/12/18

All medical staff new to the Trust attend a
mandatory induction course.
A programme of educational activities for
SAS/Trust Doctors is in place via D
Vijayasankar including topics such as



Communicating & influencing NLP
Coping with workplace conflict

Leadership training
Improve career
progression

Annual E&D data
Regular review through
recruitment process
audits to establish areas

Analyse attendance by
BME staff on Trust
Leadership training
programmes.

JC

30/06/20

Data continually collected.
Demographic monitoring available through
comparison of attendees with ESR.
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for action and
development

Improve
recruitment and

Countering Bias

Identify talent and fast track
opportunity to move into
senior leadership roles the
tools to do so.

JC

30/06/20

Staff signposted to leadership programs as
part of effective manager’s training.

If attendance by BME staff
is low, identify ways in
which the Trust can
increase participation by
BME staff in the available
training programmes

JC

Broader comms plan to be developed and
overseen by EDI Steering group.

RD

Post Q4
Information
circa
31/10/19

Through our recruitment
review in 2018/2019 we will
implement an interview
assessment form that is
transparent, including a
scoring methodology which
is reflective of the trust’s
values.

TP

31/03/19

Develop form and methodology

By the end of 2018/2019
we aim to roll out the
assessment form to all
managers involved in the
recruitment and selection
process.

TP

31/03/19

Comms and training to be developed

Provide specific bias
training

SH

MW

MW
RD

October 2019

EM
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selection
processes

Annual E&D data related
to all recruitment
Introduce KPIs to support
BME staff in the
recruitment & selection
process

Increase uptake of
Managing Diverse
Workforce Training

JC

Develop active bias
countering during R&S
process

SH

Through recruitment review
of 18/19 grow an improved
understanding of where the
Trust is with the recruitment
process in terms of KPIS &
customer feedback, to
include BME recruitment

TP

Review of the Recruitment
and Selection training
programmes to include
review of section on
unconscious bias training.

TP

Undertake a detailed audit
to see if all recruiting
managers and those who
sit on interview panels have
attended the Trust
recruitment and selection
training

TP

April 2020

SH

April 2020

TP

31/12/19

Trac system investigated to identify
demographic data extraction points –
30/04/19
Full identification of data points and plan for
use to be developed.

31/10/18

Completed

31/12/19

Happening as part of the roll-out of the
training

JC
HRAs

Report by 31/12/19
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Identify those managers
who may not have attended
R&S training since
unconscious bias content
was included

TP

Start to retrain those
recruiting managers who
have not attended any R&S
training or may not have
attended R&S training
since unconscious bias
content was included

TP

Detailed analysis by
Agenda for Change band
into likelihood of BME staff
being appointed, to show
positive improvements

TP

31/12/19

October 2019

Happening as part of the roll-out of the
training
Report by 31/12/19

31/12/19

HRAs

Advice for managers on
how to support and
manage people from
different backgrounds

Create information hub e.g.
intranet portal

SH

Ensure fair
treatment at
work

Levels reported and
actions taken

Plan to be developed to
analyse the “gaps”
described within the
objective to form an action
plan for evidence-based
change

JW

Happening as part of the roll-out of the
training
Report by 31/12/19

HRBPs

Support
managers and
staff

Results of local and
nation al benchmarking
on B&H

31/12/19

Trac system implemented in November
2018. First year data to be reviewed
December 2019.

Comms

30/04/20

Detailed plan based on action described

JC
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Develop an integrated
training plan which draws
on current training
delivered by the Trust’s to
include including conflict
management and
resolution training.

JC

Roll out of the training,
using a targeted approach
for those areas that are the
highest priority based on
existing data i.e. Datix,
NSS hotspots.

JC

The Trust will appoint 12 x
Freedom to Speak up
Champions to support the
Trust Freedom to Speak up
Guardians

SH

Full engagement and
partnership working on
plans and actions with staff
side through the TPG
forum. Engage with and
use the x 12 ‘speak up
champions’

JBa

A review will be undertaken
at the end of the second
year to assess the impact
the training has had as well

JC

31/10/19

BA
SH

EDI Induction training includes dealing with
Bullying and Harassment.
Data to be collected over 6 month period
from April 2019 to identify need for specific
additional bullying and harassment training
to be designed and where to deliver
(induction/update or non-mandatory)

31/12/19

If required, design training, identify training
capacity and trainer.

31/12/19

12 Trust Speak Up Champions have been
appointed.

BA

LT

New full-time FTSU Guardian being
recruited.

JW

31/12/18

Staff side attend the monthly EDI Steering
Group meeting.

31/12/20

Review to take place by 31/12/20

NE

SH
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Quarterly monitoring of
ER cases

as to identify any additional
steps to reach during
2019/2020 and 2020/2021

HRBPs

Explore a refreshed
communications campaign
to all staff, service users
and visitors to the Trust
regarding the Trust’s zero
tolerance approach to
bullying, harassment,
abuse and violence

SH

To review the checks and
balances contained within
the policy and the feasibility
of an added management
filter before formal
disciplinary proceedings
commence

JW

Undertake a detailed
audit/cold case” review of
all disciplinary cases in the
last 12 months to identify
trends and if needed
address any
issues/learning arising

JW

Develop and deliver
awareness training for
HRBPS, HR Advisors and

SH

TP
31/05/20

RD
MW
JW

Link to broader implementation of
commitments made under Inclusion as
Standard. Incorporate into IAS comms
strategy
Renewed focus on dignity at work throughout
2019/20

JC

Refresh of G2O form March 2019

31/10/19

Revised review date to take place by 31st
October 2019

31/10/19

Revised review date to take place by 31st
October 2019

31/10/18

Training developed Sept 18, delivered to HR
team from February 19.

HRA
JBa

HRA
JBa
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Staff Side partners, to
include unconscious bias
Fair to Refer

Develop strategy to identify
disparity in referrals for
fitness to practice among
BME Doctors

SH

31/12/19

KR
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INITIAL

NAME

TOTLE/ROLE

LT

Louise Tibbert

Director of Workforce and OD

KR

Kanchan Rege

Medical Director

SH

Simon Howard

Equality, Diversity and Inclusion Lead

JBa

Joanna Bainbridge

Deputy Director of Workforce and OD

JW

Jane Wells

HR Business Partner, Corporate Services

MW

Mandy Ward

Head of Communications

BA

Brian Aird

Assistant Director of Learning and Development

JC

Jo Catlin

Assistant Director of Organisational Development

DDL

David De Lisle

Senior Workforce Information Analyst

NE

Natasha Emery

Staff Side Chair

TP

Tracy Priestman

Resourcing Manager

BP

Barbara Petrie

Medical and Dental Education Manager

HRA

n/a

Human Resources Advisors

HRBP

n/a

Human Resources Business Partners

EM

Emma Morley

HR Business Partner

ND

Nikki Davis

Widening Participation Officer

SME

n/a

Subject Matter Expert with training responsibility
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Workforce Disability Equality Standard (WDES)
Action Plan 2019-20

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:

27the September 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 actions 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

1
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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.
Using the data submitted in the WDES Annual Report the Trust is required to identify
key areas of work and develop an action plan to resolve these areas.
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 work in relation to the Workforce Disability
Equality Standard with effect from 1st October 2019

Action required from the Board of Directors


To read and approve the content of the action plan for publication on the Trust
website.

The following papers make up this report


Workforce Disability Equality Standard (WDES) Action Plan

Simon Howard
Equality, Diversity and Inclusion Lead

2
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Red

Amber

Yellow

Green

Blue

Evidence in place
demonstrates the action
has not been/will not be met

Evidence demonstrates the
action is/will be mostly met
but not within timescales

Evidence demonstrates the
action is/will be mostly met
but not within timescales

Evidence demonstrates
action implemented

Item completed and/or no
further action

ACTION PLAN LOG
VERSION 1

SEPTEMBER 2019

EQUALITY
OBJECTIVE

SUB-OBJECTIVE

ACTION

LEAD

TARGET
DATE

Improve
understanding

Create an atmosphere
within the organisation
that is supportive of
Disability

Highlight disability events

Divisional
Leads

Throughout
Year

Develop staff networks

Create disabled staff
network

SH

October 2019

Create staff carers network

SH

October 2019

Improve senior
leadership knowledge

Add disability to reverse
mentoring programme

SH

October 2019

MPA

Include data validation as
part of MPA process

JC

Improve
reporting rates

PROGRESS UPDATE AND RAG RATING

JC
April 2020
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Improve
recruitment
processes for
people with
disabilities

Update Training

Include data form as part of
EDI update training

SH

April 2020

Induction Process

Review demographic
monitoring form and use vs
ESR

DDL

December
2019

Data validation exercise

Hold supernumerary data
validation exercise

SH

December
2019

Application Process

Look for accessible
recruitment processes
and/or providers.

SH

April 2020

Adapt recruitment process
to account for individual’s
opportunity to have attained
educational requirements.

SH

Look for alternative
methods to face-to-face
interviews.

TP

Design parallel scoring
system for alternative
interview process outcomes
to be graded fairly.

TP

Provide specific bias
training

SH

Adapting Interviews

Countering Bias

SH

TP
April 2020

TP

April 2020

SH
April 2020

SH

October 2019

EM
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Improve knowledge of
reasonable adjustments
among recruiters.

Essential Criteria

Adapt Training
for people with
disabilities

Induction Training

Instructional techniques

Supported Internships

Increase uptake of
Managing Diverse
Workforce Training

JC

Create additional disability
specific training options
alongside charity sector.

SH

Develop training on
Reasonable Adjustments

SH

Provide clear system for
managers to identify
standard reasonable
adjustments that can be
made.

SH

Create system to provide
justification of essential
criteria.

TP

Add accessibility to all
induction training through
RA or alternative delivery
models

SH

Develop systematic
instruction models for
training programs

SH

Introduce supported
internships

ND

April 2020

SH
April 2020

External
Providers
October 2019

EM
April 2020

JC

April 2020

SH
April 2020

BA
All SMEs
August 2020

External
Support
April 2020

SH
5
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External
Provider
Apprenticeships

Introduce parallel and
adapted apprenticeships

ND

April 2020

SH
External
Provider

Support
employees with
disabilities

Personal supported
development planning

Create development
planning model for people
with neurodiversities

SH

April 2020

Advice for managers on
how to support and
manage people with
disabilities.

Create information hub e.g.
intranet portal

SH

October 2019

Create specific training

SH

Comms
April 2020

External
Providers
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INITIAL

NAME

TOTLE/ROLE

LT

Louise Tibbert

Director of Workforce and OD

SH

Simon Howard

Equality, Diversity and Inclusion Lead

JBa

Joanna Bainbridge

Deputy Director of Workforce and OD

JW

Jane Wells

HR Business Partner, Corporate Services

MW

Mandy Ward

Head of Communications

BA

Brian Aird

Assistant Director of Learning and Development

JC

Jo Catlin

Assistant Director of Organisational Development

DDL

David De Lisle

Senior Workforce Information Analyst

NE

Natasha Emery

Staff Side Chair

TP

Tracy Priestman

Resourcing Manager

BP

Barbara Petrie

Medical and Dental Education Manager

HRA

n/a

Human Resources Advisors

HRBP

n/a

Human Resources Business Partners

EM

Emma Morley

HR Business Partner

ND

Nikki Davis

Widening Participation Officer

SME

n/a

Subject Matter Expert with training responsibility
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Quality Assurance update – Freedom to Speak Up Guardian report –
Quarter Two 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 November 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 from the Freedom to Speak Up Guardian quarter two 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:
 Freedom to Speak Up Guardian Report – Quarter two 2019/20
Jo Bennis
Chief Nurse
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Raising concerns – Freedom to Speak Up Guardian Report
July 2019 – September 2019 (Q2)
Presented for:

Information

Presented by:

Mrs Joanne Bennis

Strategic goal:

All Strategic Objectives

Date:

11 October 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

Executive Summary:
 This report serves as a summary of concerns raised with the Freedom to Speak Up
Guardian between July 2019 to September 2019 (Q2).
 During this period a total of 31 cases were raised by staff within North West Anglia
NHS Foundation Trust. 19 were formal and 12 were soft intelligence.
 Of the 19 formal cases raised all fell under the remit of the Guardian and were
appropriate to be raised whereby the guardians have been given permission to
progress matters or are actively supporting the staff member.
 These concerns were raised by staff of all grades and disciplines including medical,
nurses, administration, trackers.

 The remaining cases were deemed to be ‘soft intelligence’ enquiry, the nature of which
are detailed in the report. These are concerns whereby the individuals wish to remain
anonymous and do not wish to have any formal action taken by the Guardian although
all were offered advice and support.
 Freedom to Speak Up Champions are actively supporting the contacts as on
occasions, dealing with the issues have become protracted.
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 The report also highlights national reports and the activity planned by the Guardians
going forward for the next quarter.
 October is the Freedom to Speak Up month and a variety of events have been planned
to publicise the role. These include the wearing of specifically designed polo shirts,
stands in the atrium of PCH, pens and contact cards for the staff.
 National “must dos” include training for all staff on freedom to speak up, special training
for middle and senior managers.
 The post for a full time Freedom to Speak Up Guardian is being interviewed for on the
2 November 2019

1. Formal Concerns Raised
July 2019 to September 2019
During the period July 2019 to September 2019 (Q2) a total of 19 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 the Guardian or champions and following that meeting,
consent is given to take action. The Guardian and champions also actively support the staff
member(s) so as to empower the individual(s) to progress their concerns.
Each referral is classed as one concern albeit that the Guardian and / or champions may have
met more than once with the individual. The concerns were split across all Divisions; eight
concerns were raised within Surgery and five within EMED, three in FISS and three in
corporate.
Of these 19 concerns all were appropriate to be raised with the Freedom to Speak Up
Guardian 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 victimisation
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, administration staff and a tracker. The concerns raised were split between
Peterborough City Hospital (PCH) and Hinchingbrooke Hospital (HH). PCH had 14 concerns
raised and HH had five concerns raised. No formal concerns were raised by staff based at
Stamford and Rutland Hospital.
With more data gathering, it is now possible to look at themes of issues either regarding
specialties or departments or patterns of behaviour. Rather than itemising each case (the data
is saved on a secure drive) collections of cases have been pulled together.
Speciality Department (Surgery):
Concerns regarding the department have been raised by four consultants and one Allied
Health professional. The concerns were around behaviours, perceived bullying by
management (both medical and administrative), mismanagement of the risk register and poor
3
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communication. At the same time, the waiting list management and Serious Incidents have
also increased. The concerns were raised to the senior managers of the Division. Sadly the
outcome is that four of the people raising concerns have decided to leave the Trust as they
have found the working conditions intolerable. Further support for the team from Organisational
Development is recommended.
Speciality Department (Surgery):
Concerns regarding the department have been raised by eight consultants and one senior
nurse. These related to changes in the pathway that have led to deterioration in the
performance of the team at Hinchingbrooke. These concerns have been fed back to the CEO
and the Divisional team

Grievance procedures:
Another theme that has emerged is regarding grievance procedures. Staff are feeding back
that the process is extremely lengthy (taking many months to do and then be fed back), with
little information on the grievance, length of process and support being given or offered. This
has contributed to staff members leaving. There also appears to be poor support from Human
Resources in initiating a grievance process where appropriate to do so.
Bullying and poor behaviour:
10 cases had elements of perceived bullying, undermining or behavioural issues. This was
across hospital sites and Divisions
Patient safety:
Three cases relate to patient safety however it is well recognised that poor behaviour and
culture within a department can also lead to patient safety issues
2. Soft Intelligence Issues Raised
This quarter 12 soft intelligence queries were raised through the Staff Advice and Liaison
Service (SALS). 10 were for PCH and 2 for HH. 4 cases were in surgery, 5 in FISS, 1 in
corporate and 2 in EMED.
As well as having formal Guardian referrals contacts relate to giving advice and signposting.
Soft intelligence enquiries can result in a face to face meeting but are more often ‘virtual
contact’ such as telephone or email. All contacts are offered face to face. For cases related to
‘soft intelligence’, the Guardians know who the staff are they are in contact with, but for the
purpose of any audit and reporting, the information is detailed as anonymous.
Issue
Patient quality / safety x2
FISS

Staff welfare & a variety of issues that
are now affecting patient care x 3
FISS

Poor leadership behaviours X1
EMED

Advice Given
Further incidents occurred. Escalated to Deputy
Chief Nurse immediately and an investigation was
initiated as concerns were shared. Investigation is
on-going and monitoring of area is in place.
Escalation of issues to next level of management
in this area, also to HRBP as this is not the first
issue raised (see above)
Follow-up meeting booked with individual to
support
Exit interview/FTSU as concerns that issues
would continue. Advice given to raise a complaint
4
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but individual concerned of repercussions as
staying in the Trust.
FTSU Guardian offered to feedback generically
within the Division through the HR team so ensure
that this is looked into. Individual happy to leave it
with HR team.
Raised a concern through Datix but felt
Individual very anxious. Advice given to contact
they were now being ‘punished’ for doing HR Advisor and also H&S manager for
so X1
clarification.
Corporate
FTSU champion offered to speak to matron for
clarification (04/09/19) matter has now been
resolved (miscommunication)
The graph bellows shows numbers of concerns.

The activity has increased in quarter. However, the seriousness of the concerns has
increased with whole departments being affected e.g. speciality specific departments. These
require more time spent on investigating and supporting the staff in question.
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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 sessions. 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
Due to changes in the admin staff supporting the FTSU role not many feedback forms have
been sent out or received. Comments from those that have been returned are as follows


The colleague left the meeting with me today happy that she came to the FTSU team as
it was a useful soundboard and it felt nice for her to have an advocate/someone in her
corner. She has agreed to complete a feedback form.



Outcome of concerns raised resulted in a meeting where we could speak to senior
members of staff about our concerns on the ward.
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4. Benchmarking
The national portal for submitting information has changed so that Q1 and Q2 will be submitted together so there is no information from Q1
19/20 to compare. Nationally they are talking about bench marking. The Q4 data is included for comparison. Currently it is difficult to
benchmark accurately with other Organisations, however, some data from the last quarterly national return is detailed within the table and
this has been used as a way to compare the organisation to other organisations that are an acute trust, based in the East of England and
are categorised as medium sized (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
There has been a lot of activity at a National level over the past few months (detailed below):




October is the national Speak up Month. Events in the Trust comprise of stands in public
areas, polo shirts for the Champions to wear to raise awareness, Pens with contact
details, information contact cards and information on the intranet,
The national portal for submitting information has changed so that Q1 and Q2 will be
submitted together and not separately,
Training for all guideline – it is vital that everyone in health understands about speaking
up and receives high quality training on how to do this and how to listen and act. We
have published national training guidelines for all healthcare organisations in England.
Speaking up training plays an essential part in improving patient safety and the
experience of workers and should be considered on par with other, mandatory, training.
Leaders should ensure existing training is brought in line with these new guidelines. The
guidelines are for any individual or organisation commissioning or delivering Freedom to
Speak Up training and are applicable to providers of healthcare, regulators, and other
bodies with a role in healthcare. They are set out in three parts covering:
1. Core training for all workers
2. Line and middle management training
3. Senior Leaders training.

This has gone to the Director of Workforce and OD for action on how to role this out to the
whole organisation


Phase Two of the National Guardian’s Office (NGO) case review process has been
launched and it incorporates learning and improvement from an evaluation of our
original pilot process. At the heart of the new process are more ways the office can
respond to the referrals they receive. They have made recommendations for others as
part of the role to challenge the healthcare system. So, the CQC amended its guidance
around the Fit and Proper Persons test and NHS Employers issued new guidance
around settlement agreements – both directly related to recommendations made in the
case review reports. What Phase Two will mean is more issues that are referred will be
looked into and more changes and improvement will result from that process. By
listening to the referrers, accessing support from the excellent network of guardians and
retaining the ability to carry out a full review where appropriate, we can make sure we
achieve our purpose of making speaking up business as usual in the NHS.”



NHS Improvement has revised the guidance it produced to set out the expectations of
boards and board members in relation to Freedom to Speak Up. The guidance is now
accompanied by a number of supplementary resources, a streamlined toolkit and
contains some practical ‘how to’ information that boards should find helpful.



The National Guardian’s Office has appointed Regional Liaison Leads (RLLs) to help
bring together local Freedom to Speak Up Integration Plans. The RLLs work across
primary and secondary care boundaries to develop a cohesive and unified approach to
speaking up within the different regions in England. Emma Duffield is the RLL for the
East of England region. As a qualified Physiotherapist, Emma Duffield has worked in a
wide range of healthcare settings including NHS, private and social care services.



An informal anti-bullying alliance has been formed by the National Guardian’s Office and
the Royal College of Surgeons of Edinburgh to share ideas and interventions across the
NHS. The alliance works in partnership with healthcare workers across the UK to help
create the culture and leadership needed to eradicate bullying.
8
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Index report – new for 2019
Here is a quick summary of the report and where NWAFT features
The survey questions that have been used to make up the FTSU index are:
 % of staff responded "agreeing" or "strongly agreeing" that their organisation treats staff
who are involved in an error, near miss or incident fairly (question 17a)


% of staff responded "agreeing" or "strongly agreeing" that their organisation
encourages them to report errors, near misses or incidents (question 17b)



% of staff responded "agreeing" or "strongly agreeing" that if they were concerned about
unsafe clinical practice, they would know how to report it (question 18a)



% of staff responded "agreeing" or "strongly agreeing" that they would feel secure
raising concerns about unsafe clinical practice (question 18b)

Acute Trusts have gone from 75% in 2015 to 77% in 2018. NWAFT, despite being in a requires
improvement category, had a score of 80% (the highest was 87%)
6. Capacity within the role
One of the Guardians has left the organisation. They had not been acting as a Guardian since
January 2019. Currently the remaining 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, an 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 champions have also been in a position
to see and help those who speak up. The chief executive is readily available to listen to
concerns and offer support where appropriate.
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.
The role of a full time Guardian has been advertised with a provisional interview date of
02.11.19. This will allow further development of the role, review the functionality of the role,
develop a learning strategy from national cases, support the champions and develop their role
and function, feed into and report to a variety of relevant meetings across the Trust.
Offers of support have been received from the CEO and a meeting has happened with the
Designated Non-Executive Director.
The number of issues have dramatically increased in the past quarter.
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:
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Freedom to Speak Up Champions now actively supporting staff members with concerns.
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,



Completed the data submission for Q1 and Q2 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,



Developed a strategy for Freedom to speak up,



Arranged regular meeting with CEO, Chairman and NED to update and receive support,



NWAFT scored 80% in the index report from the national office

8. 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 2, 19 cases were raised which is a
significant increase from Quarter 1. A range of staff grades raised concerns. Patient safety
and harassment and perceived 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 but
there is still a sense of anxiety of reprisals if people raise concerns. More work is needed to
develop a safer culture within the organisation where speaking up is the norm.
A variety of plans have been put in place for the national freedom to speak up month in
October.
Interviews for a full time guardian are happening in November.
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