O@ @ . University Hospitals
of North Midlands

NHS Trust

Trust Board (Open)

Meeting held on Wednesday 8t February 2023 at 9.30 am to 12.15 pm
Trust Boardroom, Third Floor, Springfield, Royal Stoke

AGENDA

v v sprn i N

09:30 PROCEDURAL ITEMS

20 mins 1. Patient Story Information Mrs AM Riley Verbal
Chair's Welcome, Apologies and Confirmation of Information Mr D Wakefield Verbal
Quoracy
5mins 3. Declarations of Interest Information Mr D Wakefield Verbal
4. Minutes of the Meeting held 4t January 2023 Approval Mr D Wakefield Enclosure
5. Matters Arising via the Post Meeting Action Log Assurance Mr D Wakefield Enclosure
10 mins = 6. Chief Executive’s Report — January 2023 Information Mrs T Bullock Enclosure

1005 [oe) HIGH QUALITY

Quality Governance Committee Assurance
Report (02-02-23)
15 mins 8. Care Quality Commission Action Plan Assurance Mrs AM Riley Enclosure 1,2,3,5

1025 [ PeopLE

Transformation and People Committee
Assurance Report (01-02-23)
10mins 10. Q3 Raising Concerns Report Assurance Mrs C Cotton Enclosure 2

m RESOURCES

. Performance & Finance Committee Assurance -
5mins  11. Report (31-01-23) Assurance Dr L Griffin Enclosure 57,8

10:45 - 11:00 COMFORT BREAK

m @ RESPONSIVE

5mins 7. Assurance Prof A Hassell Enclosure 1

Assurance Prof G Crowe Enclosure

5mins 9. 2 3’94’ 6,

Mrs AM Riley

40 mins  12. Integrated Performance Report — Month 9 Assurance mr P Bytheway Enclosure 12,35,

rs J Haire 8

Mr M Oldham

11:40 GOVERNANCE

5mins 13.  Audit Committee Assurance Report (02-02-23) Assurance Prof G Crowe Enclosure

10 mins = 14. Q3 Board Assurance Framework Approval Mrs C Cotton Enclosure

5mins  15. SFIl and Scheme of Delegation Policies Approval Mr M Oldham Enclosure 8

12:00 CLOSING MATTERS
16 Review of Meeting Effectiveness and Business
" Cycle Forward Look
Questions from the Public

17. Please subtht questions in relation to the agenda, Discussion Mr D Wakefield Verbal
by 9.00 am 6t February to

Nicola.hassall@uhnm.nhs.uk
12:10 DATE AND TIME OF NEXT MEETING

18. Wednesday 8t March 2023, 9.30 am, via MS Teams

Information Mr D Wakefield Enclosure

10 mins

1 Trust Board Agenda
8 February 2023

Delivering Exceptional Care with Exceptional People


mailto:Nicola.hassall@uhnm.nhs.uk

NHS

University Hospitals
of North Midlands

NHS Trust

Trust Board (Open)

Meeting held on Wednesday 4t January 2023 at 9.30 am to 12.10 pm

via MS Teams
MINUTES OF MEETING
Attended Apologies / Deputy Sent [[IIIINNARCIcGcsE

Voting Members: A M J J J A OND J F M
Mr D Wakefield DW Chairman (Chair)

Mr P Akid PA Non-Executive Director
Ms S Belfield SB Non-Executive Director

Mrs T Bowen TBo Non-Executive Director Obs.
Mr P Bytheway PB  Chief Operating Officer [ KT
Mrs T Bullock B Chief Executive [
Prof G Crowe GC  Non-Executive Director -
Baroness S Gohir SG  Non-Executive Director F
Dr L Griffin LG  Non-Executive Director [
Mr M Oldham MO Chief Finance Officer
Dr M Lewis ML Medical Director . GH
Prof K Maddock KM  Non-Executive Director [ .
Mrs AM Riley AR Chief Nurse SM SM
Mrs R Vaughan RV Chief People Officer [ s
Non-Voting Members: A M J J J A O ND J F M
Ms H Ashley HA Director of Strategy
Mrs C Cotton ce Associate Director of Corporate \H \H
Governance
Mrs A Freeman AF Director of Digital Transformation
Mrs J Haire JH Chief People Officer T
Prof A Hassell AH Associate Non-Executive Director
Mrs L Thomson LT Director of Communications
Professor S Toor ST Associate Non-Executive Director e
Mrs L Whitehead LW EP);:r:actor of Estates, Facilities & oR
In Attendance:
Dr A Arora AA  Consultant in Elderly Care (item 1)
Mr S Cunningham SC Consultant in Obstetrics and Gynaecology (item 10)
Mrs N Hassall NH Deputy Associate Director of Corporate Governance (minutes)
Mr J Hardy JH Patient Representative (item 1)
Mrs S Jamieson SJ  Head of Midwifery (item 10)
Ms B Pilling BP Head of Patient Experience (item 1)
Members of Staff and Public: 6
1. Patient Story

Mr Hardy referred to his father William’s story, regarding when he had attended
the Trust in December 2022. He explained that his father had been diagnosed
with early onset dementia a number of years ago and after being cared for by his
family, he moved into a nursing home in September 2022. Mr Hardy highlighted
that his father had fallen three times in the home and following his last fall he was

001/2023
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advised to come into the Emergency Department for an assessment after which
time he was sedated to enable a CT scan to be undertaken. The family were
informed that the CT scan identified a previous bleed on the brain which required
William to stay in for monitoring and the following day a bed was found for him
whereby he was transferred to Ward 76a, during which time he felt his father had
deteriorated and continued to be sedated. He explained that his family was told
his father was at the end of his life due to his swallow reflex stopping and
prepared for the worst, however once his sedation was lifted his swallow reflex
returned and he was able to be subsequently discharged. Whilst Mr Hardy was
very happy with the care and compassion his father received, he felt that he
deconditioned whilst in hospital and felt some of this could have been avoided if
the family had been listened to more.

Mr Wakefield apologised for the experience and he asked if Mr Hardy had
discussed his concerns with the Consultant regarding his father's sudden
deterioration and unusual behaviour, which Mr Hardy confirmed.

Dr Lewis thanked Mr Hardy for the story and stated that it was recognised that
hospitals were not always the safest place to manage frail patients and when they
did require hospital admission, it was better for them to return to their usual place
of residence as quickly as possible due to the risk of deconditioning.

Mrs Riley referred to the work being undertaken to recognise any deconditioning
via a monthly audit cycle as well as undertaking regular patient assessments so
that early intervention can be put in place.

Mrs Haire thanked Mr Hardy for highlighting the good care received, in particular
from the nurse in the Emergency Department as well as the positive comments
made regarding the nursing staff on Ward 76a, whereby the care received
reflected the Trust’s values.

Dr Arora referred to the national and local actions being taken with regards to the
appropriate management of deconditioning and thanked Mr Hardy for the story

which would inform future learning. ML/AA
Mr Wakefield summarised the story and highlighted the learning with regards to

early intervention in recognising sudden deterioration/deconditioning. Mr
Wakefield asked Dr Arora for an update on deconditioning to be provided at a

future meeting.

The Trust Board noted the patient story.

Mr Hardy, Mrs Pilling and Dr Arora left the meeting.
2. Chair’s Welcome, Apologies and Confirmation of Quoracy

Mr Wakefield highlighted the apologies received and thanked the staff for the work
002/2023 . . .
undertaken in the past few weeks during such challenging pressures.

3. Declarations of Interest
003/2023 @ There were no declarations of interest.
4, Minutes of the Previous Meeting held 7t December 2022

004/2023 The minutes of the meeting held on 7" December were agreed as a true and
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accurate record with the exception of an amendment to page 6 to read “... to take
forward an external review associated with neonatal mortality,....” Not paediatric
mortality.

5. Matters Arising from the Post Meeting Action Log

PTB/573 — The Board agreed with the recommendation from the Quality
Governance Committee (QGC) to receive quarterly updates on the Infection

0052023 Prevention Board Assurance Framework going forwards.

6. Chief Executive’s Report — December 2022

Mrs Bullock referred to recent Trust pressures and despite best efforts, as the
Trust went into the Christmas period, there were far fewer empty beds than
anticipated. In addition there had been a significant increase in patients coming
into hospital with flu as well as covid and other seasonal viruses which required
them to be segregated. This resulted in a very congested Emergency Department
(ED) and a number of patients waiting in ambulances to get into the ED which
reflected the challenges being experienced nationally. Mrs Bullock added that
coinciding with the increased infections, staff sickness absence levels had also
increased which had made the position more difficult.

Mrs Bullock referred to the introduction of care of patients on the ED corridor

which had been taken to mitigate some of the risks associated with the

ambulance holds and in particular the increased likely risks associated with the

ambulance strike action. She highlighted that senior manager / Executive

presence had been in place during the festive period to assist and provide support
006/2023  to staff during this time.

Mr Wakefield queried how staff were feeling and Mrs Bullock stated that whilst
they were under immense pressure, they remained resilient and professional
however, she noted that morale was particularly impacted and there was an
overarching concern about what was next, knowing that January is usually a
busier month.

Mrs Bullock referred to the Ambulance strike on 21st December which was well
managed and very few ambulances were held. The same arrangements had
been identified for 28" December although the strike was cancelled. It was noted
that future strikes were planned on 11t January and similar arrangements would
be put in place, including 24/7 senior manager / executive cover.

The Trust Board received and noted the report and approved the eREAF
10258.

HIGH QUALITY

7. Quality Governance Committee Assurance Report (22-12-22)

Professor Hassell highlighted the following:
o The Clinical Effectiveness Group had considered a gap analysis which
identified the need for further resources
007/2023 e End of life annual report highlighted gaps in completion of ReSPECT forms
including the quality of these which was to be audited
o Positive assurance was provided by the Medical Examiner’s Office whereby
community deaths had started to be reported to the office
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Ms Bowen referred to the risk assessments which were to be brought to future
QGC meetings and queried the timings whereby Mrs Riley aimed for this to be
considered in the next two months.

The Trust Board received and noted the assurance report.
8. Care Quality Commission (CQC) Report

Mrs Riley highlighted the following:

e Focussed inspection took place on medical core services in October 2022 in
response to the warning notice issued in 2021

o The Trust had met the requirement of the Section 29a notice for Royal Stoke
although there were some areas for improvement

e The improvements which had already been made at County Hospital were
noted, however there was an inconsistency in completion of documentation
and as such two domains were downgraded to inadequate resulting in the
overall medical service being rated as inadequate although all areas were not
visited

e Updates on the actions being taken were to be provided to the CQC by 26"
January 2023

Mr Wakefield queried the actions being taken with regards to the addressing the
requirements for consistent documentation and Mrs Riley stated that although
there were inconsistencies, other actions were in place to ensure patients were
assessed. She stated that ongoing assessments and mitigation of risk was
undertaken in respect of vacancies and Mrs Bullock added that during Covid the
Trust had told staff that if staffing levels reduced to a certain level, it would be
accepted that some things would need to cease in order to mitigate the
challenges, which included documentation as this would ensure that the focus
remained on the safe care of patients, ensuring they were provided with the right
care and treatment. Therefore the challenges regarding documentation was

008/2023  known and to be expected and the CQC had recognised this. Mrs Bullock stated
that based on the above and a number of other factors such as ongoing staff
challenges; the CQC acknowledgment of improvements from the last inspection;
that only two wards and the emergency department were reviewed; that Mental
Health was only a small part of the two domains that were downgraded and that
the CQC noted that the care and treatment of patients was appropriate, she was
very disappointed with the overall rating.

Professor Hassell referred to the education needs of staff at County and actions
being taken, and the challenges in accessing the Midlands Partnership NHS
Foundation Trust Electronic Patient Record (EPR). Mrs Riley stated that in terms
of mandatory training, she expected the relevant staff to have undertaken their
training by 26" January which would be confirmed at QGC. In addition, whilst
direct access to the EPR system was not available, information was available
elsewhere. Mrs Freeman referred to the one health and shared care record which
was in place and stated that this had been reviewed to assess what data was
missing to establish if this could be added.

Mr Wakefield queried if it was planned to invite the CQC back to the Trust and
Mrs Riley stated that the CQC would confirm any future inspections, once they
had considered the actions being taken.

Professor Crowe queried whether further work was required in terms of assessing
the adequacy of compliance and whether the internal audit plan should consider
adequacy of compliance controls and reporting arrangements, to ensure the Trust
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was addressing the weaknesses identified by the CQC. Mrs Cotton referred to an
ongoing piece of work in identifying an assurance map for quality which would
highlight the sources of assurance relied upon as well as the adequacy of
assurance which would highlight any gaps to be addressed. Mrs Bullock added
that CQC compliance was already a part of the internal audit programme

The Trust Board received and noted the CQC inspection report and noted
that the revised action plan would be reported in due course to QGC.

9. ED Corridor Risk Assessment

Mrs Riley highlighted that at the end of October the Trust had implemented Your
Next Patient which was a direct response to the continuing increase in ambulance
holds. She stated that some improvement had been made although the Trust
continued to have an unacceptable level of ambulances being held. Therefore in
December conversations were initiated by the ED senior leadership with regards
to corridor care and although there was some nervousness it was considered that
to mitigate some of the risk with ambulance holds that 15 trolleys could be utilised
in specific corridors, with associated staffing.

Mrs Riley explained that corridor care nursing commenced on 20t December in
readiness for the ambulance strikes and it was noted that lower acuity patients
were being cared for on the corridor. Mrs Riley added that regular visits continued
to be undertaken with ED.

Mr Wakefield referred to the importance of managing the associated risk of
ambulance holds, whilst accepting that this is something the Trust would prefer
not to take forward.

Professor Maddock referred to page 5 of the Standard Operating Procedure
(SOP) and that additional clarity was required in terms of point 5. She queried
how often the SOP was being implemented, how many patients were on the
corridor presently and requested assurance in terms of the staffing. Mrs Riley

009/2023  stated that 15 patients had consistently been cared for on the corridors, although
not all of the time and this was continuing to be regularly risk assessed. In terms
of staffing, the Trust had moved from relying on paramedics to booking nurses
which was more reliable and which also ensured a more accurate view of the
number of ambulance being held as whilst the crews cohorted and cared for up to
5 patients which released four ambulances, the number of holds continued to
count all five as holds. Mrs Bullock added that this had been raised with the
NHSE Regional Director who would be discussion with the West Midlands
Ambulance (WMAS) Chief Executive.

Professor Hassell queried what patients should expect if they are nursed on the
corridor. Mrs Riley stated that a nurse or paramedic would be responsible for
their care and ensuring they were provided with nutrition and hydration, as well as
regularly risk assessing patient’s conditions to ensure they were cared for in the
most appropriate area. In response to a further question from Mr Hassell, she
added that some patients could be discharged from the corridor given they were
lower acuity but this depended on the patient. In addition, the patients would
continue to be assessed by nurses / doctors as per other areas of ED.

Ms Bowen queried the feedback received to date from patients / families of those
cared for on the corridor and queried if they understood why this was being taken
forward. Mrs Riley stated that patients had a broad understanding of the
pressures facing the NHS and had been supportive of the staff.
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10.

010/2023

Professor Crowe referred to the SOP and whether the practice was expected to
continue for some time. He queried if, given this was being introduced throughout
the country, whether national consideration was being given to a standardised
SOP. Mrs Riley stated that she was not aware of any plans to standardise the
practice and noted the difficulty in doing so as each ED and the issues they have
would be very different. Mrs Riley also noted that the most important aspect of
this was that our own board was assured with the actions UHNM were taking and
that as far as possible was assured that care was appropriate for the patients.

The interface between patients on the corridor and ambulance holds was queried
in terms of the actions taken to make this a seamless interaction and Mrs Riley
explained that corridor care was provided by UHNM staff and if ambulances were
waiting outside these were regularly highlighted to UHNM and risk assessed.

Mr Bytheway stated that as part of winter plan the Trust had a WMAS hospital
liaison officer 24/7 to manage interactions with the ambulance crews.

Mr Wakefield stated that whilst the concept of corridor care was something the
Trust would prefer not to take forward, it was accepted that this was in the best
interest of the residents in Stoke and Staffordshire due to the associated
pressures on the Ambulance Service. He thanked the teams for the work
undertaken to complete the risk assessment and welcomed the comments on the
SOP. He stated that it was concerning that no national approach had been
provided given the widespread challenges and asked Mrs Riley to raise this
nationally in terms of sharing learning with others.

Mr Wakefield queried the monitoring and reporting of this going forwards and
suggested that key metrics be identified and reported to QGC which was agreed.
Mr Wakefield added that it would be helpful if a timescale could be identified in
terms of the anticipated end of corridor care.

The Trust Board received and noted the risk assessment and Standard
Operating Procedure.

NHS Resolution Maternity Incentive Scheme

Mrs Jamieson referred to the report which confirmed compliance with 10 maternity
safety actions. It was noted that the incentive scheme was in the fourth year and
that some of the safety actions were supported by additional external assurance.

Mr Wakefield thanked Mrs Jamieson for the work undertaken to achieve the
safety actions given the challenges with staffing. He queried the recruitment of
additional midwives and the impact of these on training compliance. Mrs
Jamieson referred to 22 newly qualified midwives who commenced in October
2022 in addition to continuing recruitment campaigns and international recruits. It
was noted that the increase in uplift as part of the previous business case should
create backfill to enable staff to undertake the training required.

Mrs Bullock noted this was the most comprehensive report on the 10 maternity
safety actions that she had seen and felt very assured as the responsible
individual for signing this off. She thanked the team or their hard work.

The Trust Board confirmed that it was satisfied that the evidence provided
demonstrated achievement of the ten maternity safety actions and provided
permission to the Chief Executive to sign the Board declaration form prior
to submission to NHS Resolution.

Draft Trust Board (Open) Minutes &7
4t January 2023 @ w

AMR

Delivering Exceptional Care with Exceptional People



Mrs Jamieson and Mr Cunningham left the meeting.

1. Transformation and People Committee Assurance Report (21-12-22)

Professor Crowe highlighted the following:

o Positive assurance was provided in terms of the implementation of the
ENABLE programme as well as taking forward civility and respect and Be Kind

e The main area of concern related to progress with recruitment and the nursing
vacancies

o A deep dive was to be undertaken on required resourcing levels

e More evidence based / data driven decision making was to be provided in the

assurance reports provided to the Committee going forwards
011/2023

Ms Bowen referred to the focus on the ‘too tired to drive’ initiative and queried if
this was more extreme due to current pressures and what actions were being
taken to ensure the wellbeing of doctors. Mrs Haire referred to the support being
provided to ensure on call rooms were available for staff who were too tired to
drive, ensuring staff were not at risk and added that this had also been discussed
with the Local Negotiating Committee.

The Trust Board received and noted the assurance report.

RESOURCES

12. Performance & Finance Committee Assurance Report (20-12-22)

Mr Akid highlighted the following:

e Two meetings had been held which reflected the number of business cases
which needed to be considered which had been agreed and taken forward

e Some concerns were raised in terms of the delay of business case reviews

e The Trust was behind on the capital programme which continued to be
managed on a regular basis

012/2023 o Identification of cost improvement programmes for the year was behind plan

e The Committee received positive assurance in terms of the ED business case
review

e The Committee highlighted that the Finance Team won HFMA Team of the
Year which was a positive achievement

The Trust Board received and noted the assurance report.

RESPONSIVE
13. Integrated Performance Report — Month 8

Mrs Riley highlighted the following in terms of quality of care:

o Despite current pressures, the friends and family test for inpatients had
exceeded the target although work continued to be required with regards to
ED friends and family results
No never events had been reported during the month
Falls were in the normal range

¢ In terms of pressure ulcers the number of deep tissue injuries had reduced but
this continued to be monitored

¢ 1 maternal death had been reported as a serious incident as per the national
guidance which would be discussed at maternity QGC

013/2023
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Mr Wakefield referred to the pressure ulcers and queried if these were in relation
to reduced staffing although Mrs Riley highlighted that these were not as a result
of lack of staff and were usually identified at the beginning of the patient journey.

Ms Bowen referred to the themes of the patient feedback with regards to pain
relief from the ED friends and family test, and given the current pressures and use
of corridor care she queried whether access to pain relief would worsen. Mrs
Riley stated that the nurse to patient ratio on the corridor was 1:6 which was
deemed acceptable to manage the patient need for that cohort, therefore she did
not anticipate that this would have an additional impact although this would
continue to be considered more broadly in terms of timeliness of medications.

Mr Bytheway highlighted the following in terms of urgent care performance for

December:

e The Trust entered a critical incident at the end of December due to the high
number of admissions in ED and high medically fit for discharge (MFFD)
numbers

e On Christmas Day there were a significant number of ambulances queuing
and numbers of patients in the department which resulted in surgical beds
being used for 70 medical patients and the stepping down of elective
orthopaedics so that this could be used as a medical outlier ward

e A further critical incident was declared from 29" December which extended
into New Years Eve

e Although there had recently been a reduction in pressures, ambulance holds
and numbers of DTAs in ED, the critical incident structure remained in place

o Work had been commissioned in January regarding the focus on discharges
both complex and simple

e Work had also commenced regarding assessing any deviation from the winter
plan

Mr Wakefield referred to the increase in covid and flu patients and queried given
the challenges in ED what measures were in place to cohort these. It was noted
that patients’ initial symptoms were assessed and if they were symptomatic
masks were worn and these patients were cared for in cohort areas and not on
the corridor.

Mr Wakefield referred to bed occupancy levels which were high and given the
issues with discharges queried whether the wider system partnership was working
appropriately. Mr Bytheway stated that the Chief Operating Officers within the
system met twice a day to consider the challenges it was noted that MFFD
numbers had reduced although there were issues regarding ensuring the clinical
risk was shared across all partners, and as such a system de-brief was planned.

Ms Bowen referred to the delay of the new ward and whether this had had an
impact on performance. Mr Bytheway referred to Ward 128 which was the new
ward due to open on 24" January as opposed to 15t January. He stated that as
such the Trust was 28 beds short which was a significant impact although given
the number of outliers was over and above this, even if the ward was open, there
would still be a challenge in terms of the number of outliers.

Mr Bytheway highlighted the following in terms of cancer performance:

e There had been a reduction in patients waiting over 104 days and the total
patient tracking list

e Continued improvements had been made in the faster diagnosis standard

e The projected outturn was expected to be achieved as planned
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Mr Bytheway highlighted the following in terms of planned care and RTT

performance:

e In terms of the 104 weeks position the Trust was expecting a deterioration in
the position due to the impact of non-urgent operating as a result of the
pressures

e The focus remained on 52 weeks which continued to be monitored by the
planned care group

e The issues associated with planned care were regularly highlighted to NHS
England as part of the tier 2 arrangements

Mr Bytheway highlighted that in terms of diagnostics, the Trust had funded
additional resource and scanners in particular for ultrasound but headway had not
been made, although he was confident that it was likely to meet the trajectory by
the end of March.

Mrs Haire highlighted the following in terms of workforce performance:

e Turnover had reduced for the second month in a row although there continued
to be an increasing vacancy rate due to the introduction of new posts as a
result of approved business cases and posts introduced as part of the winter
plan

e There had been an increase in sickness absence which largely related to
chest and respiratory illnesses, reflecting the covid and flu cases, as well as
anxiety and stress

e The Trust was below the target for PDR compliance and the operational
pressures was contributing to performance, although Divisions had been
asked to ensure trajectories were in place to improve the position

e The national staff survey had closed with an overall response rate below that
of the national average

Mrs Riley referred to vaccination rates and in terms of Covid 51.4% of staff had
received the vaccination, and for flu 58.9% staff had received the vaccine. She
stated that these rates reflected most organisations whereby a reduction in
vaccination uptake was being seen.

Mr Wakefield referred to the completion rate for the staff survey which was lower
than the national average and queried if an update could be provided in terms of
comparisons of response rates with the Trust’'s peer group so that this could be
considered going forwards.

JH

Mr Wakefield referred to the nursing vacancy rate of 15% and whilst accepting
that total establishment figures had increased he queried the progress being
made in terms of international recruitment. Mrs Haire stated that an additional 18
nurses were due to join between January and March 2023 and 150 were due to
start between April 2023 and March 2024.

Professor Crowe referred to staff wellbeing over the Christmas period and queried
if they were being provided with basic care requirements given the pressures.
Mrs Haire referred to the support being provided in terms of ensuring the basic
wellbeing needs were addressed of staff as well as being provided with
psychological support.

Ms Bowen referred to the persistent vacancies and vacancies in hard to fill roles
and whether transformation work had been undertaken to fill these gaps. Mrs
Haire stated that skill mix and use of the apprenticeship offer was being utilised to
bring in new starters as well as campaigns to reach other parts of the market to fill
the hard to fill roles. She added that different job plans were also being
considered to help address gaps in the medical workforce.
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Mr Oldham highlighted the following in terms of financial performance:

e Month 8 achieved a £2.7 m surplus which was behind the plan of £3.8 m
resulting in a forecast deficit of £7 m, which was anticipated to be mitigated by
non-recurrent measures
The system continued to report an expected break-even position

e Covid costs had reduced significantly some of which was related to the
reduced levels of testing

o Cost improvements continued to see some movement as savings were being
validated

e Capital was behind plan but this was being managed regularly

Mr Wakefield referred to the operational plan for 2023/24 and the productivity
assumptions referred to which would require close scrutiny regarding the changes
to payment mechanisms / incentives and forecasts. Mr Oldham stated that Trusts
had not yet received detailed allocations but the guidance was being reviewed.
He stated that the conversion factor, level of efficiency and cost of inflation would
be the most challenging aspects.

The Trust Board received and noted the report.

14. Review of Meeting Effectiveness and Business Cycle Forward Look

074/2023 | No further comments were made.
15. Questions from the Public

Mr Syme referred to the Transformation and People Committee report and the
reference to the 180 nursing vacancies and the unabated pressures on UHNM
staff including recruitment difficulties. He queried how many nurses the Trust
anticipated may leave over the next year and how many the Trust anticipated
would be employed in the same timescale for newly qualified nurses.

Mrs Haire stated that the Trust anticipated 215 nurses would leave the Trust in the
next two years although 60 nurses were expected to return as part of retire and
return. In terms of how many nurses were expected to be employed from local
universities, the Trust aimed to recruit 100 nurses and to increase this number a
scheme was available for local students to provide them with their first choice of
ward / department when they qualify.

Mr Syme queried if the Trust would continue to be heavily reliant on the
recruitment of international nurses in the coming year and given the persistent
and increasing pressures on acute care capacity he queried how the Trust would
support any newly qualified nurses to avoid them from becoming disillusioned
about having a nursing career within an acute hospital.

015/2023

Mrs Riley stated that the number of international nurses was monitored in terms of
their experience and added that packages were in place to provide the nurses
with a good experience. She stated that newly qualified staff had Preceptorship
packages in place which also supported their professional career and educational
development and legacy mentor roles were being considered for those at the end
of career who could use their skills and knowledge to support nurses in the first 5
years of their career.

Mr Syme referred to the Performance and Finance Committee report and referred
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to the system bed model whereby a worst case scenario of 240 was identified.
He queried if this meant that the ‘System’ was short of 240 beds to match care
demand and whether that was just a ‘winter estimation or an estimation
applicable for the foreseeable future. He queried whether such capacity i.e. beds
had been identified as to availability and where these beds would be situated.

Mr Bytheway referred to the PWC 5 year forward look of bed availability which
determined that in 5 years time if nothing was done, it was likely that the Trust
would require 249 additional beds. Mr Bytheway noted that discussions were to
take place within the system in relation to this

Mr Syme referred to corridor care which had been introduced to address the
inconceivable pressures on care. He queried the projected timescale for the
continuing use of corridor care or whether given the situation with ambulance
handover delays that this could be ‘normalised’.

Mr Wakefield referred to the earlier discussion regarding the end of the corridor
care which was expected to continue until pressures abated or another solution
was available. Mr Wakefield referred to his recent visit to the ED and reiterated
that this was being undertaken to mitigate the risks in the community. Mrs Riley
stated that whilst it was agreed that this was not best for patients, it reflected the
greater risks in the community and the pressures across the whole of the system
and she noted that the quality of care delivered would continue to be monitored.
She stated that any updates on harm events as a result of Your Next Patient and
corridor care would be reported to QGC and subsequently to the Board.

Wednesday 8" February 2023, 9.30am
Trust Boardroom, Third Floor, Springfield Building, Royal Stoke
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Trust Board (Open)

Post meeting action log as at 02 February 2023

Meeting Date

Agenda ltem

Assigned to

Complete /
Business as
Usual

CURRENT PROGRESS RATING

Completed: Improvement / action delivered with sustainability assured.

On Track

Improvement on trajectory either:
A. On track — not yet completed or B. On track — not yet started

Problematic

Delivery remains feasible, issues / risks require additional intervention to deliver the required

improvement .

o

Delayed

Off track / trajectory — milestone / timescales breached. Recovery plan required.

Due Date

Done Date

Progress Report

i To take an update to a future QGC meeting regarding measuring the , . : .
PTB/546 08/06/2022 Integrated Performance Report impact on patients who had not received appropriate sepsis Ann-Marie Riley 02/03/2023 It wa§ nqted at December's meeting that this was to be discussed at the QGC
Month 1 . . meeting in February. Target date moved.
screening within the Emergency Department
PTB/548 08/06/2022  |AAnnual Evaluation of Committee |To provide a summary of changes to the Code of Governance ata |, i Gotton 02/02/2023|  02/02/2023|Complete. Provided to Audit Committee Feb 2023.
Effectiveness & Rules of Procedure |future Audit Committee
To provide an update on the areas identified as part of the patient Ann Marie Riley 02/02/2023
PTB/568 09/11/2022  |Patient Story P paate asp pal Paul Bytheway To be taken to QGC in March 2023
story, to a future Quality Governance Committee (QGC) meeting. Matthew Lewis 02/03/2023
To discuss the assurance map with Professor Crowe in order to 31/04/2023
PTB/569 09/11/2022 CQC Action Plan highlight the work being undertaken to assess the adequacy of Claire Cotton 31/03/2023 Target date moved - to be completed by end of Q4.
assurance.
PTB/570 09/11/2022  |Q2 Board Assurance Framework |10 consider the risk and impact associated with the underlying Mark Oldham 08/02/2023|  17/01/2023|Complete - meeting held and BAF updated.
system deficit within BAF 8 Claire Cotton
. . . The document has been updated to include additional narrative for the actions within
To update the document to include additional narrative for the . . . L . .
: oL . : . . Claire Cotton 310442023 Section 6. Target dates in the process of being identified and a date to discuss at a
PTB/571 07/12/2022 Well-Led Self-Assessment actions within Section 6, including target dates and to discuss at a . i :
) Nicola Hassall 28/02/2023 future NED meeting to be confirmed. Target date moved to reflect the need to
future NED meeting. ) }
arrange a session with NEDS.
To expand on the ethnicity chart within the report, to clarify reasons
PTB/572 0712/2022  |Q2 Maternity Serious Incident Report |0 Increases and whether any themes reflected national themes. In |Ann Marie Riley 08/03/2023 Action not yet due. This has been added to Feb QSOG and MQGC for discussion.
addition to identify the associated denominators and the total number|Donna Brayford
of deliveries per ethnic group.
PTB/574 04/01/2023  |Patient Story To provide an update on the actions being taken to prevent Matthew Lewis 05/04/2023 Action not yet due.
deconditioning to a future meeting. Amit Arora
PTB/575 04/01/2023  |Corridor Care To identify key metrics associated with corridor care and reporton | Marie Riley 30/03/2023 This will be included in the quarterly staffing paper to TAP/QGC
these to future QGC meetings.
The current staff survey response rate as reported on by the survey supplier
Integrated Performance Report - To provide an update on the comparisons of response rates with the compares our response rate to the average of 65 Acute/Acute Community Trusts.
PTB/576 04/01/2023 9 P pr P comp response Jane Haire 31/03/2023 The final published data from the National Survey Coordination Centre will
Month 8 Trust’s peer group so that this could be considered going forwards. : :
benchmark UHNM response rate and scores against all national Acute/Acute
Community Trusts (around 126 in total).




Innovating

University Hospitals
of North Midlands

MNHS Trust

Chief Executive’s Report to the Trust Board

January 2023

Part 1: Trust Executive Committee (TEC)

The Trust Executive Committee met virtually on the 25" January 2023. Executive Directors gave the following key
updates:

e Key focus was on 78 week targets and a number of very specific asks had been set nationally which involved the
tracking of patients against 78 weeks for admitted and non-admitted patients.

e The financial position at the end of December was on track to achieve break even.

e Some challenges within the ICB in particular around continuing healthcare costs.

e Planning guidance had been issued and work was being progressed in the development of a plan in conjunction
with clinical divisions; the most significant change is a shift back to payment by results ensuring that elective
productivity is a key area focus.

e Lots of work to be undertaken to deliver the final schemes as part of the capital programme as the financial year
comes to an end. A number of strategic developments will continue throughout the coming year.

e Patients Know Best portal is now live and a significant volume of patients have now registered; this is an
opportunity for improved communications / test results.

e Out to procurement for network services so that the market can be tested from a value for money perspective.

e National funds had been confirmed for support to develop a business case for a UHNM / Staffordshire electronic
patient record. A timetable of engagement events would be organised so that clinical staff have opportunity to
contribute to development of the specification.

e Windows upgrade now available for staff and Office 365 was approaching rollout in collaboration with the Digital
Advocates Network.

e Whilst the Staff Survey data remained under embargo, raw scores had been shared with divisions to begin
triangulation with other sources and identification of improvement activity.

e The People Strategy had been launched through Divisional Boards and Deputy Directors; a Plan on a Page was
under development and due to be issued over the coming weeks.

e Wellbeing offers were being well publicised although divisions were asked to further promote these; a video was
due to be launched which related to the staff support and counselling service.

e An overview of proposed industrial action was provided and plans were being developed to mitigate risk and to
provide oversight, via the Tactical Planning Group.

e A response to the Care Quality Commission Section 29 which related to mental health / mental capacity
assessments at County Hospital had been completed and was due to be submitted.

e The regional Deputy Director of Infection Prevention and Control was planning a visit which would be focussing
on cleanliness. A visit to Neonates and the West Building had been confirmed and some areas would be spot
checked.

e The Care Excellence Framework (CEF) process had been refreshed which was an enhanced assurance process
to that previously in place.

e A review of face mask wearing in clinical areas had been undertaken and it was anticipated that this would result
in a number of clinical areas no longer being required to wear face masks.

e A new post was being developed for a Deputy Chief Nurse Information Officer and would soon be advertised.

e The Care Quality Commission Working Group was now in place and a new approach to self-assessment had
been launched based on the new national standards.

e A system wide review was being undertaken which would focus on lessons learned around winter pressures; the
scope of this review would be presented to colleagues within the Trust Executive Committee.

Divisions took the opportunity to highlight any key matters requiring escalation, the following points were noted:

Medical Division
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The last two months had been the most challenging to date in terms of pressures; although it was felt that the
approach to Your Next Patient and Corridor Care had been well supported and controlled. There had been some
easing of pressures mid to end of January although a further peak was anticipated.

The biggest challenges looking ahead were recruitment and retention of the workforce with particular concerns
regarding the medical workforce; a recruitment programme was due to be launched.

The Care Quality Commission and ICB members were invited into the Emergency Department to review Corridor
Care processes and positive feedback was received.

Work continued with the Enhanced Primary Care Service through collaboration with the GP Confederation and
this as proving to be a positive development with improved prospects for recruitment.

Network Division

Ward 112 had returned to elective orthopaedics and spines which meant that services could be resumed
following a brief pause; challenging targets set by our regulators around the elective recovery programme.
Neurosurgery and Stroke were now co-located in line with the Divisions’ vision.

A review of Clinical Haematology at Mid Cheshire Hospitals NHS FT was underway, with a view to presenting an
options paper once due diligence had been completed.

A number of cultural reviews had been undertaken, including within Trauma and Orthopaedics and work
remained ongoing in terms of improvements needed. A review had also been undertaken within the Therapies
Team and the process of feedback was now underway.

Key priorities for the Division were around staff engagement / experience and their research priorities.

A number of changes to senior leadership were identified and a risk identified around the leadership team within
Trauma and Orthopaedics.

Surgical Division

Theatre activity had been sustained despite operational pressures.

2 week wait standard had been achieved and the focus would now be on sustaining this. There had been a
significant reduction to the waiting list.

Focussing on ‘Getting it Right First Time (GIRFT)’ and the productivity benefits associated with this.

Women, Children and Support Services

Director of Midwifery had presented nationally and was congratulated by the national Chief Midwife for her work
and leadership.

Some key business cases were now being recruited to in particular maternity and imaging.

CNST accreditation had been achieved.

A number of bids had been approved by NHS England, in particular around radiology opportunities.

A drive to increase the response rate to the Friends and Family Test within Imaging has yielded improved results
and these would be taken through the governance route.

Imaging strategy was currently being developed, including a focus on recruitment and retention.

Radiology reporting backlog continued to be of concern; the Improving Together methodology had been adopted
in terms of recovery.

Ultrasound capacity continued to be challenged due to increased demand and workforce.

A key focus for the division was around delivery of the People Strategy and cultural improvement.

Pathology Network

Lots of work continued around the implementation of the new Laboratory Information Management System with a
go live date planned in February for Microbiology with a further phased roll out to all areas.
The NMCPS Board met on Monday, overseeing the strategic development of Pathology.

Part 2: Contract Awards and Approvals

2.1 Contract Awards and Approvals

Department of Health Procurement Transparency Guidance states that contract awards over £25,000 should be
published in order that they are accessible to the public. Since 15" December to 13" January, 4 contract awards,
which met these criteria, were made, as follows:

Purchase of CTS at County Hospital — Phase 2 supplied by Novus Property Solutions, at a total cost of
£989,863.01, approved on 09/12/22

Purchase of Modular Building supplied by Portakabin Ltd, at a total cost of £1,500,000, approved on 13/12/22
Extension of Contract - Insourcing of Neurology Services provided by Elective Services supplied by
Elective Services Ltd, for the period 30.11.22 — 31.03.23, at a total cost of £610,000, approved on 28/11/22
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e Respiratory Consumables supplied by Philips Respironics, Fisher & Paykel Healthcare, Breas Medical,
Resmed, for the period 01.12.22 — 31.03.23, at a total cost of £544,800, providing savings of negated inflation
£4,903 and cost avoidance £4,800, approved on 28/11/22

In addition, the following eREAFs were approved at the Performance and Finance Committee on 31st January, and
also require Trust Board approval due to the value:

Supply Chain Coordination Limited (SCCL) - Trust wide Annual Expenditure including High-Cost Tariff-Excluded
Devices (HCTED) - Increase to value of eREAF 8801 (eREAF 10347)

Contract Value £15,000,000 incl. VAT (requested extension value only).
Duration 01/04/22 — 31/03/23
Supplier Supply Chain Coordination Limited (SCCL)

Supply Chain Coordination Limited (SCCL) - Trust wide Annual Expenditure including High Cost Tariff devices
(HCTED) (eREAF 10296)

Contract Value - £44,613,182.53 incl. VAT
Duration — 01/04/23 — 31/03/24
Supplier — Supply Chain Coordination Limited (SCCL)

The Trust Board is asked to approve the above eREAFs.

2.2 Consultant Appointments — January 2023

The following provides a summary of medical staff interviews which have taken place during January 2023:

Reason for Appointed

Locum Plastic Surgeon New TBC
Specialist Doctor in Cardiothoracic Radiology New Yes 01/02/2023
Locum Consultant obstetrician and Gynaecologist Maternity Yes 01/02/2023
Specialist Doctor in Anaesthetics with Interestin ~ New Yes TBC
Chronic Pain

Consultant Urologist Vacancy Yes TBC
Consultant Urologist Vacancy Yes TBC
Consultant Intensivist Vacancy Yes TBC
Specialist Doctor in Clinical Oncology Vacancy Yes TBC
Consultant Orthopaedic Hand Surgeon Vacancy Yes 26/04/2023

The following provides a summary of medical staff who have joined the Trust during January 2023:

Locum Consultant Spinal Surgeon Vacancy 01/01/2023
Locum Consultant Urologist Extension 01/01/2023
Consultant Cardiac Surgeon New 01/01/2023
Medical Examiner Vacancy 01/01/2023
Consultant Imaging - Neuro Radiologist Vacancy 03/01/2023
Consultant Histopathologist Extension 03/01/2023
Consultant Histopathologist Extension 03/01/2023
Locum Consultant Body Radiologist Vacancy 04/01/2023
Locum Consultant Plastic Surgeon Vacancy 06/01/2023
Locum Consultant, Colorectal & General Surgeon Extension 10/01/2023
Consultant Gastroenterologist with a specialist interest in IBD New 13/01/2023
Consultant Histopathologist Vacancy 17/01/2023
Consultant Intensivist Extension 23/01/2023

The following provides a summary of medical vacancies which closed without applications/candidates during January
2023:

Post Title Reason for advertising Note |

CEO Report to Board
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Post Title Reason for advertising Note |

Clinical Lead - Respiratory Medicine 03/01/2023 No Applications
Consultant Histopathologist 15/01/2023 No Applications
Consultant Orthodontist 15/01/2023 No Applications
Respiratory Consultants with Specialist Interests 15/01/2023 No Applications
Consultant Neurologist 15/01/2023 No Suitable Applications
Locum Consultant General Anaesthetist 08/01/2023 Candidate Withdrew
Locum Consultant obstetrician and Gynaecologist 22/01/2023 No Suitable Applications

2.3 Internal Medical Management Appointments — January 2023

There were no medical management interviews during January 2023.

The following provides a summary of medical management who have joined the Trust during January 2023:

Post Title Start Date
Foundation Programme Director Vacancy 01/01/2023
Clinical Lead Oncology Vacancy 02/01/2023

The following table provides a summary of medical vacancies which closed without applications / candidates during
January 2023:

Post Title ClosingDate | @~ Note |
Clinical Lead - Respiratory Medicine 03/01/2023 No Applications

Part 3: Highlight Report

ORULOTE

3.1 Trust Pressures + '@

It has been an extremely challenging winter and thanks go to all staff who have gone above and beyond
by working additional hours inside and outside their normal place of work to ensure we keep our patients
as safe as possible. The numbers of Flu cases throughout the latter part of January significantly reduced.
Covid19 cases also reduced but have slightly increased again more latterly and as at 1st February sits at
157 Covid positive patients in the Trust. Industrial action has placed additional pressure upon us and these
have been more regular and amongst different staff groups and we have had to put in place plans to
mitigate the additional risk. These challenges were managed whilst also undertaking a series of ward
moves which have seen patients move into our new respiratory ward (ward 128) following the conversion
of office space in the Trent Building. Myself and a number of Board colleagues have visited the ward and
it is an excellent facility for our patients and sets a new standard for our ward environment.

Despite the ongoing industrial action, our hospitals have begun to feel calmer with flu admissions
significantly reducing to single figures as well as less ambulances holding and fewer patients being cared
for on the corridor. It has started to feel like a ‘normal’ winter rather than the extreme pressures we
experienced during December and at the very beginning of the year.

Care Quality Commission / Integrated Care Board Visit — + )
Corridor Care LAS

We invited the Care Quality Commission and colleagues from the Integrated Care Board to visit our
Emergency Department so that they could observe the arrangements we have put in place for managing
patients in the corridor. Whilst Corridor Care was not a decision made lightly, it was a necessity to help
the offloading of patients from ambulances more quickly to respond those in our community who were

CEO Report to Board
January 2023

H E

Delivering Exceptional Care with Exceptional People




coming to harm as a result of long waits. This was not a formal inspection and therefore we are not
expecting a report but immediate verbal feedback was hugely positive. ICB colleagues particularly were
impressed by the open and honest views from ED staff they spoke to about processes to manage patients
as safely as possible. We are immensely grateful to our ED leadership and wider team for working with us
so constructively over such a difficult issue.

3.3 Integrated Care Board (ICB) 0 @ )

The ICB met on 19 January 2023 and a recording of the meeting and full papers are available on their
website. Key highlights of the meeting and points of discussion were as follows:

e A Staff Story provided by the Compassionate Communities Network which includes individuals from
across the health, care and voluntary sectors aiming to promote a more positive approach to death,
dying and loss by connecting people to support services.

e An update from the ICB Chair and Chief Executive which included system pressures, industrial action,
2023/2024 planning and lessons learned in relation to winter pressures.

e Approval of a pre-consultation business case, communication and involvement plan and consultation in
relation to inpatient mental health services.

e An update on NHS England delegation and the decision to delegate some of NHSE's direct
commissioning functions to ICB’s; a workshop is being held to consider the governance proposals
around this and a proposal to establish an ‘Office of the West Midlands’ to coordinate commissioning
activity across the 6 ICB’s.

¢ An update on how the ICS Development Group can be utilised and how this group was an important
touch point for all system work streams to come together and assess their impact on each other.

e Approval and signing of a Memorandum of Understanding regarding an Alliance developed under the
previous three ‘Place’ arrangements.

e Consideration of the ICB Board Assurance Framework which had been developed in collaboration with
system partners through the Governance and Risk Network; this continues to be developed.

e The System Finance Report where a risk of £12m was flagged to delivery of the financial plan.

e The System Operating Report which highlighted the national planning guidance published in
December 2022 and the plans to develop and submit the Operating Plan by the end of March and a
Joint Forward Plan by June.

e An update on performance including an update on delivery of the winter plan.

e A Quality and Safety Exception Report which included work being done via the Provider Collaborative
in relation to safeguarding.

e Assurance Reports from Committees of the Board including Finance and Performance Committee,
Audit Committee, People, Culture and Inclusion Committee and Safety and Quality Committee.

3 NIHR Senior Research Leader Programme for Nursing and O@ S

Midwifes &7
| was delighted to hear that Alison Cooke, Assistant Director of Nursing (NMAHP) Research & Academic
Development, has been offered a place on the 2023 Senior Research Leader Programme with the
National Institute for Health and Care Research. The process involved a large number of strong
applicants and each candidate was assessed by three reviewers to assist the selection panel in their
decision making. This programme will provide Alison with a platform to make a significant impact on the
nursing and midwifery research landscape for us at UHNM and | wish her all the very best.

3.5 Covid Public Inquiry O =3

We have established a Task Group focussing on our preparations for responding to the Covid Public
Inquiry which is led by our Chief Operating Officer. Whilst the group is in its early stages, we are keeping
a close eye on national developments to ensure our readiness and we are liaising with colleagues in
partner organisations to identify any learning or best practice that we can adopt. Our initial focus has been
to identify the records that we need to retain and ensuring that we have appropriate systems in place to
ensure these are accessible.
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3.6 Public Sector Decarbonisation Scheme O

| am delighted that UHNM has been successful in securing a £5.4m grant through a Public Sector
Decarbonisation Scheme. The grant was highly sought after across the public sector and massively
oversubscribed. The securing of such significant investment represents a monumental step in our journey
to decarbonise our estate as well as prepare us for the potential introduction of the Geothermal Heat
Network in Stoke-on-Trent. It puts UHNM firmly on the map in respect of our commitment as an anchor
institution in supporting the delivery of the NHS Net Zero Carbon targets. Well done and thank you to our
Sustainability Team within our Estates, Facilities and PFI Division and all those who supported the
production of such a high quality bid application and Business Case.

3.7 Operational Planning Guidance 0@

We received the national Operational Planning Guidance over Christmas and we are now working through
this with our clinical divisions to ensure we develop a plan which delivers on the expectations of us. This
will be presented to the Board for approval.
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OAVOTE

Quality Governance Committee Chair’s Highlight Report to Board

2nd February 2023

1.

Highlight Report
Matters of Concern of Key Risks to Escalate

Quarter 3 infection prevention highlighted that the number of C-difficile cases were above the upper limit although no themes had
been identified. Inpatient sepsis performance stood at 87.6% compared to the target of 90%. Emergency portal sepsis
screening performance stood at 84.1% with 65% having treatment within an hour and this remained an area of focus with staff
within the Emergency Department to identify actions for improvement
The Committee noted the response to the CQC following the Section 29a notice and considered the updated action plan which
highlighted the 14 problematic/delayed actions. Further assurance was requested in future updates to include evidence of audit
results
Work was ongoing with Divisions to improve the recording and evidencing of written duty of candour
The Committee noted the increase in reported patient safety incidents which were considered to be attributed to the operational
pressures
The majority of the risk scores on the Board Assurance Framework had remained unchanged from the previous quarter, although
BAF 1 and BAF 5 risks had increased to Extreme 20 reflecting winter pressures and the associated mitigating actions being
taken such as Your Next Patient and Corridor Care

Positive Assurances to
An update in relation to the Maternity Reading the Signals report was provided which highlighted positive progress made in
respect of the four recommendations
Quarter 3 infection prevention report highlighted no MRSA bacteraemias reported and no confirmed cases of norovirus.
The Committee welcomed the work to refresh the Care Excellence Framework approach whereby 16 visits had been undertaken
in Quarter 3, 11 of which were awaiting their rating. Of the remainder, 2 were rated as platinum, 1 gold and 2 silver.
10 / 19 of the initiatives associated with the nutrition and hydration ambition had been completed and progress was being made
for the majority of the remainder
A deep dive into paediatric sepsis screening highlighted that 5 associated adverse incidents were reported in the last 2 years with
no harm although further audits were to be undertaken on a 3 month cycle in order to provide assurance as to determining any
potential harm in relation to sepsis screening
The Committee noted the sustained decrease in falls resulting in harm reported in month which stood at 1.38 per 1000 bed days
The 7 day services update highlighted that the Trust was fully compliant with 3 / 4 priority standards; standard 2 (time to first
consultant review), 5 (access to diagnostic tests) and 6 (access to consultant-directed interventions) and was now considered
BAU
A progress update in relation to implementation of the Patient Safety Incident Review Framework (PSIRF) was provided which
demonstrated that a number of actions had been completed including identifying the PSIRF ambition; the PSIRF plan was to be
brought to a future meeting

NHS

University Hospitals
of North Midlands

NHS Trust

Major Actions Commissioned / Work
Underway

Combined maternity action plan to be presented in
due course to identify the actions associated with the
various national maternity reports and
recommendations

To provide justification of the PSIRF training
proposal for level 2 training, given this was
recommended for all staff at Band 6 and above

Decisions M

The Committee noted the nutrition and hydration
ambition

The Committee noted the proposal for PSIRF
training which was to be further considered at the
Statutory and Mandatory Training Group

The Committee supported the proposal that UHNM
nominate 35 staff for PSIRF investigation training
along with ICS colleagues
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Comments on the Effectiveness of the Meeting
Committee members welcomed the papers provided which were easy to read and understandable and enabled good discussion

2. Summary Agenda

m Agenda Item

BAF Mapping BAF Mapping
-m:-m Agenda ltem BAFNo. | Risk | ssuance | UrPOSE

Reading the Signals — Maternit .
1. O and Ne?)natal Sgervices in East Y BAF 1 m v Assurance | 7. o] gggl;%& Safety Report — Month BAF 1 v Assurance
Kent
2. @ Q3 Infection Prevention Report BAF 1 m v Assurance | 8. () 7 Day Services Update BAF 5 m v Assurance
3 O CQC Action Plan BAF 1 m ! Assurance | 9. (E;%ard Assurance Framework - - Approval
Care Excellence Framework Quality & Safety Oversight
4, O Summary Report Q3 / BAF 1 m v Assurance | 10. () Group Assurance Assurance
CEF Refresh 2022 Report (23-01-23)
Patient Safety Incident Review
5. O Nutrition and Hydration Ambition - v Assurance 1. O Framework Delivery Information
Plan Update
Patient Safety Incident Review
6. O Paediatric Sepsis Update BAF 1 m v Assurance 12. O Framework Training - Information
Proposal
3. 2022 /] 23 Attendance Matrix
| No.  ____Name | Job Title A M (M ][|J[J
1. Prof A Hassell Associate Non-Executive Director (Chair) - char
2, Ms S Belfield Non-Executive Director - 1
3.  MrP Bytheway Chief Operating Officer ]
4.  Ms S Gohir Associate Non-Executive Director 1 1]
5.  DrK Maddock Non-Executive Director I s
6.  MrJ Maxwell Head of Quality, Safety & Compliance 1T 1]
7.  DrM Lewis Medical Director B
8.  Mrs AM Riley Chief Nurse sm smo
9.  Mrs C Cotton Associate Director of Corporate Governance NH NH O ONH
10.  Ms S Toor Associate Non-Executive Director 0 ]
11.  Mrs J Haire Chief People Officer rv rRv r M R

Apologies
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University Hospitals
of North Midlands
NHS Trust

Executive Summary

T B Trust Board (Open) IDEC 8" February 2023
Report Title: CQC Action Plan Agenda Item: K
Debra Meehan, Lead Nurse Quality & Safety

Ann-Marie Riley, Chief Nurse
Purpose of Report

Assurance Papers
Approval
onlv: Positive Negatlve X

mpreving
Tagether

lignment with our Strategic Priorities

High Quality

Risk Register Mapping

BAF 1 Delivering Positive Patient Outcomes Extreme 20

Executive Summa

The University Hospitals of North Midlands CQC report was published on 22 December 2021. The
inspection took place 24 and 25 August 2021 and involved:

¢ Royal Stoke -urgent and emergency care; medicine

o County — medicine; surgery

A Well Led inspection took place 5 and 6 October 2021. Following the initial inspection, the Trust was
served a warning notice under Section 29a of the Health and Social Care Act 2008. The warning notice
served to notify the Trust that the CQC had formed the view that the quality of health care provided in
relation to medical staffing in urgent and emergency care at the Royal Stoke University Hospital and the
risk management of patients with mental health need in medicine at County Hospital required significant
improvement. The remedial actions were required to be completed by the end November 2021 and
evidence to support the actions completed have been submitted to the CQC.

The CQC rated the following services:

. Medicine (County) - Requires Improvement

. Surgery (County) — Good

. Urgent and Emergency Care (RSUH) - Requires Improvement
. Medicine (RSUH) - Good

On Tuesday 4th October 2022, the CQC conducted an unannounced visit to UHNM to review immediate
actions taken. The two attached reports provide an overview of their feedback. Any recommendations will
be incorporated into the action plan. Although the CQC were satisfied that the Trust had made significant
improvements in relation to medical staffing in urgent and emergency care at the Royal Stoke University
Hospital they still had serious concerns about the assessment, recording and mitigation of risks associated
with acute mental health concerns in medicine at County Hospital and subsequently issued a Section 29A
Warning Notice under the Health and Social Care Act 2008. The Trust was required to provide evidence of
significant improvement in relation to the Section 29A warning notice by 26™ January 2023. This response
has been provided and highlight to the Quality Governance Committee. Future updates will incorporate the
associated actions within the action plan.

1 CQC Action Plan
January 2023
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Although the CQC rated the safe and effective domains for medical care at County Hospital Inadequate,
the overall ratings for both County Hospital and the Trust overall remains as ‘Requires Improvement’.
Overall, the Trust also saw improvement in two domains:

e Caring improved to a rating of ‘Outstanding’

o Well Led improved to a rating of ‘Good’

The report noted the over-arching actions the Trust must take and should take to improve.

Following feedback from the previous Quality Governance Committee meeting, work has been undertaken
to review all the actions and ensure that they address the concerns raised by the CQC. Therefore, some
duplicate actions have been removed which has reduced the number of total actions. The number of
completed actions has increased in both the Must Do and Should Do sections.

Must Do Actions

Must Do Actions As at 27t October 2022 As at 27t January 2023
Total number of actions 35 34

Total number complete 24 (68.5%) 25 (73%)

Total number on track 3 (8.5%) 2 (6%)

Total number problematic 8 (23.0%) 4 (12%)

Total number delayed 0 (0.0%) 3 (9%)

3 actions (9%) are considered to be “delayed”, which is an increase from the previous quarter. This is due
to applying increased rigour to the target dates for completion and assigning progress Rating against
Target Date for Completion rather than the revised target date. Mitigating actions are summarised in the
action plan.

Should Do Actions

Should Do Actions As at 27t October 2022 As at 27t January 2023
Total number of actions 31 28

Total number complete 17 (55%) 17 (61%)

Total number on track 3 (10%) 4 (14%)

Total number problematic 11 (35%) 3 (11%)

Total number delayed 0 (0%) 4 (14%)

4 Actions (14%) are considered to be “delayed”, which is an increase from the previous quarter. This is
due to applying increased rigour to the target dates for completion and assigning progress Rating against
Target Date for Completion rather than the revised target date. Mitigating actions are summarised in the
action plan.

(ey Recommendations

The Trust Board is asked to note the contents of the CQC action plan.

2 CQC Action Plan
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Together

Action Number

CQC Action Plan 2022/23

As at

Domain

02 February 2023

Division

Core Service

CURRENT PROGRESS RATING

Complete / Business as Usual

Completed: Improvement / action delivered with sustainability assured.

On Track

Improvement on trajectory either:
On track — not yet completed or On track — not yet started

Problematic

Delivery remains feasible, issues / risks require additional intervention to deliver the required

improvement - target date moved once

Delayed

Off track / trajectory — milestone / timescales breached. Recovery plan required - target date

moved twice or more

Observation / Issue

Improvement Required

Operational Lead

Target Date for
Completion

Revised Target Date

Current Progress Rating (As
against Target Date for
Completion not revised
target date)

Assurance Mechanism

Assurance Based Progress Report

NHS|

University Hospitals
of North Midlands

NHS Trust

Responsible Committee / Group

Richard Hall
*SOP in use
The Directorate will develop a Standard Operating Clinical Director Staffing figures L . . . .
eNew Rota System commencing in June 2022 which will uality Safety Oversight Grou
procedure to mitigate gaps in the ED Medical Staffing Complete Number of incidents relating 4 o g Q . 4 ¥ & . P
Rota Nik Kennell to staffing levels demonstrate skill mix and gaps Quality Governance Committee
’ DirectorateyManager g eAgreed rates of pay for rota cover
Richard Hall *SOP in use
uality Safety Oversight Grou
The Directorate will continually monitor gaps in the  |Clinical Director Staffing figures eNew Rota System commencing in June 2022 which will g:uality Gove\r/nance CgommitteF:e
rota and associated mitigation by the ED Senior Complete Number of incidents relating |demonstrate skill mix and gaps y
Leadership Team. Nik Kennelly to staffing levels *ANP's to be included on new rota as per Royal College
Directorate Manager Guidance
Richard Hall
. . Clinical Director . . . . . .
The Directorate will introduce Emergency Department Complete Minutes / actions from eActions from huddles documented by progress chaser (in Quality Safety Oversight Group
The Trust MUST ensure that there are enough  |Operational and Safety Huddles (8 times each day) Nik Kennell P Safety Huddles hours) Quality Governance Committee
Ureent and suitably qualified, competent, skilled and Directorat yM
Al SAFE Royal Stoke Medicine & experienced medical staff on each shift to deliver ‘|rec orate Vanager
Emergency . i . . , Richard Hall . .
safe and effective care and treatment. The agreed actions to mitigate the risk to patient . . L . . , . . Quality Safety Oversight Group
. . . . Clinical Director Staffing figures eMedical staffing gaps also discussed three times daily at the . .
Regulation 18 (1) safety from Medical Staff Shortages in ED will be . . . . . Quality Governance Committee
included as boints of consideration for the ED Safet Complete Number of incidents relating |Junior Doctor Handovers in a structured WHO checklist style
Huddles P 4 Nik Kennelly to staffing levels approach
Directorate Manager
eJunior and Middle Grade Medical Staff recruitment ongoing
Richard Hall ¢ A focus upon Consultant and Paediatric ED Consultants
. . ongoing . .
Clinical Director Recruitment against plan eTraining Programme in place for Tier 3 to Tier 4 Quality Safety Oversight Group
To recruit to the approved establishment in the ED ) Quality Governance Committee
. . Dec-22 Feb-23 monitored through CQC development
business case Debbie Lowe . - .
Associate Directorate action plan oversight group [e As at 25th January 2023, the outstanding posts to be
Manager recruited were 7 SHO posts and 1 Clinical Fellow. Interviews
g for these have been held and appointments will be offered in
due course.
*Ongoing Development of Enhanced Primary care service to
afford UHNM autonomy of triage and recruitment. Plans for
integration of EhPC and Out of Hours service
Compliance with the 15 minute assessment times will eRelocation of Ambulatory patients close to triage to
be monitored following implementation of the new Rebecca Viegars facilitate senior decision make support to triage Quality Safety Oversight Group
. . model that was developed following successful g8 ) Clinical Audit of time to eDevelopment of Fit to Sit area Quality Governance Committee
The Trust MUST ensure they provide patients Deputy Associate Dec-22 Mar-23 . . . . . . tens
with a first assessment within 15 minutes of Emergency Department Test of Change. Director triage times ¢ SOP recirculate to reception to outline their responsibilities
. . Urgent and . - . - Ongoing di i ith the t ding the acti
A2 SAFE Royal Stoke Medicine 8 arrival to the ED in line with the conditions * ngomg |scu55|o.ns Wi © team regar |.ng € actions
Emergency olaced upon their registration. Regulation 12 (1) required to further improve up on current triage performance
2) (a) ' e As at 25th January 2023, current performance has been
impacted by staff absences, increased footfall and acuity and
stands at 70.1%
Compliance with the 15 minute assessment time will
P . ... |Rebecca Viggars eMonthly Section 31 Reports available . .
be reported to the CQC on a monthly basis in line with ) , Quality Safety Oversight Group
, N Deputy Associate Complete Monthly Section 31 Reports |eOverall current performance for September/October 2022 . .
the Section 31 conditions placed upon our ) Quality Governance Committee
registration Director has ranged from 59.6% - 77.3%
- . Clinical audit of , .
The Trust will implement the new Triage Model that . eNew triage model in place . .
. Joanne Allen Documentation . . . Quality Safety Oversight Group
was developed following successful Emergency Complete eSuccessful recruitment to triage nurse posts- predicting 3% . .
Matron Quality Governance Committee
Department Test of Change CEF vacancy factor by October 2022
eHarm Review Process in place supported by the Corporate
The Directorate will conduct harm reviews for patients [Joanne Allen . . . . VIew np upp y P
L . Review of incidents relating |Nursing Team . .
experiencing long ambulance and trolley waits in Matron/ Debra Meehan Complete to harm in the ED eSummary Reports presented to patient Safety Grou Quality Safety Oversight Group
order to identify any potential harm and areas for lead Nurse - Quality & P Department «Plan to eresFi) 0 rF())cess i reIatiF:)n to new N:tionalp Quality Governance Committee
improvement in the standard of care delivered Safety P enp
. . Standards
The Trust MUST ensure that patients are risk - -
. . . . . . . L , *SOP developed for assessment of MH patients and included
.. Urgent and assessed appropriately, in a timely way and To review the MH proforma and actions to include the Review of incidents relating | . . . .
A3 SAFE Royal Stoke Medicine . e . . o . . , . Joanne Allen . within the MH proforma Quality Safety Oversight Group
Emergency provide mitigation for risks when identified. risk assessment of MH patients behind the cubicle Complete - 25/01/2023 to harmin the ED . . L . .
Regulation 12 (1) (2) (b) doors Matron Department  Business case has been rewritten and is going through the |Quality Governance Committee
P governance process
Meeting agenda
Directorate G Meeti ill that all
) |r'ec orate oyernance. ee'mgs Wi ensure that @ Joanne Allen . , eMeeting notes available Quality Safety Oversight Group
incidents are discussed in a timely manner and Complete Meeting minutes . . . .
mitigating actions are put in place Matron eIncident reviews undertaken Quality Governance Committee
Review of incidents
The Directorate will continue the daily Matron CEF
reviews sunported by the corporate nyursin team Joanne Allen Complete Clinical Audit of eDaily CEF reports available Quality Safety Oversight Group
sssurance Efocess 4 P & Matron P Documentation eToolkit incorporated into Tendable process Quality Governance Committee
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Current Progress Rating (As
Target Date for against Target Date for

Action Number Domain Division Core Service Observation / Issue Improvement Required Operational Lead Revised Target Date Assurance Mechanism Assurance Based Progress Report Responsible Committee / Group

Completion Completion not revised

target date)

Infection Prevention poster which describes correct Joanne Allen Review of incidents relating Quality Safety Oversight Group
Ad SAFE PPE for red and green areas to be displayed through Matron Complete to harmin the ED *PPE Posters in place Quality Governance Committee
The Trust MUST ensure patients are kept safe ED Department
Royal Stoke Medicine Urgent and fron"! infection a.nd avoFdabIe harm and staff The Dire(?torate wi.II ansure tha't all st:?n‘f receive . Joanne Allen S N ‘ Quality Safety Oversight Group
Emergency receive appropriate guidance and support to updates in PPE training/mask fit training, according to Matron Complete Training figures eTraining programme in place Quality Governance Committee
enable them to do this. Regulation 12 (1) (2) (h) |latest National Guidance
Weekly CEF reviews to include equipment cleaning Joanne Allen Complete Environment Audit Results | Audit results available Qual!ty Safety Oversight Gr'oup
checks Matron Quality Governance Committee
Richard Hall
AS The risk r.egister will be updated to include all current |Clinical Director Complete Es.,c.aliation paper to «Risk Register Review Process in place Qual?ty Safety Oversight Gr.oup
risk relating to the ED Department Joanne Allen Divisional Governance Group Quality Governance Committee
Matron
. . Urgent and The T.rl,'lst MUST ensure all .rI.SkS 'are app‘roprlately ® Process in place to review harm for patients who have been
Royal Stoke Medicine identified, assessed and mitigation put in place . . e . .
Emergency where possible. Regulation 17 (1) Rl'ch'ard I-!all subject to a long wait (i.e. 12 h‘our breaches‘, ambulance Qual!ty Safety Oversight Gr‘oup
The Directorate will develop a harm review process Clinical Director Mar-23 Outcome of harm reviews handover delay, Your Next Patient and Corridor Care) Quality Governance Committee
Joanne Allen * CQC and ICB Chief Nurse invited to the Trust on 18th
Matron January 2023 to review safety measures in place for Corridor
Care and Your Next Patient - positive feedback received.
¢ ED mental health assessment tool has been reviewed and
updated
e Review of the ward risk assessment booklet undertaken and
Clinical Audit of the Mental [all of the checklists relating to Mental
The Trust will further develop the ED Mental Health Health Assessment Tool Health/Dementia/Learning Disability and Autism have now Quality Safety Oversight Group
Assessment Tool to accompany the patient on Kirsty Smith Complete been simplified and amalgamated and sit under the Quality Governance Committee
admission and facilitate ongoing mental health Matron Mental Health Review of incidents relating |Vulnerable patient banner, at the front of the booklet. This
assessment in assessment and ward areas. to the provision of mental |includes Vulnerable Patient trigger questions and a nursing
health assessments risk assessment related to mental health. This assessment
supports the Registrant to make a judgement regarding
whether the patient will require close supervision due to
harm to themselves or potential harm to others.
The Trust will report and monitor the number of
mental health referrals via the Mental Health
Operational Group, which has representation from all Mental Health Operational
clinical divisions, the mental health liaison team and Group agenda and minutes Quality Safety Oversight Group
psychiatric liaison team. The Group will oversee Kirsty Smith Complete eReporting process in place via Mental Health Operational Quality Governance Committee
operational priorities such as referrals, access to Matron Escalation report to the Group
Mental Health Act assessment, training and incidents. Trust Mental Health and
. . Areas of escalation and assurance will be reported Learning Disability Group
The Trust must ensure associated with acute i i S
A6 SAFE County Medicine Medicine Care |mental health needs are assessed, recorded and into the Trust Mental Health and Learning Disability
mitigated. Regulation 12 (1) (2) (a) (b) Group.
e Corporate Audit Process in place
ePlanned rollout to other emergency portals and ward areas
through Tendable CEF audit
¢ Following the Section 29 notice, we have recruited a senior
nursing post: Head of Nursing - County Hospital to commence
The Trust will further develop the current audit tool of Clinical Audit of the Mental [1st March 2023, in order to continue to embed significant
the ED Mental Health Assessment Tool (Report Health Assessment Tool improvements in the assessment, recording and mitigation of |Quality Safety Oversight Group
published June 2020) to reflect its use through to Kirsty Smith Nov-22 Jun-23 risks associated with acute mental health concerns. The post [Quality Governance Committee
AMU and all Ward areas. The Revised audit will be Matron Review of incidents relating |holder will be responsible for conducting spot checks and
prioritised on the Trust Clinical Audit Programme 2022 to the provision of mental |initiating relevant actions to improve practice with regard
/2023 health assessments caring for patients with acute mental health concerns,
vulnerabilities and requirements for an interpreter
e Audit results are to be presented to Quality and Safety
Oversight Group (and escalated as necessary to QGC) in
February/ March 2023. The results of the spot checks are
expected to be available in June 2023.
. , Review of incidents relating
, Kirsty Smith .
Development of a Trust-Wide Harm Free Care Alert Matron Complete to the provision of mental |Complete
health assessments
eNutrition and Hydration awareness training delivered within
new NA programme.
- . eUpdate training delivered at County by dietetics team. . .
The Trust will relaunch a training programme . Training compliance *Ward based training targeted to AMU and FEAU at Royal Qual!ty Safety Oversight Gr.oup
. . . ) Ann Griffiths Quality Governance Committee
A7 emphasising key learning around assessing, managing . L Complete . Stoke.
L . - Chief Dietician CEF visits . L ,
and monitoring patients nutrition *Ward staff have requested a video training to be available,
this is currently being investigated.
eTraining programme delivered in Key admission areas,
presentation to be added to Dietetics section of intranet
A FOFQS Group will b? convened to rewevY the current CEF Visits eAudit of completion compliance undertaken. Quality Safety Oversight Group
Nutrition bundle ( evidence of care planning). e . . . .
. . . ... |Ann Griffiths eFocus group identified. Quality Governance Committee
Representatives from Ward teams and Dietetics will . . Complete . . . . .
. . o Chief Dietician Clinical Audit of Nutritional [e Initial feedback, wards are happy with the document.
explore the barriers to its use, how we can revitalise -, . )
T Management eNutrition Bundle updated, with Harlow for first proof
The Trust MUST ensure nutritional risk and consider its digitalisation journey.
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Action Number

Domain

Division

Core Service

Observation / Issue

Improvement Required

Operational Lead

Target Date for

Completion

Revised Target Date

SAFE County Medicine Medicine Care |assessments and care plans are completed in
line with their policy. Regulation 12 (1) (2) (b)
The Trust will develop a process of sharing Vital Pac  [Ann Griffiths Complete
reports detailing MUST compliance with Ward teams |Chief Dietician P
In order to promote on-going monitoring around the
assessment and management of nutrition, a spot Ann Griffiths ul-22 Apr-23
check audit will be developed using the Tendable Chief Dietician P
Audit Programme
A position paper will be presented at the Acute .
. . L s Lois Dale
Patient Flow group which will highlights the shortfalls
. . L . . ) Head of Speech and Complete
in the service provision to inpatient medical wards,
i Language Therapy
across both sites
The Trust will develop an education programme to Lois Dale
support ward teams regarding ‘what makes a good Head of Speech and Complete
referral’ and how to escalate referrals Language Therapy
The Trust MUST ensure patients receive timely
A8 SAFE County Medicine Medicine Care [swallow assessments. Regulation 12 (1) (2) (a)
(b)
. - . Lois Dale
MNP/ANP nurse swallow screening training will be
, ) . Head of Speech and Sep-22 Sep-23
implemented at RSUH to support service provision.
] . Language Therapy
Consider rollout at County Hospital
To explore the options available to obtain data from [Lois Dale
OrderComms, so that assurance can be provided that |Head of Speech and Mar-23
timely swallowing assessments are being undertaken. [Language Therapy
The Clinical Audit Programme will be reviewed to
ensure that all audits relating to the delivery of care
include questions around whether mental capacit Victoria Lewis Qualit
A9 include questi und w pacity ictoria Lewis Quality Complete
should have/was assessed Assurance Manager
The Trust MUST ensure Mental Capacity Act
A t istentl leted i
SAFE County Medicine Medicine Care ‘ssessmen > are co.n5|s ently comple e. na
timely and responsive manner. Regulation 11 (1)
(2) (3)
The following audits will be prioritised on the Trust
Clinical Audit programme to monitor compliance with
Trust Policy:
Audit of the Mental Capacity Act Victoria Lewis Qualit
pacity Q y Complete
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Audit of Deprivation of Liberty

Assurance Manager

Current Progress Rating (As
against Target Date for
Completion not revised
target date)

Assurance Mechanism

CEF Visits

Clinical Audit of Nutritional
Management

Assurance Based Progress Report

eDashboard developed by Bl team, initial validation
completed,

eChanges made to include actual MUST scores, and risk
category in addition to MUST completion within 24hrs and
rescreening compliance. For final validation after Vitals
upgrade June 2022

¢ Approval to be sought from deteriorating patient group
eNutrition Dashboard from Vital now approved and live in
UHNM Report centre

Responsible Committee / Group

Quality Safety Oversight Group
Quality Governance Committee

Tendable Audit Spot Check
results

e Tendable has been rolled out to County. First audit
submitted by 31st December 2022 and being further
embedded.

e Tendable being rolled out to Royal Stoke January / February
2023

e Further data and assurance to be obtained in terms of
completion of nutritional risk assessments/care plans

Quality Safety Oversight Group
Quality Governance Committee

Acute Patient Flow Group
Minutes

*The position paper was presented to the Acute Patient Flow
group in April 2022

Quality Safety Oversight Group
Quality Governance Committee

Review of incidents relating
to insufficient referrals

Review of the number of
rejected referrals

eGuidance has been developed to advise wards how to
escalate referrals
eCirculated via Comms

Review of incidents relating
to SALT provision at Ward
level

* MNP training at RSUH took place in Jan 2021 and was
completed successfully.

*ANP training was undertaken in September 2021

eTraining has not been offered to County ANP’s to date due
to ongoing limited SLT resources over at County. There has
been recent recruitment within SLT which will support this
development. Target date amended to reflect the delay in
providing the training at County.

Quality Safety Oversight Group
Quality Governance Committee

Review of OrderComms Data

In progress

Quality Safety Oversight Group
Quality Governance Committee

Clinical Audit results

The additional question has been added to all data collection
forms throughout 2022 / 23. A total of 51 audits have been
completed to date, and metal health status is not routinely
documented unless the patient is admitted with a mental
health co-morbidity.

There is currently no trigger question in the Nursing
Assessment booklet to prompt staff to consider mental
health concerns if patients are admitted with none mental
health issues.

An audit of the provision of a mental capacity assessment
tool was published in June 2022 looking at the care of
patients admitted with mental health concerns e.g. self harm.
A Mental Capacity Assessment Tool commenced in 27.5%
cases.

The Audit has been considered by the ED Governance
Meeting and the Vulnerable Adults Safeguarding Group with
the following actions identified to improve compliance:

1) The Education Team will provide a communication
campaign to ensure all staff are aware of:

- the importance of documenting the initial level of mental
health risk

- the importance of completing the Mental Health Booklet
2) Grand Rounds focussing on MCA and MHA will be
prioritised and advertised amongst all Junior Doctors

Vulnerable Adult Group
Quality Safety Oversight Group
Quality Governance Committee

Clinical Audit results

At the request of the Matron for Mental Health, the 2 audits
have been combined into one project to provide ease of data
collection. The audit involves the provision of a clinical
review and is currently in data collection. The audit is
expected to be completed by March 2023.

The audit will be considered by the Safeguarding Vulnerable
Adults Steering Group and the Clinical Effectiveness Sub
Group. and shared across all Divisions

Vulnerable Adult Group
Quality Safety Oversight Group
Quality Governance Committee




Current Progress Rating (As

Target Date for against Target Date for
Action Number Domain Division Core Service Observation / Issue Improvement Required Operational Lead g ) Revised Target Date & . 2 ) Assurance Mechanism Assurance Based Progress Report Responsible Committee / Group
Completion Completion not revised
target date)
N . . Kirsty Smith A MCA template and guide is ava.llaTbIe on the S?fegl.Jardlng Vulnerable Adult Group
The Trust will introduce a template to remind / guide | Lead Nurse: Mental . . Intranet page- plan to relocate this information into its own . .
) Complete Clinical Audit results . . Quality Safety Oversight Group
staff through the MCA assessment process Health & Learning resource area on the intranet for ease of location. Quality Governance Committee
Disability eMonitor outcome through audit results ¥
Jamie Maxwell Quality,
The Trust will undertake a baseline review of current |Safety & Compliance *A consent compliance clinical audit has been included in the

. . . . - . . . Vulnerable Adult Group
training compliance in relation consent training. A Manager Clinical Audit of the Consent [audit programme and scheduled for December 2022 ) .

. . . . Apr-22 Feb-23 . . . Quality Safety Oversight Group
trajectory of improvement will be developed and Executive Lead: Dr Process eldentify training needs and develop trajectory for Quality Governance Committee
monitored Matthew Lewis Medical improvement according to audit results 4

Director
A review of the current training packages will be
&P . & . . . eEnsure that training packages contain reference/signposting |Vulnerable Adult Group
undertaken to ensure that any training around the Grant Heatlie Clinical Audit of the Mental . . .
. . . . . Apr-22 Feb-23 . to the MCA template and Guide Quality Safety Oversight Group
provision of care to vulnerable patients, includes MCA [Deputy Medical Director Capacity Act , . . .
information eMonitor outcome through audit results Quality Governance Committee
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CQC Action Plan 2022/23

As at 02 February 2023

CURRENT PROGRESS RATING

Complete / Business as Usual

Completed: Improvement / action delivered with sustainability assured.

On Track

Improvement on trajectory either:
On track — not yet completed or On track — not yet started

Problematic

Delivery remains feasible, issues / risks require additional intervention to deliver the
required improvement - target date moved once

Delayed

Off track / trajectory — milestone / timescales breached. Recovery plan required -
target date moved twice or more

Current Progress Rating (As

Action . ... . . ) ) Target Date for Revised Target against Target Date for . . .
Domain Division Core Service Observation / Issue Improvement Required Operational Lead & i & & ) & . Assurance Mechanism Assurance Based Progress Report Responsible Committee / Group
Number Completion Date Completion not revised target
date)
The Trust has developed a twice eAction log available from twice-weekly meetings )
. . . . . . o SI Review Group
weekly Serious Incident review Jamie Maxwell Correspondence with ICB available for submitting .
. . . . . . . Risk management Panel
meeting to review new incidents and | Head of Quality, Safety Complete Quality and Safety Report |Serious Incidents . .
; o , Quality Safety Oversight Group
ensure that 72 hour reports and and Compliance New PSIRF approaches are being implemented in Quality Governance Committee
The Trust SHOULD ensure it reviews |pjans for investigation are confirmed preparation for September 2023 timeframe 4
and investigates significant incidents
B1 Safe Trust wide Corporate Trust wide ) . & & Lo .
in a timely manner and in line with
Trust Policy . .
The Trust will work collaborativel
, . y . S| Sub-group presentations and Sl Reports S| Review Group
with the local ICB to monitor Jamie Maxwell available Risk management Panel
timescales for submission on STEIS Head of Quality, Safety Complete Sl Sub Group Presentation . & .
i . e As at December 2022, Q2 performance Quality Safety Oversight Group
and to redefine the TOR of the Sl Sub- and Compliance . i i
Group demonstrates 48 RCAs awaited by the ICB Quality Governance Committee
eComplaint triage process in place
The Trust SHOULD ensure all The Trust are reviewing the current eElectronic sign off process under development
complaints are reviewed, formal complaints process to Debra Meehan eNew Deputy Chief Nurse commenced 5th Patient Experience Group
B2 Responsive Trust wide Corporate Trust wide investigated and responses are improve the quality and timeliness of Lead Nurse: Quality and Oct-22 Feb-23 Complaints Report January 2023 Quality Safety Oversight Group
managed in a timely manner and in [reports and to streamline the sign off ' y * Meeting scheduled to take place week Quality Governance Committee
line with Trust policy process commencing 30th January 2023 to review the
process
To undertake a risk assessment and Joanne Allen «Digitalisation of ED records under develooment
The Trust SHOULD ensure that improvement plan associated with Matron Review of incidents around 8 . i L. p. ..
.. Urgent and . . eAny incidents and impact of mitigating actions Urgent and Emergency Medicine
B3 Well Led Royal Stoke Medicine measures are in place to keep records storage in ED and Oct-23 record management and i . . . .
Emergency ) o . continue to be monitored by Record Services Directorate Governance Meeting
patients records secure. subsequently progress digitalisation Diane Adamson storage .
. Operational Group
of ED records. Clinical Lead
eProtected time allocated for training
i ) eTrajectory for improved compliance with annual
The Directorate Team will develop a .
. ) ] i Stat/Mand training and 3 yearly Stat/Mand
trajectory to improve compliance Richard Hall L
with mandatory training and Consultant training in place
. Y . & i . eCurrently achieving 90.74% compliance . Urgent and Emergency Medicine
essential role training. Progress will Oct-22 Mar-23 Training figures ) . i . )
be monitored via the Directorate Joanne Allen Directorate concerns about ability to achieve the Directorate Governance Meeting
The Trust SHOULD ensure there is a Governance Meetin Matron trajectory by March 2023, due to ongoing
B4 Well Led Royal Stoke Medicine Urgent and recovery process in place to ensure & operational pressures in addition to the national
Emergency all staff complete mandatory mandate to undertake Learning Disability/Autism
training and essential role training training
Richard Hall
The Departmental rotas will be Consultant
adapted to highlight identifying on o *Protected time allocated for training Urgent and Emergency Medicine
N Complete Training figures . ,
rotas when time is allocated for Directorate Governance Meeting
. . Joanne Allen
individuals to complete training
Matron
Richard Hall CEF
The Trust will introduce digitalised Consultant .
care records to ensure the provision Mar-23 Oct-23 eDigitalisation of ED records under development Urgent and Emergency Medicine
The Trust SHOULD ensure all staff findividualised | ) Al Clinical Audit of Directorate Governance Meeting
Ureent and follow best practice when of individualised, accurate care plans. oanne Allen documentation
B5 Safe Royal Stoke Medicine & completing care records to ensure Matron
Emergency h t d of CEF
they are an accura (?recor orcare Itnhe Department will continue daily Ureent and Emergency Medicine
and treatment provided Matron CEF reviews supported by the Complete . . *CEF reports available .g gency i
) Joanne Allen Clinical Audit of Directorate Governance Meeting
Corporate Nursing Team .
Matron documentation
. A review of current documentation Richard Hall
The Trust SHOULD consider how , o
. . . will be undertaken to ensure the Consultant . . eDigitalisation of ED records under development ..
. .. Urgent and they can improve information o . Clinical Audit of . Urgent and Emergency Medicine
B6 Responsive Royal Stoke Medicine , . provision of standardised templates Mar-23 . eDevelopment of standardised handover . )
Emergency management for certain patient . documentation Directorate Governance Meeting
FoUDs for electronic referrals and Joanne Allen forms/processes underway
group Medical/Nursing handovers Matron




Division

Core Service

Observation / Issue

Improvement Required

The Directorate will conduct a

Operational Lead

Target Date for

Completion

Current Progress Rating (As
Revised Target against Target Date for
Date Completion not revised target
date)

Richard Hall
The Trust SHOULD consider how the [feasibility Study to explore options to Consultant
.. Urgent and current layout of the Department is |mitigate risk of patients being nursed
B7 Safe Royal Stoke Medicine . . . . ) ] ] Complete
Emergency impacting on the safe running of the|in majors cubicles with doors, from Joanne Allen
Department both an infection prevention and
. . Matron
avoidable harm perspective
The Divisional Management Team Jill Ayres
will develop a trajectory to improve Divisional Nurse
compliance with mandatory trainin Director
P . . Y g Sep-22 Mar-23
and essential role training. Progress Tony Cadwgan
The Trust SHOULD ensure that it will be monitored via the Directorate Divisional Medical
continues to work toward meeting |GOvernance Meeting Director
B8 Well Led Royal Stoke Medicine Medical Care 8
trust targets for all mandatory
training
The Divisional rotas will be adapted .
e L . Jill Ayres
to highlight identifying on rotas when .
o o Divisional Nurse Complete
time is allocated for individuals to .
. Director
complete training
Jill Ayres
The Trust SHOULD ensure that all o Y
wards display up to date audit Up to date audit results to form part Divisional Nurse
B9 Royal Stoke Medicine Medical Care pray up P \ P Director Jul-22 Apr-23
results such as results from hand of Tendable Ward audit system
hygiene audits
Ward teams will be encouraged to Mike Brown
take partin "Dump the Junk" Head of Soft Facilities Mar-23
initiatives Management
The Trust SHOULD ensure medical
B10 Safe Royal Stoke Medicine Medical Care wards are provided with adequate
storage space Ward Teams will be encouraged to
adopt Lean Methodologies with
P ) 8 Estates Team / Medical
regard to equipment/storage as part . Complete
. . Division Matrons
of their Improving together/Shared
Governance projects
The Trust SHOULD ensure patient
. P The Trust will conduct an options Alison Legan
.. ) records are kept in a structured and . i . )
B11 Safe Royal Stoke Medicine Medical Care ) appraisal of available standardised Patient Records Complete
consistent format so that staff can
. formats for health records Manager
easily access them
The Trust SHOULD ensure that , . .
. Monitor waiting times and assign
waiting times from referral to mitigating actions through Divisional Leadershi
B13 Responsive Royal Stoke Medicine Medical Care treatment and arrangement to . gating . & P Complete
. . . Directorate, Divisional and Corporate Team
admit, treat and discharge to be in .
. . . meeting structures
line with national standards
Jill Ayres
The Division will ensure that Divisional Nurse
immediate mitigating actions are Director
identified and shared, following all Apr-23
Serious Incidents Dr Tony Cadwgan
The Trust SHOULD ensure all serious Divisional Medical
R1C Cafa CAanindug NMadirina NMadiral Cava inCidentS are inveStigated effeCtively DireCtor

Assurance Mechanism

Review of incidents relating
to harmin the ED
Department

Assurance Based Progress Report

*ED Department reconfigured and business case
re-written for removal of cubicle doors in Majors

Responsible Committee / Group

Quality Safety Oversight Group
Quality Governance Committee

Training figures

eTrajectory for improved compliance with annual
Stat/Mand training and 3 yearly Stat/Mand
training in place

eCurrently achieving 90% compliance . Divisional
concerns about ability to achieve the trajectory by
March 2023, due to ongoing operational
pressures in addition to the national mandate to
undertake Learning Disability/Autism training

Directorate and Divisional
Governance Meetings

Training figures

*E-Roster enables training time to be displayed

Directorate and Divisional
Governance Meetings

CEF Visits, Tendable Audits

e Tendable has been rolled out to County. First
audit submitted by 31st December 2022 and
being further embedded.

e Tendable being rolled out to Royal Stoke
January / February 2023

*The audits undertaken on Tendable include the
opportunity to provide photographic evidence of
wards displaying the hand hygiene audits

Directorate and Divisional
Governance Meetings

eUnder Development

Directorate and Divisional

CEF Visits * Target date reset due to the action moving over .
- . Governance Meetings
to the responsibility of Mike Brown
CEF Visits eIncluded as part of Improving Together Directorate and Divisional

methodologies

Governance Meetings

Record Keeping Clinical
Audit

*Meeting has taken place to consider the options
available and determined that digitalisation of
patient records will be pursued rather than
implementing new paper records / folders.
Discussions on going with ward clerks to ensure
awareness of responsblities for filing information

Quality Safety Oversight Group
Quality Governance Committee

Divisional Performance
Report

Marked as complete. However, UHNM are not
consistently achieving the national standards in
terms of waiting times and specific workstreams
are in place, which include actions to address and
improve performance for both urgent and
planned care. These actions are reported
separately via the updates to Performance and
Finance Committee.

Quality Safety Oversight Group
Quality Governance Committee

Quality and Safety Report

¢ There has been an improvement in the
completion of 72 hour reports for serious
incidents.

¢ Further data is to be obtained to provide
assurance that this is being undertaken
consistently

Directorate and Divisional
Governance Meetings
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Division

IVICUILITIC

Core Service

IviIcuviIval varc

Observation / Issue

and in a timely manner to reduce

Improvement Required

Operational Lead

Target Date for

Completion

Revised Target
Date

Jill Ayres
the risk of future harm The Division will monitor timeliness Divisional Nurse
of investigations and share learning Director
L Complete
through Divisional Governance Dr Tony Cadwgan
Structures Divisional Medical
Director
A review of the proposed Clinical
Audit programme will be undertaken
to ensure that appropriate Victoria Lewis
documentation audits are in place to Quality Assurance Complete
The Trust SHOULD consider taking  |review the standards of patient Manager
action to ensure key information  |gocumentation and identify areas for
B16 Safe County Medicine Medical Care about patients care in consistfantly improvement
recorded. For example, ensuring
clear wound care plans are in place
for all patients with a wound
The Trust has developed a Wound Katie Leek
Care Document. The document is Lead Nurse: Tissue Complete
currently being ratified and a roll-out Viability
plan is being finalised
A position paper will be presented at
the Acute Patient Flow group which Lois Dale
will highlight the shortfalls in the Head of Speech and Complete
service provision to inpatient medical Language Therapy
wards, across both sites
The Trust will develop an education .
programme to support ward teams Lois Dale
., Head of Speech and Complete
The Trust SHOULD consider making refardllrjg \:;/T]at makes a |gOOd - Language Therapy
B17 Safe County Medicine Medicine Care the §peech a.n'd Iangu?ge therapy reterralland how to escalate referrals
service provision equitable across
County Hospital
MNP/ANP nurse swallow screening Lois Dale
training will be implemented at RSUH| Head of Speech and Sep-22 Apr-23
to support service provision. Language Therapy
Consider rollout at County Hospital
The Division will initiate a number of
promotional activities to ensure that Claire Mackirdy
Ward staff are aware of the services Site Director of Complete

nAa_ 1 o~

The Trust SHOULD continue to work
towards the provision of a full

available at County Hospital across
seven days

Operations

Current Progress Rating (As
against Target Date for
Completion not revised target
date)

Assurance Mechanism

Quality and Safety Report

Assurance Based Progress Report

eMonitored through governance meetings and
performance review packs

Responsible Committee / Group

Directorate and Divisional
Governance Meetings

Clinical Audit Progress
Report

Clinical Audit prioritised on the 2022 / 23 audit
programme. The audit will review practice
against Trust policy in relation to the timely
completion of assessments and care plans.

The audit results will be considered by the Tissue
Viability Steering Group and the Clinical
Effectiveness Sub Group. The report and actions
will be shared across all Divisions.

In addition to the annual audit, the timely
completion of assessments is reviewed as part of
the Care Excellence Framework. During Q3, a
Team visited 21 clinical areas. Only 1 area had
gaps in compliance in relation to wound care
documentation. The development and
completion of an action plan to address shortfalls
is supported and monitored by the Corporate
Nursing Team.

During Quarter 3, a total of 1051 none hospital
acquired pressure ulcer / damage were identified
in the Emergency Portals, providing ongoing
assurance that staff are carrying out effective
assessment

Clinical Effectiveness Group

Review of Tissue Viability
incidents

*Proof document received and roll out plan in
place

Quality Safety Oversight Group
Quality Governance Committee

Meeting Minutes

*The position paper was presented to the Acute
Patient Flow group in April 2022

Quality Safety Oversight Group
Quality Governance Committee

Review of incidents relating
to insufficient referrals

Review of the number of
rejected referrals

eGuidance has been developed to advise wards
how to escalate referrals
ecirculated via Comms

Quality Safety Oversight Group
Quality Governance Committee

Review of incidents relating
to SALT provision at Ward
level

¢ ANP training for Respiratory ANP’s was
completed by SLT. A meeting is being arranged to
discuss competency assessment process.
*Training has not been offered to County ANP’s to
date due to ongoing limited SLT resources over at
County. There has been recent recruitment
within SLT which will support this development.

Quality Safety Oversight Group
Quality Governance Committee

Divisional Performance
Report

e A presentation of the services available at
County for all the wards has been developed and
shared.

Operational Groups




Site

Lounty

Division

ivieaicine

Core Service

vieaicine Lare

Observation / Issue

multidisciplinary seven-day service
at the County Hospital site

Improvement Required

The Trust will include consideration

Operational Lead

Claire Mackirdy

Target Date for

Completion

Revised Target
Date

of seven-day service provision in all Site Director of Complete
service reviews at County Hospital Operations
The Divisional Management Team
will develop a trajectory to improve
compliance with mandatory trainin
P i . 4 € Dr Stephen Merron
and essential role training. Progress . . Dec-22 Mar-23
) . ) . Clinical Director
will be monitored via the Directorate
Governance Meeting
The Trust SHOULD ensure that
B19 Well Led County Surgery Surgical Care medical staff are up to date with all
mandatory training
The Divisional rotas will be adapted
to highlight identifying on rotas when| Dr Stephen Merron
enlls ying P Complete

time is allocated for individuals to
complete training

Clinical Director

Current Progress Rating (As
against Target Date for
Completion not revised target
date)

Assurance Mechanism

Divisional Performance
Report

Assurance Based Progress Report

eSeven-Day service provision considered in all
service reviews/developments

eAny Datix incidents relating to lack of access to
services at weekends are monitored and reviewed

Responsible Committee / Group

Operational Groups

Training Figures

eTrajectory developed

e A letter has been circulated to Surgical Division
seeking improved compliance. Divisional HR
provide monthly update for S&M training.

» Divisional concerns about ability to achieve the
trajectory by March 2023, due to ongoing
operational pressures in addition to the national
mandate to undertake Learning Disability/Autism
training

Directorate and Divisional
Governance Meetings

Training Figures

eAll permanent staff have 1 SPA included in job
plans for CEPD. This will include the completion of
Statutory & Mandatory Training. Each Directorate
also allocates time during Audit and Training
afternoons to address some of the Stat & Mand
maintenance.

eRotational trainees all undergo Stat & Mand
Training as part of the induction process, and are
required to maintain certain elements as a
requirement for ARCP.

Directorate and Divisional
Governance Meetings
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Transformation and People Committee Chair’s Highlight Report to Board
1st February 2023

1.

Highlight Report
Matters of Concern of Key Risks to Escalate

The number of Keele graduates applying for UHNM posts is low with only 12 out of 83 commencing in post in August
2022.

Guardian of Safe Working Report demonstrated an increase in exception reports from Trauma and Orthopaedics and
County Emergency Department which are being explored further. Challenges with engagement with junior doctor’s
forums also cited.

98 exception reports to the Guardian of Safe Working during Q2 of which 5 were safety related and being investigated.
Increase in average disciplinary investigation duration in Q3 due to a number of complex cases being concluded.
ENABLE programme attendance levels had been flagged as a concern although countermeasures have been introduced
to reduce DNA rates. There were also some concerns raised regarding the accuracy of the Electronic Staff Record in
terms of identification of supervisory roles, both for attendee identification purposes and wider use of ESR.

All Divisions are reviewing the initial raw data from the national staff survey to identify areas of focus in line with people
driver metrics using the Improving Together methodology to identify key areas of focus.

Recruitment challenges were flagged as a consistent theme across Divisions and a number of actions were underway
including social media campaigns and process changes to improve this.

Concerns regarding clinical tutor time being pulled from teaching due to competing pressures

Divisions were unable to give assurance around their ability to reduce agency expenditure in line with target due to
vacancy and unavailability gaps.

Concern raised regarding the thefts in the theatres as highlighted via the Executive Health & Safety Group

Concern was expressed around the ability to reduce the strategic risk for Research and Innovation within the target
identified and a trajectory was requested

Careflow performance was being discussed with providers as there had been some challenges experienced

Positive Assurances t

National Education Training Survey (NETS) November 2021 results showed significantly improved performance across all
domains and UHNM performed above the benchmark; 77% respondents would recommend their training placement.
Where the GMC or NETS identified concerns, there has been additional investment in educational leadership
Undergraduate and Physician Associate programme students regularly achieve high level pass rates and engagement
and commitment from consultants with teaching is excellent with very positive student feedback

The ENABLE programme is very well received by delegates

54 contacts with the Speaking Up Guardian were made during Q3 and this was the highest number of contacts to date,
correlating with Speaking Up Month taking place in October 2022

Time to hire for general recruitment was now meeting the KPI identified

Confirmation had been received from the HSE that they were satisfied with the actions taken in response to the Brucella
incident and RIDDORS are being reported in accordance with the statutory timeframe

NHS

University Hospitals
of North Midlands

NHS Trust

Major Actions Commissioned / Work Underway

National Education Training Survey (NETS) November 2022
survey results are expected at the end of January 2023
Further consideration needed in terms of governance and
oversight within divisions of medical trainees along with
increased engagement in junior doctors forums

Work will be undertaken to adopt an ‘Improving Together’
approach to the running of TAP meetings, ensuring a focus
on key driver metrics / watch metrics with reporting in A3
format

The Culture Heat Map is being used as part of discussions
with Divisions in identifying their driver metrics

Divisions have been asked to ensure that clinical tutor time
is protected

Whilst progress was being made against the Clinical
Strategy, some areas are further advanced that others and
it was recognised that a delivery plan with clear milestones
needed to be developed

An Executive Steering Group to provide strategic leadership
to the Improving Together Programme is currently being
established

Decisions M

Approval of the Board Assurance Framework (BAF) for
submission to the Trust Board

1

Committee Chair’s Highlight Report to the Board
1st February 2023

Improving Together training remains on trajectory
@200
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Comments on the Effectiveness of the Meeting

e No particular comments made

2. Summary Agenda

n Agenda Item

BAF Mapping

BAF Mapping
Purpose Agenda Item Purpose

Executive Workforce BAF

1. Medical School Annual Report BAF 3 ! Assurance | 8. Assurance Group Assurance 2/3 12 - Assurance
Report (20-01-23)

. . Executive Health & Safety
2. Postgraduate Medical Education BAF 3 ! Assurance @ 9. Group Assurance Report (19- - ! Assurance
Report 01-23)
. . Board Assurance Framework

3. Guardian of Safe Working Q2 BAF 3 ! Assurance = 10. Q3 2022/23 - ! Approval

4, Speaking Up Report Q3 BAF 2 High 12 Assurance | 11. @ gﬁg?;gyon Delivery of Clinical - - Assurance

3 Formal Disciplinary Activity Q3 BAF2  High 12 - Assurance | 12. @ gﬂrﬁt‘g:’n%eg‘;%?;hgzmmaw . Assurance

. Executive Digital and Data

6. ri':;?;}ir I;?/gﬁg][in;ﬁ - Interim (6 BAF 2 High 12 ! Assurance | 13. @ Security & Protection Group BQF | Assurance
Assurance Report (18-01-23)

7. Workforce Report — M9 2022/23 BAF 2/3 12 n 1 Assurance

3. 2022 / 23 Attendance Matrix

| No. | Name | Job Title  AlM|J[J I A]lS | O[NIDIJI|FI[M

1. Prof G Crowe Non-Executive Director (Chair)

2. Ms H Ashley Director of Strategy and Transformation I

3. Ms S Belfield Non-Executive Director s ] [ [ [ |

4. Mrs T Bullock Chief Executive ] I ]

5. Mr P Bytheway Chief Operating Officer ] ow ]

6. Mrs C Cotton Associate Director of Corporate Governance NH NH

7. Baroness S Gohir Non-Executive Director ] T

8. MrsJHaire Chief People Officer ! ] ] [ [ |

9. DrL Griffin Non-Executive Director | I Bl ..

10. Dr M Lewis Medical Director NC ZD

11.  Prof K Maddock Non-Executive Director - -

12.  Mrs A Riley Chief Nurse I

13. Prof S Toor

Attended

Associate Non-Executive Director

Apologies & Deputy Sent

2 Committee Chair’s Highlight Report to the Board

1st February 2023
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0@ @ . University Hospitals
of North Midlands

NHS Trust

Executive Summary

B Trust Board (Open) IEECIN 5" February 2023
Report Title: Quarter 3 Speaking Up Report Agenda Iltem: [JNI¢H

Kerry Flint, FTSU Guardian and Claire Cotton, Associate Director of Corporate
Governance

S CEHENOGCYRCELHE Claire Cotton, Associate Director of Corporate Governance

Purpose of Report
Assurance Papers
\lignment with our Strategic Priorities
O ‘ ‘
o o ‘ ‘

igh Quality

mpreving
Tegether

Risk Register Mapping
BAF 2 Leadership, Culture & Delivery of Values / Aspirations 12 (High)

Executive Summa

Situation

This report provides a brief overview of Speaking Up activities for Quarter 3 2022/23. It provides a high level
summary of the more detailed qualitative and quantitative information presented to the Executive Workforce
Assurance Group and the Transformation and People Committee which covered national and local developments,
numbers of concerns including national benchmarking, training data and further developments planned. It presented
to the Board for information and assurance purposes.

Background

In line with the requirements of the National Guardians Office, we have local policies and procedures in place to
ensure that staff are able to speak up about their concerns. As set out within the national People Promise and our
own Strategic Priorities, our aim is to ensure that ‘we each have a voice that counts’ and that ‘UHNM is a great place
to work’. Our quarterly report has therefore been designed to provide assurance against those policies, procedures
and strategic aims.

Assessment

We are continuing to use the new guidance and tools issued by NHS England and the National Guardian’s Office to
guide our activities and development plan. With the increase in Speaking Up resource, we have been able to deliver a
more proactive approach to staff engagement and in addition to raising awareness, we hope that this will instil
confidence in our staff that they can speak up when they are concerned. The early indications continue to be that the
approach is having a positive effect as we are seeing an increase in the number of concerns being raised, with quarter
3 2022/23 seeing the highest number of concerns being raised to date at 54.

The following table sets out the key observations at Quarter 3:

Attitudes and behaviours remain the highest We will be working with our People Directorate to
| category of concern reported and benchmarking triangulate information regarding attitudes and
" data demonstrates that this was higher than the behaviours to further assist in the identification of hotpot

average during Q1 areas for our Cultural Improvement Programme.

There has been a slight deterioration in staff who
! have raised concerns feeling that their issue /

concern has been resolved.

We will be undertaking some further work to understand
why staff do not feel that their issue has been resolved.

We will ensure that there is a focus on detriment within
our policy and our new strategy, so that staff feel able to
raise concerns without fear of detriment. We are also
looking at developing a risk assessment.

N .

Delivering Exceptional Care with Exceptional People

Further cases of detriment as a result of speaking
! up have been highlighted during this quarter (2
cases)

1 Quarter 3 Speaking Up Report
January 2023




These will continue to be monitored — there are existing
' 5 ‘hot spots’ have been highlighted via our Heat cultural support and improvement programmes in place
’ Map — 1 of which was a hot spots during Q2. and we will ensure that there are targeted actions via

divisions and corporately to address concerns.

We have refreshed our training needs analysis and we
! Training levels are low are looking to streamline the training programmes

available.

Aligned with the solutions outlined about, a summary of priorities for the coming quarter has been included. In order

to support further feedback and awareness, we will also be developing a quarterly newsletter for staff with key
messages around Speaking Up, including a focus on preventing detriment.

Key Recommendations

The Trust Board is asked to note the findings within this report and approve the priorities set out above.

2 Quarter 3 Speaking Up Report
January 2023
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Freedom to Speak Up Spea ki ng U p

Your voice matters at UHNM Boal‘d Brief - Quarter 3 2022/23

1. Headlines

e 54 concerns raised through the Freedom to Speak Up (FTSU) Guardians Office during Quarter 3 2022/23, 21
of these were reported during October 2022, these are our highest numbers to date — this was Speaking up
Month

e 52% of these concerns were in relation to ‘Attidudes and Behaviours’

e 37% of concerns were raised by Registered Nurses / Midwives (20 concerns), 33% raised by Admin / Clerical
/ Maintenance / Anxiillary (18 concerns) and 22% by Allied Health Professionals (6 concerns)

e Top 3 ‘Hotspot’ areas for the Quarter are Obstetrics (5 concerns), Therapies (5 concerns) and Corporate
Nursing (5 concerns)

. 2. Summary of Concerns Raised During the Quarter
Types of Concerns Raised

e o 2/54 cases in Q3 where
& _;."‘E’.'; oo individuals reported
56 T detriment as a result of
i raising their concern
¥ o Areduction from the 10
15 cases reported during Q1
| and 4in Q2
g *  We will be taking action
to tackle this.
&
(9;5“ & o N
& @“p ‘
g

*some concerns relate to more than category

Ethnicity of Reporters SPC — Concerns Raised

Ongoing case e || increased
. Guardiaa in Awareness
review process / 18 pos Campaign

investigation

. 30 !
Action taken — 36 / ,
case closed 20 ——
10
0 —————————————
Anonymous i o mnaAaaoo HHEIEEOOYEEH
w =8 5353 5 FEF3%e 5 e fasg 533 553 e
report — no 0 TEST 28028522357 246028
feedback Maan

. 3. Key Developments During the Quarter
- localDevelopments __ ____ ____ _____ |

Local Developments
Continued work on the visual presence of
Speaking Up within wards / departments and

FTSU month during October with information stands
and an opportunity to meet the FTSU Guardian

Board Brief — Speaking Up
Quarter 3 2022/23
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accessible locations across both sites
made on how staff will support Speaking ~ in area where staff have raised
Up in the workplace concerns and attendance at several workshops

4. Priorities for the Next Quarter

. Ensure that our Speaking Up Strategy as a strong focus on removing
National . L > .
1. Devel ; @ barriers and giving our staff the confidence to raise matters of concern
evelopments without fear of detriment.
2 Local Follow up on feedback received on the speaking up process to understand
* Developments why staff have felt their issues / concerns have not been resolved.
. Working alongside colleagues within the People Directorate we will be
Spotlight on . . ! . . : .
3. c triangulating concerns with other sources of information to identify any
oncerns further hotspots.
Sootliaht on Divisional Leadership Teams to consider high level themes at local Culture /
4, C’;ncegms @ Workforce Groups and to ensure that local actions are identify to call out and

tackle poor behaviours.
Hold a discussion with Board colleagues around detriment and our
strategy to prevent it.
Incorporate regional guidance regarding detriment into our revised
5 Tackling Speaking Up Policy
* Detriment @ Look at how a risk assessment for detriment can be incorporated into our
process, in line with the national ‘follow up’ training
Develop a quarterly newsletter for staff with key messages around
Speaking Up, including a focus on preventing detriment
Replace information contained within mandatory training with the Speak
Up module
Define roles regarded as Senior Managers to clarify those required to
complete ‘Follow Up’ training and review the format of that training to
ensure it is accessible and user friendly
Ensure that all Board members have completed Follow Up training
Promote the availability of training
Develop clear performance targets for completion of training

6. Training

5. Key Conclusions

Attitudes and behaviours remain the highest category of concern reported although benchmarking data
demonstrates that this was lower than the average during Q2. Our Cultural Improvement Programme is designed
to tackle attitudes and behaviours of staff and the issues contained within this report will be used to influence and
inform further improvement activities.

Further cases of detriment as a result of speaking up have been highlighted during this quarter. We will be raising
awareness around this being unacceptable and we will be discussing these in more detail with the designated
Non-Executive Lead for Speaking Up.

4 *hot spots’ have been highlighted via our Heat Map — 1 of which were hot spots during Q1 and Q2 (Maternity).
These will continue to be monitored as part of our Cultural Improvement Programme.

Training levels continue to be lower than expected and we are working with colleagues within the People
Directorate to provide greater clarity on our expectations for training.

Board Brief — Speaking Up
Quarter 3 2022/23
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Performance and Finance Committee Chair’s Highlight Report to Board
31st January 2023

1.

Highlight Report

Matters of Concern of Key Risks to Escalate

Whilst the business case review associated with speech recognition demonstrated some progress there remained
further work required to embed and adopt the new processes with clinicians so that all elements were utilised
effectively

During December, due to the national coverage of paediatric Strep A, the Children’s Emergency Department saw
attendances doubling over a weekend for a two week period. In addition the Committee noted the continued focus
on reviewing productivity within the Emergency Department

Loss of orthopaedic activity due to winter pressures impacted upon planned care performance and as such the
position for 104 week waits had deteriorated. In addition the Trust was not on trajectory to eliminate 78 week waits
by the end of March although plans were in place to minimise the number of breaches which included using the
Independent Sector and seeking mutual aid

A recent Get It Right First Time (GIRFT) report highlighted that the Trust was in the bottom quartile associated with
theatre productivity and an update on the reasons for this and actions being taken to improve productivity were
highlighted with further information to be provided on the different comparators available

The Board Assurance Framework (BAF) demonstrated increased risk scores associated with delivering positive
patient outcomes and delivering responsive patient care, as a result of the continued pressures and introduction of
Your Next Patient and Corridor Care

Continued challenges associated with identification of cost improvement programme savings were highlighted, as
£9.3 m of savings had been validated with a full year impact of £5.3 m against the recurrent target of £13.6 m.

Positive Assurances t

An update was provided in terms of taking forward Corridor Care to mitigate the risks associated with ambulance
waits, whereby this was only being used at times of escalation alongside other initiatives such as Your Next Patient
and on a risk assessed basis and noting the strict criteria for introduction was being followed at all times.
Improvements for cancer performance were highlighted in particular the size of the waiting list continuing to reduce
and the current backlog compared to the overall patient treatment list was 15.1%

The year to date financial position had improved and the forecast as such had improved by £2 m to £6.6 m deficit
(unmitigated).

The annual audit into overseas visitors provided positive assurance in terms of ensuring correct investigations were
made and actions had been identified in respect of the 2 discrepancies identified for non-chargeable patients.

The quarterly update for procurement highlighted bottom line savings of £6.15 m and highlighted the ongoing work
associated with collaboration across the system and work on the national Future Operating Model and Central
Commercial Function

NHS

University Hospitals
of North Midlands

NHS Trust

Major Actions Commissioned / Work Underway

To provide an assurance report to the Quality Governance
Committee on the safety of corridor care

To provide an update at the next Committee to review urgent
care performance during December 2022 compared to the
assumptions in the winter plan

Clinical assessment of long wait spinal patients being undertaken
to assess their suitability to be treated at other hospitals

Weekly overview meetings taking place for diagnostics to review
performance

Ongoing work taking place to identify realistic target risk scores
for the risks on the BAF as well as trajectories for improvement
which would be discussed with the Board in March 2023

Update to be provided to the next meeting in relation to the
National Delivery Plan for Urgent and Emergency Care

Decisions M

The Committee approved BC0513 ICB Network Security
Operations Centre and Security Information Event Monitoring
Business Case although confirmation was required of the
reduction in associated risks

The Committee approved the continued funding for speech
recognition until March 2025 but requested an annex to highlight
the money spent and revised realistic KPIs and objectives

The Committee approved the following eREAFs 10272, 10296
and 10347

Comments on the Effectiveness of the Meeting
Welcomed the discussion on performance whilst noting the need to manage time accordingly given the requested deep dives

1

Committee Chair’s Highlight Report to the Board
January 2023
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2. Summary Agenda

BAF Mapping BAF Mapping
m bl BAF No. mmm kil (BAFNo_ _Risk  Assurance
Business Case Review: BC-0449 } " Avproval Board Assurance Framework Q3 Avproval
Speech Recognition PP 2022/23 PP
BC-0513 ICB Network Security putrorieation of New Contract Awards,
2. Operations Centre and Security BAF 6 - Approval 8. - - Approval
A o Non-Purchase Order (NPO)
Information Event Monitoring E .
xpenditure
Performance Report — Month 9 2022/23
3. @ » Update on Discharges / Ambulance BAF 5 v Assurance | 9. Finance Report — Month 9 2022/23 BAF 8 Assurance
Holds
4. @ Sgg;(:gr Care and Your Next Patient BAF 1/5 v Assurance | 10. Overseas Visitors Annual Policy Audit BAF 8 - Assurance
5. @ Bgzzttf Improvement Programme BAF 5 m‘ ! Assurance | 11. Quarterly Procurement Update Report BAF 8 -‘ v Assurance
Planned Care Improvement Group ) .
6. @ Highlight Report (19-01-23) BAF 5 m‘ Information = 12.

3. 2022 / 23 Attendance Matrix

No. Name Job Title
1. Dr L Griffin (Chair) Non-Executive Director

2, Mr P Akid Non-Executive Director

3. Ms H Ashley Director of Strategy

4. Ms T Bowen Non-Executive Director

5. Mrs T Bullock Chief Executive

6. Mr P Bytheway Chief Operating Officer

7. Mr M Oldham Chief Finance Officer

8. Mrs S Preston Strategic Director of Finance

9. Mrs C Cotton Associate Director of Corporate Governance
10. | MrJ Tringham Director of Operational Finance

Committee Chair’s Highlight Report to the Board
2 January 2023
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O@ @ ' University Hospitals
N of North Midlands
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Executive Summary
ST Trust Board EE 8" February 2023

. Integrated Performance Report, Month 9 Agenda 12.
G e 2022/23

Quality & Safety: Jamie Maxwell, Head of Quality & Safety;

Operational Performance: Warren Shaw, Strategic Director of Performance &
Information; Matt Hadfield, Associate Director of Performance & Information.
Workforce: Paul Williams, Assistant Director of Human Resources;

Finance: Jonathan Tringham, Director of Operational Finance

Anne-Marie Riley: Chief Nurse

Paul Bytheway: Chief Operating Officer

S CEHENNTANELHE Jane Haire: Director of Workforce

Mark Oldham: Director of Finance

Purpose of Report
Assurance Papers Is the assurance p osmve/ne atnve/both"

gnment with our Strategic Priorities e

O mpreving
@ @ Improving & Innovating

Tagether
lisk Register Mapping

High Quality

Resources

=xecutive Summary

Situation

The attached Integrated Performance Report details the performance and achievements against a set of
key indicators developed by the Department of Health and Social Care. The framework provides an
overview of how the Trust is performing against the following four domains and the impacts on the strategic
objectives:

1. Quality of Care - safety, caring and Effectiveness
2. Operational Performance

3. Organisational Health

4. Finance and use of resources

Assessment
Quality & Safety

Key messages

The Trust achieved the following standards in December 2022:
+ Friend & Family (Inpatients) 96.6% and exceeds 95% target.
* Harm Free achieved 96.5% against 95% target rate

‘ 20
Integrated Performance Report: Trust Board 22/.23 ' _ - -
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0 Never Event

*  Trust rolling 12 month HSMR continue to be below expected range.

* VTE Risk Assessment completed during admission continues to exceed 95% target with 99.5% (point
prevalence audit via Safety Thermometer).

+  Zero avoidable MRSA Bacteraemia cases reported.

E. Coli Bacteraemia cases on trajectory with 16 in December compared to target of 16.

There have been no Category 4 Pressure Ulcers attributable to lapses in care.

Inpatients Sepsis Screening above 90% target rate at 91.45%.

Inpatient Sepsis IVAB within 1 hour achieved improved to 91.7% and above 90% target rate

Children’s Sepsis Screening compliance improved to 90.9% and above the 90% target.

Maternity IVAB compliance improved to 100% and above the 90% target for audited patients

HSMR is lower than benchmark.

The Trust did not achieve the set standards for:
»  Friend & Family Test for A&E remains below 85% target at 63.5%
+ Friend & Family (Maternity) improved to 66.7% but remains below 95% target.
Falls rate was 6.0 per 1000 bed days for December 2022
There were 37 Pressure ulcers including Deep Tissue Injury identified with lapses in care.
80% verbal Duty of Candour compliance recorded in Datix
21% compliance with Duty of Candour 10 working day letter performance following formal verbal notification
and under review for completion and upload of letter on Datix
C Diff YTD figures above trajectory with 14 against a target of 8.
+ Sepsis Screening compliance in Emergency Portals reduced to 78% below the target 90%.
+ Emergency Portals Sepsis IVAB in 1 hour decreased to 59% and remains below the 90% target for audited
patients
* Maternity Sepsis Screening compliance improved to 80% against 90% target

During December 2022, the following quality highlights are to be noted:

+ The rate of complaints per 10,000 spells is 17.46 and is below the target of 35 and within normal variation.
Majority of complaints in December 2022 relate to clinical treatment.

+ Total number of Patient Safety Incidents increased in month (1914) and the rate per 1000 bed days has also
decreased at 47.07

+ Total incidents with moderate harm or above and the rate of these incidents are above upper control limits
and outside normal variation levels. These increase are following increased pressures within the Emergency
Departments

» Rate of falls reported that have resulted in harm to patients currently at 1.38per 1000 bed days in December
2022. The rate of patient falls with harm continues to be within the control limits and normal variation.

+ Medication related incidents rate per 1000 bed days is 5.4 and patient related 4.6 which are higher to previous
month and mean rates. The monthly variation is within the normal expected variation and consistent with Trust
mean rates.

*  Pressure Ulcers per 1000 bed days developed under UHNM care has seen a increase during December 2022

* Hospital Associated Thrombosis is within outside variation.

* Increased numbers of Definite Hospital Onset / Nosocomial COVID-19 cases reported in December 2022 with
69 in total.

+ 5 COVID-19 death falling in to the ‘Definite’ category (according to the National definition of Nosocomial
deaths of first positive result 15 days or more after admission to hospital).

+ 8 Serious Incidents reported during December 2022.

+ SHMI has seen increases and under review for diagnosis groups but is within expected range (see funnel plot
chart)

Recording of Duty of Candour completion within Datix continues to require improvement. Reporting of compliance
with Duty of Candour is confirmed when Datix is updated and copies of the letters uploaded. The compliance with
Duty of Candour has been escalated and discussed at QSOG with Deputy Medical Director and Divisions are working
with clinicians and Q&S teams to raise further awareness and education on how and why Duty of Candour is to be
completed. Dedicated sessions were provided in Emergency Medicine on 15" December 2022. New processes
introduced within Emergency Medicine to include Division Quality & Safety Manager in all duty of candour
correspondence to facilitate further recording and uploading of details to Datix.

Divisions are to provide updates on local actions being undertaken to improve compliance at QSOG and Performance
Reviews.

All data used in this report is as recorded on 6" January 2023 and figures may change following further
review/investigation/update
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Operational Performance

Emergency Care

December was an extremely challenging month from both an operational and clinical perspective with
the majority of metrics deteriorating, with several falling to all time lows. This was primarily driven by
increases in both attendances and acuity, coinciding with extreme IP restrictions. In order to quantify
the impact of the significant acuity and IP measures we analysed the numbers of ambulance arrivals
where patients were triaged with a 5+ NEWS (23% rise between the last two weeks of November and
the last two in December), and the difference between expected average IP bed demand and actual
peak experienced (excess demand of 29 flu and 38 COVID for a total of 67 beds).

The national coverage of paediatric Strep A cases also precipitated an over doubling of CED
attendances over a single weekend, which sustained for approximately a two week period. These
attendances were very much of the so called ‘worried well’ cohort, demonstrated by only an 11% rise in
admissions to CAU with less than half of this amount admitted to the paediatric bed base. Despite this
lack of requirement for admission there was a significant demand on triage and WTBS times in order to
ensure patients requiring attention were not at risk of deteriorating while waiting in long queues. In order
to ensure this risk was managed appropriately a Business Continuity Incident was stood up and
extraordinary actions taken (including bolstering triage capacity, Consultant oversight, and direct
pathways to both EnPC/GPOOH and CAU).

Numerous actions were taken in order to respond to operational pressures, ensure patient safety, and
the appropriate management of system wide risk. These included the expansion of YNP into acute
portals, the utilisation of additional inpatient areas, and most significantly the restarting of corridor in the
ED. These actions and others were managed through establishing Tactical Command & Control
structures as part of a Level 3 System Ciritical Incident which was supported by the standing down of all
non-essential meetings.

The refocussing on Your Next Patient (YNP) saw continued benefits with a return to previous highs of
50% of flow occurring pre 13:00 instead of post 13:00. The Division of Medicine also introduced further
refinements to the SOP, Gantt chart, and risk assessments. Other Divisions are now well practiced at
standing up YNP as required by imbalances of capacity and demand. In these instances specialties will
in reach across the UEC footprint to find the most appropriate patients possible in order to minimise
disruptions to the patient journey and the requirement for outlying reviews.

Cancer

Most recent submitted Cancer Waiting Times position is November 22 which was 49.4% for 62 day
performance. December is currently predicted to be 46.4% although this will improve post validation.

In August the PTL was over 6000 — this has now reduced by 2529 patients to 3471 in total. The PTL
has reduced consistently for the past 13 weeks

The 62 day target is expected to continue an improvement trajectory as additional capacity is put into
colorectal by insourcing. Skin have effective recovery plans to reduce their backlog.

In December the backlog of patients has seen a significant reduction from 1041 at the end of August to
558 at the end of December. .

The incremental decrease of the Skin and Colorectal backlogs have been modelled up to the end of
March 2023 where the new trajectory meets the initial trajectory submitted in 22/23 operational plans.
Both specialties have enacted recovery plans and are ahead of the new trajectories to reduce the
number of patients waiting beyond 62 days on the pathway.

Skin have implamented recovery plans which has seen implementation of telederm and builds both
triage and excision capacity.

The 28 Day Faster Diagnosis position is currently 67.4% for December, an increase on the
performance from 58.8% in November. This standard will be a focus of an Improving together project
covering all pathways.

Two week wait performance is now boking within standard at 13 days.

Cancer will form a workstream as part of the Planned Care governance structure — this will initially focus
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on our challenged pathways of Skin and Colorectal, alongside 2WW and FDS more generally.
The Trust remains in Tier 2 for cancer performance with weekly meetings with the Regional NHSE
team.

Planned Care

Day Case activity and Elective Activity have moved from delivering 96% and 88% respectively in
November to 92% and 93% in December. This is still some way from the national ask of 110%/108%.
This is against a backdrop of increase cancelations. There is a real focus on the reintroduction of 6-5-4
with support from the regional theatres team.

Theatre transformation has been added as an additional workstream under Planned Care and begins
with a focus on the 6-4-2 booking process with support from the regional theatres team. This is in
discussion as a driver for the surgical Improving together programme.

The focus has moved to 78 week waiters and the Trust Annual Plan submitted an initial position of 292
patients by March 2023, the National ask is to achieve 0 patients waiting over 78 weeks by the end of
March. The major change will be managing the non-admitted (Outpatient) patients to ensure they get a
decision to treat or discharge well before March so any treatment can be carried out to meet the 78
week standard. 78+ patients have been gradually reducing, but had reached a plateau in November at
725. This has increased in December to 863, due to winter pressures in combination with industrial
action. The trust is no longer on trajectory to eliminate 78 weeks waits by end of March 2023. Plans are
in place to minimise the number of breaches, so that only patients who choose not to be treated before
end of March or who have a highly complex case are still waiting at 78+ weeks.

RTT

The overall Referral To Treatment (RTT) Waiting has slightly increased from 77,727 in November to
77,750 in December (unvalidated).

The number of patients > 52 weeks continues to increase — from 4377 in August, 4,569 in September,
4628 in October, 4927 in November and 5429 in December.

At the end of December the numbers of > 104 weeks was 50. The Trust has continues to achieve the
national standard of all eliminating all 104 week waits purely due to capacity, there is considerable work
now on the Trusts route to zero for 104 week waiting patients, with challenges around complex
pathways, patient choice and fitness for treatment.

The Trust remains in Tier 2 for 104> performance with weekly meetings with the Regional NHSE team.

Diagnostics

Overall DMO01 performance was 61%, an decrease in performance on last months 62%.

Within DMO1, the greatest proportions of > 6 week waits are within Non-obstetric ultrasound and
endoscopy. Both ultrasound and endoscopies positions are related to an increase in demand
alongside workforce shortfalls

Full DMO1 recovery plan agreed which sees the Trust achieving 6ww by end March 2023 in line with
national requirement; this will be monitored through the planned care group.Key risk has been identified
in endoscopy with weekly performance meetings instigated for the specialty and a risk to the March
delivery target. There is now a challenge to the recovery of non obstetric ultrasound and we are now
having weekly performance improvement meetings which Endoscopy and Imaging. This is the same
process followed with LGI and Skin in the cancer pathways.

Radiology backlog of reporting risk remains.

Activity across key modalities up against previous month activity. Incentive schemes starting to improve
activity (non-obs ultrasound notably)

Workforce

Key messages

+ Our two main areas of focus continue to be on addressing staff availability in relation to high
absence rates and turnover.

« The 12m Turnover rate in December 2022 reduced to 10.3% and this the 3rd month that this figure
has sat below the trust target of 11%. However, the overall vacancy rate has increased to 14.1%
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due to an increase in budgeted establishment.

For December 2022, the in-month sickness rate increased by 1.4% t0 6.71% (5.24% in November
2022). The 12-month cumulative rate marginally increased to 6.25% (6.24% in November 2022).
Chest and respiratory (which includes Covid) remains top at 26.2%, closely followed by Anxiety and
Stress at 22.0%.

Focusing specifically on Covid related absence by 1 January 2023 covid-related absences stood at
101, which was 12.11% of the 834 open absences. This is 1.6.% increase on same time the
previous month.

The appraisal (PDR) rate has increased by 1% to 79.5%. For PDRs, divisions continue to report
that due to increasing operational pressures, management time has been reduced and alongside
reported high levels of sickness absence and vacancies. Divisions have been asked to review key
issues and provide actions to work towards meeting target. The current PDR policy is under review
and meetings are taking place with key stakeholders to understand what improvements can be built
into the process to drive compliance and making the process enhance employee experience.

We continue to raise the issue of compliance with Divisions and communicate to staff the need to
complete statutory and mandatory

The National Staff Survey 2022 closed November, and the final response rate was 33.24% putting
the trust under average response for an acute setting of 45.55%. The Staff Voice trust survey for
December received a total of 207 submissions providing an overall engagement score of 6.59.
Internal measures to monitor reduction is agency expenditure continue. Divisional targets for
agency ceilings have been calculated. As part of the monitoring divisions were asked to present an
update on their action plan to reduce expenditure to Executive Workforce Assurance Group
(EWAG).

Chartered Society of Physiotherapists (CSP) Industrial action will take place on the 9 February, our
EPRR team continue to plan for any action that takes place.

Finance
Key elements of the financial performance year to date are:

For the year to date the Trust has delivered an actual surplus of £0.7m against a planned surplus of
£3.3m; this is primarily driven by underperformance against the Trust’s in year CIP target.

The Trust incurred £0.5m of costs relating to COVID-19 in month; with £0.4m of this being
chargeable for COVID-19 testing costs. The Trust has overspent by £2.9m against its original in
envelope allocation due to the in envelope funding allocation ceasing after Month 2.

To date the trust has validated £9.3m CIP savings in year; these schemes have a full year impact of
£5.3m, which presents a considerable variance to the Trust’s recurrent target of £13.6m which was
identified as a key risk in the Trust’s financial plan submission.

Capital expenditure in Month 9 is £29.4m which is 5.8m behind the plan of £35.1m. Of the
expenditure to date £10.7m is the pre-committed repayment of the PFl and IFRS16 lease liabilities.
The cash balance at Month 9 is £97.3m, which is £24.3m higher than plan. Cash received is above
plan due to Capacity and Virtual Ward income received from the ICB.

The Trust has carried out a forecast for the year based on the actual position at Month 8; this
forecast is for a £6.6m deficit before mitigations and has improved by £2m from the forecast at
Month 7. It is likely that the Trust can deliver a breakeven position for the year although this is likely
to be dependent on further non-recurrent mitigations.

Key Recommendations

The Board is requested to note the performance against previously agreed trajectories.
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A note on SPC

NHS|

University Hospitals

The following report uses statistical process control (SPC) methods to draw two main observations of performance

data;

Variation

Assurance - how assured of consistently meeting the target can we be?

The below key and icons are used to describe what the data is telling us;

- are we seeing significant improvement, significant decline or no significant change

of North Midlands
NHS Trust

to (H)igher or
(L)Yower
values

(L)ower
values

of the target

Variation Assurance
@) @@ @@ @ S
L ™
Common Special Special cause Variation Variation Variation
cause — cause of of improving indicates indicates indicates
no concerning nature or inconsistently | consistently | consistently
significant nature or lower hitting (P)assing (F)alling
change higher pressure due passing and the target short of the
pressure due | to (H)igher or falling short target
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A note on Data Quality

* Data Quality Assurance Indicators (DQAI) are Sign Off & Timely &
used in this report to help give context and Validation'— b = Complete

assurance as to the reliability and quality of
the data being used.

* The STAR Indicator provides assurance
around the processes used to provide the
data for the metrics reported on.

* The four Data Quality domains are each H
assessed and assurance levels for each are AUdIt & | L RObUSt
indicated by RAG status. Accuracy Systems &
Data Capture
xplaining each domain RAG rating key

Domain Assurance sought Good level of Assurance for the

S - Sign Off and Is there a named accountable executive, who can sign off the data domain
Validation as a true reflection of the activity? Has the data been checked for
validity and consistency with executive officer oversight? Reasonable Assurance — with an
T-Timely & Is the data available and up to date at the time of submission or : :
o o : . action plan to move into Good
Complete publication. Are all the elements of required information present in

the designated data source and no elements need to be changed

at a later date? Limited or No Assurance for the

domain - with an action plan to

A - Audit & Are there processes in place for either external or internal audits of h

Accuracy the data and how often do these occur (Annual / One Off)? Are move into Good
accuracy checks built into collection and reporting processes?

R - Robust Are there robust systems which have been documented according

Systems & Data to data dictionary standards for data capture such that it is at a

Capture sufficient granular level?
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Quality

Caring and Safety

2.0.25 “Provide safe, effective, caring and responsive services”
Vision
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Quality Spotlight Report University Homspna|s

of North Midlands
NHS Trust

The Trust achieved the following standards in December 2022:

Friend & Family (Inpatients) 96.6% and exceeds 95% target.

Harm Free achieved 96.5% against 95% target rate

0 Never Event

Trust rolling 12 month HSMR continue to be below expected range.

VTE Risk Assessment completed during admission continues to exceed 95% target with 99.5% (point prevalence audit via Safety Thermometer).
Zero avoidable MRSA Bacteraemia cases reported.

E. Coli Bacteraemia cases on trajectory with 16 in December compared to target of 16.

There have been no Category 4 Pressure Ulcers attributable to lapses in care.

Inpatients Sepsis Screening above 90% target rate at 91.45%.

Inpatient Sepsis IVAB within 1 hour achieved improved to 91.7% and above 90% target rate
Children’s Sepsis Screening compliance improved to 90.9% and above the 90% target.
Maternity IVAB compliance improved to 100% and above the 90% target for audited patients
HSMR is lower than benchmark.

The Trust did not achieve the set standards for:

Friend & Family Test for A&E remains below 85% target at 63.5%

Friend & Family (Maternity) improved to 66.7% but remains below 95% target.

Falls rate was 6.0 per 1000 bed days for December 2022

There were 37 Pressure ulcers including Deep Tissue Injury identified with lapses in care.

80% verbal Duty of Candour compliance recorded in Datix

21% compliance with Duty of Candour 10 working day letter performance following formal verbal notification and under review for completion and upload of letter on Datix
C Diff YTD figures above trajectory with 14 against a target of 8.

Sepsis Screening compliance in Emergency Portals reduced to 78% below the target 90%.

Emergency Portals Sepsis IVAB in 1 hour decreased to 59% and remains below the 90% target for audited patients

Maternity Sepsis Screening compliance improved to 80% against 90% target

During December 2022, the following quality highlights are to be noted:

The rate of complaints per 10,000 spells is 17.46 and is below the target of 35 and within normal variation. Majority of complaints in December 2022 relate to clinical treatment.
Total number of Patient Safety Incidents increased in month (1914) and the rate per 1000 bed days has also decreased at 47.07

Total incidents with moderate harm or above and the rate of these incidents are above upper control limits and outside normal variation levels. These increase are following
increased pressures within the Emergency Departments

Rate of falls reported that have resulted in harm to patients currently at 1.38per 1000 bed days in December 2022. The rate of patient falls with harm continues to be within the
control limits and normal variation.

Medication related incidents rate per 1000 bed days is 5.4 and patient related 4.6 which are higher to previous month and mean rates. The monthly variation is within the normal
expected variation and consistent with Trust mean rates.

Pressure Ulcers per 1000 bed days developed under UHNM care has seen a increase during December 2022

Hospital Associated Thrombosis is within outside variation.

Increased numbers of Definite Hospital Onset / Nosocomial COVID-19 cases reported in December 2022 with 69 in total.

5 COVID-19 death falling in to the ‘Definite’ category (according to the National definition of Nosocomial deaths of first positive result 15 days or more after admission to hospital).
8 Serious Incidents reported during December 2022.

SHMI has seen increases and under review for diagnosis groups but is within expected range (see funnel plot chart)
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Quality Dashboard

Latest Metric Target Previous Latest Variation Assurance
Patient Safety Incidents N/A 1947 1914 @ Serious Incidents reported per month 0 12 8 ) @
? . .
Patient Safety Incidents per 1000 bed days 50.70 47.91 47.07 v o~ Serious Incidents Rate per 1000 bed days 0 0.30 0.20 ") @
Patient Safety Incidents per 1000 bed days with no harm N/A 20.74 25.73 @
Patient Safety Incidents per 1000 bed days with low harm N/A 12.47 12.17 Never Events reported per month 0 0 0 AR
\—/ \—/ 7
Patient Safety Incidents per 1000 bed days reported as Near Miss N/A 1.17 217 N,
Patient Safety Incidents with moderate harm + N/A 32 52 @ Duty of Candour - Verbal/Formal Notification 100% 91% 80% @ \,\;
Patient Safety Incidents with moderate harm + per 1000 bed days N/A 0.79 1.28 @ Duty of Candour - Written 100% 21.0% @ Qi_/
Harm Free Care (New Harms) 95% | 96.1% | 96.2% ()
N/ N/
NRLS risk of potential under reporting (CQC Insights) 1.0 0.79 0.89 b, QZ_/ All Pressure ulcers developed under UHNM Care TBC 51 49 )
Patient Falls per 1000 bed days 5.6 6.2 6.0 v, All Pressure ulcers developed under UHNM Care per 1000 bed days N/A 2.58 1.65 N,
. . ? . ?
Patient Falls with harm per 1000 bed days 1.5 1.3 1.4 v N All Pressure ulcers developed under UHNM Care lapses in care 12 12 17 b (7
All Pressure ulcers developed under UHNM Care lapses in care per ?
0.5 0.3 0.39 )
1000 bed days -/ >
? . . ?
Medication Incidents per 1000 bed days 6 4.7 5.1 ™) e Category 2 Pressure Ulcers with lapses in Care 8 1 2 Yo/ ko
. . . ? . . ?
Medication Incidents % with moderate harm or above 0.50% | 1.13% 1.02% Y, e/ Category 3 Pressure Ulcers with lapse in care 4 0 0 ) e/
Patient Medication Incidents per 1000 bed days 6 3.9 3.9 b @ Deep Tissue Injury with lapses in care 0 5 9 N,
?
Patient Medication Incidents % with moderate harm or above 0.50% | 1.37% 1.32% { (o) Unstageable Pressure Ulcers with lapses in care 0 2 1 ,3._
v N p—
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Quality Dashboard

Metric Target Previous Latest Variation Assurance Metric Target Previous Latest Variation Assurance
Friends & Family Test - A&E 85% | 66.5% 63.5% @ Inpatient Sepsis Screening Compliance (Contracted) | 90% 96.5% 91.4% w\\_/ QZ_/
Friends & Family Test - Inpatient 95% | 99.0% 98.0% > Inpatient IVAB within 1hr (Contracted) 90% 89% 91.7% @
Friends & Family Test - Maternity 95% 100% 100.0% | | Children Sepsis Screening Compliance (All) 90% 96% 90.9% ( (o)
—/ \—/ —/
Written Complaints per 10,000 spells 21.11 | 19.12 23.24 ) QZ—/ Children IVAB within 1hr (All) 90% N/A N/A @
) 5 Emergency Portals Sepsis Screening Compliance ?
Complaints received by the CQC (feb 21 - Jan 22) N/A 49 76 90% 84% 78.3% (o)
(Contracted) L
Rolling 12 Month HSMR (3 month time lag) 100 98.44 94.77 ) Emergency Portals IVAB within 1 hr (Contracted) 90% 68% 59.3% @ \f\;
Rolling 12 Month SHMI (4 month time lag) 100 | 103.22 | 105.20 @ \f\:) Maternity Sepsis Screening (All) 90% 75% 80.0% @ @
N ial COVID-19 Deaths (Positive S le 15+ d. ft
osocomia eaths (Positive Sample 15+ days after | | 5 5 (: Maternity IVAB within 1 hr (All) 90% | 67% | 100.0% @ @
admission) Tl
VTE Risk Assessment Compliance 95% | 99.6% 98.9% N\,
?
Reported C Diff Cases per month 8 11 14 \\\/ o
~
Avoidable MRSA Bacteraemia Cases per month 0 0 0 v, N
HAI E. Coli Bacteraemia Cases per month 8 13 18 Y, \QL/
Nosocomial "Definite" HAI COVID Cases - UHNM 0 34 69 O
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Friends & Family Test (FFT) — A&E Vot North Midiands

NHS Trust

Friends & Family Test (% recommended) - UHNM A&E

100% Variation Assurance
95%
90%
85% ____._ ____________________________________________
800/0 -— ‘ -— ‘ -— -— -— -— -— -— -— -— -— -— -— -— -— -— -— -— -— -— -— -
75% @
. I— . f = Target Oct 22 Nov 22
o o
o 3 85% 64.1% 66.5%
e |3 > e [ 5%
. alon o en en en s e e e e e e e e e e e e e e e
60% — 2 Background
55% E
50% —— w The % of patients who would recommend the service to
5% ¥ 8 § 3§ 8 & % &8 & & ¥ §8 ¥ ¥ ¥ ¥ 8 88 § 8 @ 9 : T i g
N o p Y o S friends and family if they needed similar care or treatment
S 8 8 5 8 § 3 33 § 8 &3 8 &§ 8 B 5 %8 5 3 3% & 8 & 8
5 £ = < = 3 2 2 8 o 2 &8 £ =< = 38 =2 2 88 o =2 A
Mean % Recommending e e Process limits - 30
[ ] Special cause - concern [ ] Special cause - improvement == == == e Target

What do the results tell us?

The satisfaction rate for ED remains below our internal target at 63.5% for December 2022, and is a decrease on previous months. The Trust received 1126

responses which is a slight increase on the previous month with a 12% response rate for overall. The Trust’s overall satisfaction rate is significantly lower than
the national average of 75% (Nov 22 NHS England).

Feedback from patient experience of using 111First and the kiosks is being monitored. 34% of respondents in December 2022 used 111First prior to attending
ED, which is a 7% increase on November 2022. Satisfaction score of patients using 111First was 49% for December 2022 which is a decrease on the previous
month and is lower than the overall satisfaction rate for ED attendees.

Actions :

Themes from patient feedback remain the same and are around wait times, staff attitude and access to pain relief. Meeting with ED team and Division Senior
Team week commencing 30.01.2023 to confirm actions further actions to try and improve response scores based on feedback and themes.

Volunteer in ED supporting with refreshment rounds is also going hand out paper copies of the survey.

Patient Experience Team are waiting for dates from ED management regarding their patient experience meetings and have also extended the invite to Trust
Patient Experience Group meetings for an ED representative to attend.
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Reported Patient Safety Incidents

UHNM Patient Safety Incidents - UHNM

NHS|

University Hospitals
of North Midlands
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Mean Incidents -— e Process limits - 3o
- Special cause - concern - Special cause - improvement - e e e Target
UHNM Patient Safety Incidents Rate per 1000 Bed Days - UHNM
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™
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hug22
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=
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o
3

Nov22
Dec 22

Rate per 1000 Bed Days
Special cause - concern

Special cause - improvement

S
Process limits - 3o

V) Va2

o e e Target

NHS Trust

Variation Assurance

Target
N/A
Background

Total Reported patient safety incidents

Variation Assurance

NRLS Mean

Nov 22

47.91 47.07

What is the data telling us:

The above data relates to all reported Patient Safety Incidents (PSls) across the Trust. The December 2022 total is above the mean total since COVID-19 started.

However, the reporting of incidents and near misses should continue to be encouraged and promoted and increasing rates and numbers of total incidents is not
necessarily to be viewed as concern. Itis important to review the different levels of harm within the overall totals.

The largest categories for reported PSls excluding Non Hospital Acquired Pressure Ulcers are Patient Falls, Medication, Patient Flow and Clinical Assessment related

incidents. There has been no significant changes in these categories compared to previous months.

The rate of reported PSls per 1000 bed days has decreased in December but remains similar to the long term mean rate.
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Reported Patient Safety Incidents with No / Low Harm or Uriversity Hgﬁg
Near Misses per 1000 bed days of North Midiands

NHS Trust

UHNM PSI's Rate per 1000 Bed Days - NO HARM - UHNM

VELELTT Assurance
as
40
a5 ____-_‘.____________._________
30 - = = = - —’—.*.—.-.—
. SRy g
co%ib-19 Pandemic e
= Target Oct 22 Nov 22
10 N/A 30.66 30.71
5
° Background
ssssgsgsgsasssogssagsgoygysssgwyyy
EEs5=2288s23838828s8555=228828888z2z8zs55s5=228382:23:23 The rate of Patient safety Incidents per 1000 bed days that
Mean Rate per 1000 Bed Days - e Process limits - 3o . . .
- Spocial cause - concorn - Spocial cause - improvomont = Targot are reported as resulting in No Harm to the affected patient.
UHNM PSl's Rate per 1000 Bed Days - LOW HARM - UHNM Variation Assurance
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UHNM PSI's Rate per 1000 Bed Days - NEAR MISSES - UHNM Variation Assurance
5.0
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What is the data telling us:

The Rate of Patient Safety Incidents per 1000 bed days with low harm or near misses are showing more consistent trends. The low harm incidents are near the

upper control limit hence the higher variation indicator. The no harm incidents have seen reductions in last 2 months. These are no clear reasons for change in
no harm except for increase in rate of near misses.

The reporting of all incidents and near misses should continue to be encouraged so that mitigating actions and learning can be identified via these incidents to
further improve the quality of care and services provided and reduce risk of serious harm.
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Reported Patient Safety Incidents with Moderate Harm or above

Patient Safety Incidents with Moderate Harm and above - UHNM
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Patient Safety Incidents with moderate harm or above (rate per 1000 bed days) - UHNM
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What is the data telling us:

The variation noted in charts above for moderate harm or above total and rate per 1000 bed days is above the upper process control limit and has shown

increasing total numbers during the last 4 months since August 2022. December 2022 total is above the November 2022 total. The rate of incidents with
moderate harm has also increased.

The reason for the increased totals are linked to increased numbers of moderate harm incident being reported during December 2022 in Emergency
Department, Acute Medicine and General Medicine as the operational pressures have increased across the organisation and health system.
patient related falls and also Pressure Ulcer related incidents.

The top category of incidents resulting in moderate harm reflect the largest reporting categories with 13 Patient Flow (due to the exception operational
pressures in ED), 9 Falls, 5 Medication,6 Clinical Assessment, Treatment/procedure, 5 Pressure Ulcer (hospital acquired), 4 treatment related

Delivering Exceptional Care with Exceptional People O@ @ %




NHS|

University Hospitals

of North Midlands
NHS Trust

Patient Falls Rate per 1000 bed days

4
COVID-19 Pandemic

Falls (rate per 1000 bed days) - UHNM Va”atlon assurance

R RERERY T CERERRERRERERT CERERRER X

6 A, W @ - D= Target Oct 22 Nov 22
5 T s, N/A 5.8 6.2

Background

—————————————t—————————-

3

The number of falls per 1000 occupied bed days

2

1

o O O O o O 8 o O - T Y- - - - T ™ ™ - ™ T N AN AN ﬁ Al o AN NN & Al AN
N N AN NN LS S I o N I o B o o N I o N I N N I o A o A N AV AV aY) A AN NN [SYREN eV
= > © 5 oD QB > (&3 c = = > © 5 oD QB > o = e} = = > © 5 o Q6 > o
o T 5 3 3 0o 8 0 9 8 © 8 29T 53 3 o820 9988 08 o298 53 3 o082 o
<=5 "2 PO zZ2a05L=2<IC<=sS5S""2nO0za05uwL=<s5"20np 0 =zao0
Mean Rate @ e Process limits - 3o
[ ] Special cause - concern ® Special cause - improvement == == e = Target

What is the data telling us:

The Trust’s rate of reported patient falls per 1000 bed days was within the normal range in December.

The areas reporting the highest numbers of falls in December 2022 were:
Royal Stoke AMU - 22 falls, Royal Stoke ED — 17 falls, County AMU — 10 falls, FEAU — 9 falls

Recent actions taken to reduce impact and risk of patient related falls include:

Audits continue to take place on the TOP 5 reporting areas and support with multiple fallers has been provided.

A new falls champion day and a new nursing assistant session training has taken place.

FEAU falls have increased since locating to ward 210. The layout of the ward and the increased side rooms makes observation of the patient and cohorting
the patients more difficult (previously 25 beds including 3 side rooms, now 29 beds including 9 side rooms.

Patients with falls risk factor that require a side room are placed nearest to the nursing station

Patients requiring enhance observations have MCA and DolLS application completed and extra staff requests submitted to Matron

Staffing establishment is under review

There have been no multiple fallers on FEAU and falls audit on 04.01.2023 carried out and fedback to ward

There has been 1 Sl reported, unfortunately this lady was in the process of being discharged and lost her balance when placing on her shoes.

Audits continue on ECC and AMU across both the Stoke and the County site.
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Rate of Deep Tissue injuries and Category 2-4 and Unstageable
pressure ulcers which developed under the care of UHNM

Rate of ALL pressure ulcers which developed whilst under
the care of UHNM with lapses in care identified

What the data is telling us

The rate of pressures ulcers reported as developed under UHNM care remains within expected limits for December, but the rate of ulcers with lapses in care was
significantly above average.

Acuity for ward areas is taken into account in line with lapses in care.

High reporting areas will be presenting all incidents at bespoke RCA panels, to allow identification of trends, and establish their improvement and educational
focus. The Tissue Viability team and Corporate Nursing Quality & Safety Teams will support with this.

Pressure Ulcer prevention is an annual objective and a key driver metric as part of the Trust’s Improving Together programme.

Actions

Training continues for PUP champions, nursing assistants and on ED statutory and mandatory training days and bespoke on request.
Categorisation training dates have now been confirmed for this year. Training has now been provided to registered nurses and nursing assistants through nurse
bank.

ESR training request made for prevention, awaiting confirmation

Training video has been made for care of catheters after an increase in urethral damage, along with the catheter life chart being updated and plans to re-
launch

Tendable has now been launched at County, ED and AMU, and the west building for pressure ulcer prevention questions have been included.
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What is the data telling us:

The number of DTI’s reported as developing under UHNM care with identified lapses in care was significantly above average in December. Numbers in other
categories are showing only normal variation for December. As shown in the table below, the most common lapses identified were management of heel offloading

Root Cause(s) of damage - Lapses - Dec 2022
Management of heel offloading 20
Locations with more than 1 lapse in December 2022 were: 19

& repositioning.

ED (Stoke) (7) , AMU (Stoke) (3) , FEAU(2) , Ward 14 (2) , Ward 106/7 (2) , Ward 123 (2)

Management of device

Management of non-concordance
Actions: i

Met with Supplies and procurement to ensure AMU have adequate stock of utility pads for heel offloading
Ongoing AMU audits of documentation fed back to ward manager and AP mattresses supplied. Staff support being offered
Support given to ED regarding use of Repose Companions

Plans are now in place for the continuation of RCA panels as pressures continue. Plan are underway to alien investigation process with PSIRF
High reporting wards will be sent notification, with audits and action plans to be implemented to support improvement

Wards are invited to RCA panels to focus on improvements and learning, to focus on the lapse identified. Support is being offered to wards along with

[ N

assurance visits following panels. Wards are being asked for feedback on the RCA process for adjustments and/or improvements to be made
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Serious Incidents - UHNM

Serious Incidents per month
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What is the data telling us:

Monthly variation is within normal limits. Target has been set at 0 for serious incidents but this remains under review to develop trajectory for reducing serious incidents
across UHNM. December 2022* saw 12 incidents reported:

5 Falls related incidents

1 Diagnostic related

1 Maternity/Obstetric incident (baby only)
1 Treatment delay related

The rate of Sls per 1000 bed days has varied consistently within confidence limits indicating normal variation and there has not been any significant trends. The current
rate of Sls per 1000 bed days for December 2022 is 0.20 and is lower than the long term mean of 0.4 since COVID-19 started in December 2020.

*Reported on STEIS as Sl in December 2022, the date of the incident may not be December 2022.
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Serious Incidents Summary

Summary of new Maternity Serious Incidents

Following the formal recommendations in the Ockenden Report, below is an outline of the Maternity related serious incidents reported during November 2022.
The new recommendation requires the Trust Board to receive summary on the new Maternity related Serious Incidents along with previously reported summary
of numbers and categories.

All Serious Incidents will continue to be are reported and investigated and the final Root Cause Analysis presented at Divisional meetings and Risk Management
Panel for review and agreement prior to sharing with CCGs for closure.

There was 1 Maternity related Serious Incidents reported on STEIS during December 2022

ype of Incident Target Completion |Description of what happened:
roup: date

2022/26955 White British Maternity/Obstetric incident 14/03/2023 Reporting Sl following review and potential for learning due to unexpected and
(baby) extraordinary nature of the outcome.

Baby born in difficult circumstances (impacted fetal head at 34 weeks following
Caesarean Section). Unfortunately baby later passed away
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Never Events Reported - UHNM

Variation Assurance
4

Target Oct 22 Nov 22

1 0
Background

Defined as Serious Incidents that are wholly preventable, as
strong systemic protective barriers should be in place

Ld Special cause - concern L]

There has been 0 reported Never Event in December 2022. The target is to have 0 Never Events.

STEIS Category Never Event Description

Target
Category

Completion
date
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Background

The percentage of duty of candour incidents reported per

The percentage of notification letters sent out within 10
month with verbal notification recorded/undertaken

working day target

What is the data telling us:

During December there were 38 incidents reported and identified that have formally triggered the Duty of Candour. 80% have recorded that the patient/relatives
been formally notified of the incident in Datix.
Confirmed Follow up Written Duty of Candour compliance (i.e. receiving the letter within 10 working days of verbal notification and recorded in Datix) during

December 2022 is 21% as 6t January 2023 including those letters that are still within timescale. Outstanding letters / information uploaded to Datix has been
escalated with individual wards/departments and via Directorate/Divisional structures.

Actions taken:

The compliance with Duty of Candour escalated and discussed at QSOG in December 2022 meeting and Divisions are working with clinicians and Q&S teams to
raise further awareness and education on how and why Duty of Candour is to be completed. Dedicated session provided in Emergency Medicine on 15t
December 2022.

Emergency Medicine have agreed all Duty of Candour correspondence is now copied to Divisional Quality & Safety Manager to support the clinicians with

uploading and updating on Datix to evidence Duty of Candour completed especially during the continued increased extraordinary operational pressures.
Compliance is included in Divisional reports for discussion and action.

R _oomEmEEe
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Reported C Diff Cases per month

HAIl and COHA cases of C.Diff toxin - UHNM
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What do these results tell us?

Number of C Diff cases cases are within SPC limits and normal variation .

There have been 14 reported C diff cases in December with 11 being Hospital Associated Infection (HAI) cases and 3 COHA cases.

HAI: cases that are detected in the hospital three or more days after admission ( day 1 is the day of admission)

COHA: cases that occur in the community (or within two days of admission) when the patient has been an inpatient in the trust reporting the case in the previous
four weeks

There have been two clinical area that have had more than one Clostridium difficile case in a 28 day period. Ribotyping results have only been reported on 4 of
the 5 cases involved to date all of which are different to each other.

Actions:

Continue surveillance for HAI C diff with continued immediate implementation of control measures to prevent transmission
In all cases control measures are instigated immediately

Each in-patient is reviewed by the C difficile nurse and forms part of a multi-disciplinary review
Routine ribotyping of samples continues
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HAI Nosocomial COVID Cases per Month of North Midlands
Nosocomial COVID Cases (15+ days after admission) Total p———
100 Admissions
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What do these results tell us?
. . - . Aug-21 17160 14 10
* Increase in cases throughout December 2022 with 69 definite Healthcare Acquired COVID -19 cases. ue
* Montbhly total is within normal variation el 17327 i e
* Follows national profile for increasing cases within the community during December 2022 Oct-21 17055 8 8
* COVID screening guidance changed 14/09/2022. Patients only swabbed on admission if being admitted Nov-21 17700 4 4
to high risk area, immunocompromised or symptomatic for COVID. Otherwise patients are now not
h Dec-21 16688 13 23
routinely screened.
Jan-22 16109 67 69
Actions : Feb-22 16278 39 26
* UHNM COVID screening changed in line with National guidance 14t September.
. . - ) Mar-22 18518 71 48
* Noroutine asymptomatic admission screening for COVID
* Screening for symptomatic, admission to high risk areas and immunocompromised patients Apr-22 16538 72 52
* In addition close patient contacts of a COVID case are also screened and patients who develop May-22 18484 14 19
symptoms during their hospital stay
+ COVID 19 themes report provided to IPCC L2z 18380 34 34
* UHNM Guidance on Testing and re-testing for COVID 19 plus step down of suspected/positive cases Jul-22 17983 45 64
* Isolate suspected patients on identification of symptoms
. . o . .\ . Aug-22 18247 16 24
* Process for patients identified as a contact with positive patients
* Process in place for outbreak management and reporting Sep-22 18279 58 64
Oct-22 18351 81 80
Nov-22 19607 29 34 3
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Nosocomial COVID-19 Deaths per month

(with 15 positive result 15 days or more after admission)

Nosocomial Deaths (Positive Sample 15+ days after admission)
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What do these results tell us?

Increase in monthly total but within normal variation limits
The criteria for the Definite Hospital acquired/Nosocomial COVID-19 is that the patient had first positive COVID-19 swab result 15 days or more following
admission to UHNM.

5 recorded definite hospital onset COVID-19 deaths in December 2022

Total 188 hospital acquired COVID-19 deaths with 15t positive results 15 days or more following admission recorded since 15t March 2020 up to 315t
December 2022

53 Definite Hospital acquired COVID-19 deaths during 2022/23 YTD
The mean number of deaths per month since March 2020 is 6.

Actions :

Nosocomial COVID-19 deaths are continuing to be reviewed via the COVID Nosocomial Review Panel and updated report is due to be presented to Mortality
Review Group identifying the outcome of the case reviews assessing the aspects of COVID-19 management of the patients in January 2023.
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Background

The percentage of adult Inpatients identified during monthly spot check audits
with Sepsis Screening undertaken for Sepsis Contract

Target Oct 22 Nov 22 Dec 22

84.2% 88.9% 91.7%

Background
The percentage of adult inpatients identified during monthly spot check audits
receiving IV Antibiotics within 1 hour for Sepsis Contract

What is the data telling us:
Inpatient areas achieve both the screening & IVAB within 1 hour target in December 2022. There were 93 cases audited with 8 missed screening from different

ward areas or divisions. Out of 93 cases audited, 57 cases were identified as red flags sepsis with 33 cases have alternative diagnosis and 24 cases were true red

flags. Out of 24 true red flags cases, 22 were already on IVAB treatment, 2 delayed treatment in which given above two hours (one each from Medicine and
Network Division).

Actions:

The Sepsis team have continued to focus on providing ward based sepsis drop in session/kiosks on targeted clinical areas and division: on-going
The Sepsis team regularly identify areas of poor compliance and prioritise those areas for more focused sepsis re-enforcement: on-going

* The Sepsis team continued to work closely with the VitalPac team in order to address issues in timely manner: on-going

* Continued focus and support provided to all divisions to maintain and sustain compliance: on-going

The Sepsis Team continue to raise awareness of importance of sepsis screening by being involved in HCA, students and new nursing staff induction
programmes

The Sepsis team will continue to promote sepsis awareness in both sites and will prioritise areas to visit with the clinical lead consultant
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Contracted Emergency Portals Sepsis Screening % - UHNM Contracted Emergency Portals IVAB within 1 Hr - UHNM
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What is the data telling us:

Adult Emergency Portals screening has not met the target for December 2022. There were 46 cases audited (to be updated on next report) with 10 missed
screening in total from 6 of the emergency portals.

The performance for IVAB within 1hr below target rate in December 2022 is at 59%. Out of 46 cases, there were only 36 red flags sepsis in which the 9 cases
already on IVAB, 27 cases were newly identified sepsis and 9 cases have alternative diagnosis. There were 11 delayed IVAB with 6 cases delayed within 2 hours
and 5 cases above 2 hours. Delayed IVAB within 1 hour and screening, mainly contributed by both ED Royal Stoke and County fro this month.

Actions:

* The Sepsis team continued to closely monitor compliance by visiting and auditing A&E regularly. Provide sepsis session when staffing and acuity allows
The Sepsis team is working collaboratively with the A&E Quality nurses, sepsis champions, senior team and A&E sepsis clinical lead to provide support with
late IVAB incidents and missed screens. Issue with holding ambulances remain a challenge.

Face to face A&E sepsis induction for new nursing staff, nursing assistant and medical staff will recommence once capacity pressure/flow improve in the
department

* Regular meeting with A&E senior team reinstated to review current robust actions in place
* Monitoring impact of long ambulance waits on timely assessment and treatment of sepsis
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What is the data telling us:

RSUH Emergency Department performance since February 2022 has been below target rate and compliance is significantly lower than control limits. The RSUH ED

is driving the overall Emergency Portals performance as other emergency portals are achieving Screening compliance but slightly below target for IVAB in hour
target.

Actions:

Medicine Division Senior Team are meeting with Emergency Department to identify support and actions to improve performance
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ALL Maternity Sepsis Screening % - UHNM ALL Maternity IVAB within 1 Hr - UHNM
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Target Oct 22 Nov 22 Target Nov 22
83.3% 75.0%
Background Background
The percentage of ALL Maternity patients identified during monthl . . . .
P g' o }/p i e v The percentage of ALL Maternity patients from sepsis audit
spot check audits receiving sepsis screening.

sample receiving IVAB within 1 hour

What is the data telling us:
Maternity audits in screening compliance is below the target at 80% but IVAB within 1 hour is reported at 100% during December 2022 randomise audits (audit
report will be further updated). This compliance score is based on a very small number, however a regular spot checks audit is being conducted monthly.

There were only a total of 5 cases audited from emergency portal (MAU) and inpatients with 1 missed screening. There were 2 true red flags identified from
the randomise audits, 1 is already on IVAB treatment and 1 case received IVAB within 1 hour.

Actions:
* Maternity have already developed and awaiting finalisation of their antibiotic PGD: on-going

Maternity educator is supporting the sepsis team by conducting independent / in-depth sepsis audits in the whole Maternity department , staff who had
missed the screening documentation will be given constructive feedback and offered support/ training: on-going

Future plan for Maternity 5 hour sepsis CPD champion training remain in the pipeline however, has been temporarily put on-hold due to current
operational pressures: on-going

Plan of delivering sepsis awareness in each clinical areas in September-October with the support of the clinical educator

Delivering Exceptional Care with Exceptional People %




INHS
Sepsis Screening Compliance ALL Children gt ok 4 KJ.%F?.%I

ALL Childrens Sepsis Screening % - UHNM

ALL Childrens IVAB within 1 Hr - UHNM

100.0%

L Seass”"w (D S NN —
[y

60.0%

70.0%

40.0%
60.0% 20.0%

50.0%

0.0%

S22 8SS8S88ca TG aETAAETLYYYYIIIIYYIYY SE8SSSS8SSaaadanaadaaandNNYYYYYNYNYY
25533585858 28255335835485388285338833% 5533553285883 83359532838828335§8833
Mean = % Screened == = Process limits - 30 Mean s % Given Abx in <=1 Hr == = Process limits - 30

L ] Special cause - concern L ] Special cause - improvement = == = == Target L Special cause - concern L] Special cause - improvement e e e e Target
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2

Target

LEL -
90% 95.8% 90.9%

Background

The percentage of ALL Children identified during monthly spot check audits
with Sepsis Screening undertaken

90%
Background

The percentage of ALL Children identified during monthly spot check audits
with IV Antibiotics administered within 1 hour

What is the data telling us:

Children’s Services show normal variation and higher than target of 90%. Still seen small numbers of children trigger with PEWS > 5 & above in Inpatients areas.
Most inpatients Paediatrics are already on oral antibiotics or IV antibiotics prior to trigger of PEWS >5 (this is both of moderate and high risks).

There were 33 cases audited for emergency portals and inpatients with 3 missed screening (1 from CAU and 2 from ED children). No red flag identified from the
randomise audits. None was identified trigger with PEWS 5> in Inpatients areas during audits.

Actions:

The Sepsis Team will continue to deliver sepsis drop in session (ward base training) as well as providing sepsis Induction session for newly qualified staff

The Sepsis Team has continued to adjust the audit process in emergency portals to take smaller samples over a wider range of dates to give a more
comprehensive perspective; on-going

Plan of collaborative work with Children education lead and aiming to deliver 3-5 hour Sepsis CPD champion training and ward based sessions: on- hold but

plan to reinstate in the next few months
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Emergency Care

December was an extremely challenging month with a majority of metrics deteriorating including a number of all time lows. While this is
disappointing and remedial actions are in place to recover it is important to note that these performance trends are mirrored both regionally and
nationally. This is most clearly demonstrated by the maintenance of our position nationally and amongst peers for most KPI.

Four Hour performance reduced from 63% in November to 55% in December.

12 Hour Trolley Waits in the ED increased from 990 to 1300.

ED WTBS increased from 120 minutes in November to 143 minutes in December.

Ambulance Handovers remained a significant challenge with those over 60 minutes increasing to 1379 from 1298.

O O O O

The final few days in December saw an improvement in performance as patients presenting with IP restriction, acuity, and activity levels fell rapidly. It is
hypothesised that this change in circumstance is as a result of the steep and early nature of the flu curve, and a change in public behaviour following
prolific nation news coverage of current and upcoming Industrial Actions. It is expected that these trends will continue and January will show
improvements on December right across the non-elective pathway.

ancer
Trust overall 2WW Performance predicted to land at 97% in December — increasing from 91% in November, as a result of schemes such as the
Lower GI Community Referral hub and Community Teledermatology pathways being successfully implemented. Breast symptomatic (where cancer
is not suspected) is expected to 86% achieve in December.
The 62 Day Standard is predicted to land at 46% in December. This is an un-validated and incomplete position that is expected to change as
pathology confirms or excludes cancer for treated patients. Contributing factors include capacity, with robust plans in place to tackle the most
challenged specialties (Skin & LGI) over the next quarter.
The 31 Day Standard is predicted to land at 87% for December and the 31 day Subsequent Anti Cancer Drugs standard is expected to achieve 100%
in December, in addition to Subsequent Radiotherapy achieving the standard at 95% in December.
The 28 Day Faster Diagnosis Standard for 2WW referrals is predicted to land at around 57% in November. Breast Screening is predicted to achieve
the FDS in November. The December FDS position is expected to report a further improvement to over 60%.
Suspected Breast Cancer, Skin and Lower Gl are now booking 2WW referrals within 7 days, for first appointments — an improvement since last
month.
The backlog has reduced since last month and total PTLs in Skin and LGI has significantly reduced.
In August the PTL was over 6000 — this has now reduced by around 2500 patients to 3471 in total.
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Planned Care

The focus of activities for Planned Care has been as follows:

* Day Case activity and Elective Activity have moved from delivering 96% and 88% respectively in November to 92% and 93% in December.
This is still some way from the national ask of 110%/108%. This is against a backdrop of increase cancelations. There is a real focus on the
reintroduction of 6-5-4 with support from the regional theatres team.

* The focus has moved to 78 week waiters with an Annual Plan to reduce them to below 300 patients by March 2023. The major change will
be managing the non-admitted (Outpatient) patients to ensure they get a decision to treat or discharge well before March so any treatment
can be carried out to meet the 78 week standard.

RTT

* The overall Referral To Treatment (RTT) Waiting has increased from 76,902 in November to 77,727 in December.

* The number of patients > 52 weeks continues to increase — 5397 in December. 4377 in August, 4,569 in September, 4628 in October and
4979 in November.

At the end of December the numbers of >104 patients was 50. An increase of 11 from the end of November (albeit largely different
patients).

The Trust has continued to achieve the national standard of all eliminating all 104 week waits purely due to capacity, there is considerable
work now on the Trusts route to zero for 104 week waiting patients, with challenges around complex pathways, patient choice and fitness
for treatment.

Diagnostics Summary

* During December the Diagnostic activity dipped just below 100% when compared with 19/20 BAU at 96%.

* DMO1 performance was 61% overall, with key areas of underperformance in non-obstetric ultrasound and Endoscopy
Histology position — this is a slightly improved position from last month:

e Urgent - 95% reported at Day 19, 80% of cases reported by Day 10

* Accelerated - 95% reported at Day 35, 80% of cases reported at Day 27

* Routine - 95% reported at Day 39, 80% reported at Day 31

Radiology reporting backlog:

* High risk relating to ‘routine / non cancer reporting’ due to reporting capacity and delays in diagnosis Risk 25512 remains at score - 20
Endoscopy:

* Improvement plan being developed and there are now weekly performance meeting for this service
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Type 1 Attendances - UHNM

10000 A&E 4 hour wait performance - System wide
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Variation Assurance

Median Wait to be seen - Type 1 (RS & County)
160
140
120

100

Target Oct 22 Nov 22 Dec 22

80

60 101 120 143

Background
The average (median) time in minutes for a patient to be first
seen

What is the data telling us?
Median wait to be seen remains higher than the

Mean == Performance = = Process limits - 30 upper control limit, with December reaching an all
®  Special cause - concern ®  Special cause - improvement = == == e Target time high of 143 minutes.

60

40

20

. . . Variation Assurance
Patients staying 12+ hoursin ED - Type 1 (RS & County)

Target Oct 22 Nov 22 Dec 22

0 2061 2043 2817

Background

1,500

1,000

500

The number of patients admitted,transferred or discharged
over 12 hours after arrival at A&E

What is the data telling us?

The number of patients waiting over 12 hours has
Mean e Porformance - == Process limis - 36 increased S|gn|f|rjantly over the |<‘.:lSt 12 months. ‘
®  Special cause - concern ®  Special cause - improvement = = = = Target December reaching an all time high of 2817 patients.
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Urgent Care — Time to Treatment

Key Performance Indicator A&E - Time to Treatment Ranking S Commentary

¥ Key Performance Indicator  + Period Target %7 SPC% 110 100
A&E - 4 Hour Standard Oct 22 95.00% 64.2% () 35 - o
A&E - 4 Hour Standard (Type 1) Oct 22 95.0% 44.7% O 17

A&E - 4 Hour Standard (Type 2... Oct 22 95.0% 96.0% (U 33 =0 v
A&E - Conversion Rate Oct22  250% 224% O 27 » 4 0
A&E - DTA to Admission >12 H.. Oct 22 0.0% 20.4% (O 27 % 60
AE - DTA to Admission >12 H.. Oct22 00 10280 @ 5§ 's " o
A&E - DTA to Admission >4 Ho... Oct 22 10.00% 37.5% () 58 E 60 ;
AXE - Left Without Being Seen  Sep 22  5.00% 0.0% (O 100 E 50

A&E - Reattendance Rate Sep 22 50% 102% © 8 .
ARE - Time to Initial Assessment Sep22 150 90 (O s7 o o
AXE - Time to Treatment Sep22 600 780 0 50 e 10
A&E - Total Time in A&E Sep22 1600 179.0 () 63 " "
AB(E - Total Time in A&E (Admi... Sep 22 180.0 413.0 () 52 PP PP P UV R P PP L O & \bﬁ‘}ﬁ NP
A&E - Total Time in A&E (Non-... Sep 22 140.0 1580 O 65 P University Hospitals North Midlands M Recommended M Requires Improvement Region [N Teaching % Rank_

4 )

* Time to treatment pre pandemic was in line with
peers
* In recent months UHNM have seen a decrease.

(Metric not updated since previous report)

\ J
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Urgent Care — DTA waits over 12 hours

A&LE - DTA to Admission >12 Hours Ranking rend Commentary

¥ Key Performance Indicator ¢ Period Target & SPC+%
A&E - 4 Hour Standard Nov22 9500% 63.0% © 33

A&F - 4 Hour Standard (Type 1) Nov22  95.0% 43.2% (U 11
20%
A& - 4 Hour Standard (Type 2 ... Nov22  95.0% 94.8% (O 31 )

A&E - Conversion Rate Nov 22 25.0% 224% O 3
A&E - DTA to Admission =12 H... Nov 22 00% 187% (& 22

A&E - DTA to Admission >12 H... Nov 22 00 9470 & s 10%

A&E - DTA to Admission >4 Ho... Nov22 10.00% 34.4% (3 &8
Default Max 0.0%

AEE - DTA to Admission >12 Hours

A&E - Left Without Being Seen  Oct 22 5.00% 0.0% © 100 o

A&E - Reattendance Rate Oct 22 5.0% 96% (o 12 0% 0

A&E - Time to Initial Assessment Oct 22 150 9.0 © 63 22 R0 2 0 R PR PR R RED DD P
SETFPVFEFIFVFIFIE VLI VS

A&E - Time to Treatment Oct 22 60.0 - @© - B

A&E - Total Time in A&E Oct 22 1600 1870 (O &2 -Univefsiiy Hospitals North Midlands -Recommended - Reguires Improvement Region -Teaching % Rank

A&E - Total Time in A&E (Admit... Oct 22 180.0 - © -

A&E - Total Time in A&E (Non-... Oct 22 1400 168.0 (© 63

* The percentage of patients waiting over 12
hours from the point of DTA has been much
higher than peers since September 21.
During the middle of 2022 this improved,
however since September 22 UHNM remain
above all peers.

J

Delivering Exceptional Care with Exceptional People

ODQODOE



NHS|

University Hospitals

of North Midlands
NHS Trust

Section 1: Urgent Care

Workstream 1; Acute Front Door

Delivering Exceptional Care with Exceptional People O@ @



Time To Triage, Ambulance Handover, & Non admitted average time

75.0%

65.0%

Initial Assessment within 15 minutes - Total Type 1

Variation Assurance
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What is the Data telling us?
Performance remains below
the 1920 lower control limit
at 56%. December dropped
significantly to 45%, the
lowest seen for this metric.
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What is the Data telling us?

Handover delays over 1 hour
have risen dramatically since
June 21, with these data
points sitting outside of the
upper control limits of
201920.

Over the last three months,
volumes have averaged
1379 each month.

Type 1 Non-admitted avgmins in ED - Stoke & County

== == == o Target

Special cause - improvement

Variation Assurance

Oct 22
309

Nov 22
323

Target

Background

The mean time spent in A&E department for

patients not admitted to an inpatient bed

~euUp [ ] /A

Dec 22

365

What is the Data telling us?

Mean time in department
has been increasing since
March 2021. The last four
months have seen an
increasing trend, with
December reaching the
highest levels ever seen.




Time To Triage, Ambulance Handover, & Treatment

Summary

Time to Initial Assessment decreased from
56.4% to 45.2%. This includes a surge of CED
attendances following the nationally reported
Strep A outbreak. News coverage of this event
resulted in a more than doubling of ‘worried
well’ parents attending over a weekend which
sustained for an approximate two week period.

Ambulance Handovers remain a challenge with
60 minute delay instances increasing from 1298
to 1379. Despite YNP being embedded, corridor
care in the ED was enacted to try to alleviate
further pressure in the system and reduce
ambulance holds. This deterioration of
performance follows regional and national
trends.

The Non-Admitted Average Time In ED rose
slightly from 323 minutes in November to 365
minutes in December and follows trends of
increasing congestion.

Actions

* Given the declaration of a Level 3 System
Critical Incident, formal Workstream 1 meetings
were stood down for the month of December.
However, multiple actions were taken at the
Acute Front Door to manage risks to patient
safety. The most significant of these was the
reopening of the Emergency Department
corridor as additional capacity. This decision
was taken by the Emergency Department
leadership team and support by the Executive
with appropriate risk assessments up to a
maximum of 15 patients. These spaces will now
be flexibly utilised to offload patients arriving
by ambulance.

* Negotiations are underway with Totally
(Vocare) to relocate the GPOOH service
alongside EhPC from the CDC building
commencing February 2023. This will include
an extension of the GPOOH service to ensure
greater overlap and evening coverage,
increasing  deflection of primary care
attendances to UHNM and removing an
average of 20 additional patients every
evening. This now has ICB agreement.
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Pre Noon discharge percentage - UHNM Variation Assurance
26.0%

Pre noon discharges have
been below the 1920
mean since June 20, with

December reaching the
21.0%

NP A ® d o
200% \ Target Oct 22 Nov 22 lower control limit of
0,
00k = - e - 19.9% 21.5% a%|| 19%.
18.0%

Background
The percentage of discharges complete before 12 noon.
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Simple Discharges - UHNM Variation Assurance

Simple & timely

4,800 . . .
seo discharges is seeing an
4,400 improving trend and
4200 reached the 1920 mean
4,000
3,800 Target Oct 22 Nov 22 average of 4499.
8600 N/A 4200 4341
3,400
3200 Background
3,000 - Patients discharged without complex needs
£
Mean === Discharges @ e Process limits - 30
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Bed Occupancy (avg midnight snapshot) - UHNM Variation Assurance

COVID had a significant
impact on bed

occupancy. Occupancy
levels are back to 19/20

Target Oct 22 Nov 22 py) rates.

88.3% 90.4% 87.9%
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100.0%

90.0%

- - - en en en e e o =
80.0% O i

70.0%

60.0%

50.0%

40.0%

The percentage of general and acute beds occupied
overnight at UHNM
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Summary

* Pre-Noon Discharges dropped back below
baseline to 19.1% from 21.5% in November.
This is another consequence of extreme
congestion across the Trust which ultimately
resulting in the bedding of all areas which
would be utilised to facilitate early discharges.

* The number of Simple & Timely discharges
improved again from 4341 in November to
4499 in December. This improvement will both
be as a result of adjusting of clinical risk
thresholds following declaration of a Level 3
System  Critical Incident and increased
occupancy, resulting in more patients in the
hospital, and therefore more to discharge.

* There was a slight improvement in the Bed
Occupancy of the hospital to 87.9% in
December from 90.4% in November. However,
this figure may not paint a comprehensive
picture given the volume of IP patients and
subsequently restricted beds which would not
flag as ‘occupied’.

Actions

* Given the declaration of a Level 3 System
Critical Incident, formal Workstream 2 meetings
were stood down for the month of December.
There was however a facilitated session to
develop the A3 and structure for the
workstream going forward which will ultimately
decide how the LOS improvement projects are
pulled together.

* The Regional Productivity Team have been
engaged to support a benchmarking exercise
against comparable Trusts. Initial summaries
indicated that while the majority of KPI were
well within expected limits, two outliers were
number of total admissions and frailty metrics.
Further work is required to validate data and so
a deep dive has been requested.

* Following a decrease to approximately 30% of
flow moving from post 13:00 to pre 13:00 a
refocusing of YNP has improved performance
back to the previous peak of approximately
50%. This has now been expanded to include
AMU utilising out spaces to take three YNP of
their own.
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A&E Mean Specialty Referral to Discharge Time - Stoke & County Variation Assurance The average time from

referral to discharge has
increased since March

780

680

580

2" o 2021.
- .- - - - e e e e - - - = o - . g
380 R o%® = Target Oct 22 Nov 22 December significantly
250 -—— - 90| 557 498 655|| increased to an all time
w o Seses® _ 0o . | high of 655 minutes.
® &’-g;;g’;?';g-i’-?:-g-z-a-ﬁj-g-a-éég’-@-a:a-a-&-a-{a-a-ggg%;-&;u;.-g-@-m-m-g.- ----- The average time from the ED referral to a specialty to
5253333825888 82833333288882833388588882853 discharge from the ED
Mean Mins @ e Process limits - 30
L] Special cause - concern L] Special cause - improvement = = = = Target What iS the data te"ing US?
% of Emergency Admissions to Same Day Emergency Care Wards - UHNM Variation Assurance The Trust has been

40.0%
consistently above the
upper control limits for

gooe®y

___-___--___-___..’!-__-0

35.0%

e T e T the last 11 months, with
o5 0% °® Target Oct 22 Nov 22 ey December performance

'l 37.7% 35.6% 33.9%|| dropping for the second

20.0% o,
4 Background month to 33.9%.
15.0% . . .
" 2222220228808 SRRNSRRRaRaRANANANANYNNNNNNYNYNY [|% of emergency admissions that are admitted to the Trust's
A
£25337502485822333230245822333338548582283338828 | |sDEC wards, and discharged within 24 hours
Mean % Admissions @ e Process limits - 30
®  Special cause - concern ®  Special cause - improvement = = == Target What is the data telling us?
Type 1 Mean time in Department (mins) - UHNM Variation Assurance . .
600 Total time in department
° has been increasing since
500

March 2021 with

400 “
908 0oy December peaking at 519

300 ‘ H

m Target Oct 22 Nov 22 minutes.
200 - - - - e —

-------------- e s nnnaa R
10 Background
0

22222222223 R RRRRRRRRRIIINIIIIIALINNYINYNIINNY

> CS 0OE 20 COEE>C S D03 20 C 05 2ES D02 0CORE2ESDAG 38
£2533338285825553238585822833338258582283328828 ||The mean time (in minutes) spent in the A&E department
Mean Avg Mins == @ Process limits - 30
®  Special cause - concern ®  Special cause - improvement == = = = Target What is the data telllng us?




CRTP+1, SDEC Utilisation, & Mean Time In ED

Summary

* The average time from Specialty Referral to
Discharge increased greatly from 498 minutes
in November to 655 minutes in December. This
will partly be due to inefficiencies created
during times of extreme congestion.

* SDEC Utilisation reduced slightly to 33.9% in
December from 35.6% in November. While this
is the second month in a row of deterioration
this is still above previous levels and the stated
target of 30%.

* The Mean Time in ED for all patients also
increased from 437 minutes in November to
519 minutes in December. This further
deterioration can be seen to be driven by
increasing numbers of MFFD patients during
the month of December, Trust wide congestion,
and significant numbers of IP patients and
subsequent restrictions on admitted pathways
as well as the ED itself.

Actions

There will need to be continued intensive
education and engagement with the ED
Consultant body in order to ensure the portal
push model of patients and timely escalations
is adhered to as there remain exceptions to the
now well established Referral & Admission SOP.

Further work is underway with NHS 111 looking
at deflection opportunities with a focus on
specific clinical pathways (for example low
acuity palpitations). ED has also been given a
stretch target to maximise kiosk usage at the
front door to increase redirection to other
services.

The Front Door Reconfiguration is scheduled to
complete on the 23" of January. This will see
SDU move to its new footprint and be co-
located with stroke and neurology wards.
Engagement with medical leadership as to how
the potential of this space can be maximised
has commenced and updates will be tracked
through Workstream 3.

Delivering Exceptional Care with Exceptional People

INHS |

University Hospitals
of North Midlands

NHS Trust




NHS|

University Hospitals

of North Midlands
NHS Trust

Section 2: ELECTIVE CARE
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Cancer - Headline metrics of North Midlands
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2ww First Seen 93rd Pecentile - Trust (Exc Breast Symptom) - RS & County Variation

Assurance
50
45
40
35 -— e - -— e . - - -— e - - -
30
11/12/2022 18/12/2022 25/12/2022
25
14 13 13
20
15 Background
10 The standard is for 93% of patients to be seen within 14 days. This SPC
s demonstrates within which day 93% of patients were seen on across all
tumour sites.
O . -
R R E R E R R E ' R \What is the data telling us?
5 5 8 8 883 38888 85 588388 22 e - &g Trust wide — all suspected cancer 2WW referrals. Excluding Breast
2 8 88 88 =352 T L& 23535332828 2R_ =4 symptomatic referrals where cancer is not suspected.
Mean ¢ Performance e= = Process limits - 3¢ 93 % of patients first seen for the last week in December had a 14 day
®  Special cause - concern ®  Special cause - improvement = == == = Target clock stop within day 13 of the pathway.
Variation Assurance
Cancer 62 Day performance - UHNM
100.0%
90.0%

80.0%

70.0% Target Oct 22 Nov 22 Dec 22

45.8% 49.4% 41.1%

Background

60.0%
50.0%

% patients beginning their treatment for cancer within 62

40.0%
days following an urgent GP referral for suspected cancer
30.0% . .
What is the data telling us?
20.0% NP RO ERRE22222939888 SRR 88Y Performance'significantlych'alle'nged and below'standardforthepast
2 S 533 23Cc 5339 3CcS 83323533 23CcE8533 83 12 months with a steep decline in May and predicted at for 41% for
2 8S==2"828==2>§28S=2>82383=2>28628==2">832 December — position still to be validated
Mean =@ Performance = @ Process limits - 30
®  Special cause - concern ®  Special cause - improvement == == == Target
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Cancer - Headline metrics

Cancer - treated over 62 days - UHNM Variation Assurance

Target Oct 22 Nov 22
N/A 97.0 108.0

Background
The number of patients treated over 62 days

What is the data telling us?

10 .
2000222229998 99SSSS8S SR RRAEENEEENE NN YNNNNYNY Demon.stratestotalvqumeofpatlentswho.héve been treated beyond
E7CS 998235855355 008305855355998385858555399838 day62|sacauseforconcernandhasbeenrlsmgoverth.epastl.z.
CsS572n0zoH5uL==<s5"2n0zaouL=<s522n0zao>u=<s5"2nw0zn months. As the trust clears and treats the backlog of patients waiting,
Mean Performance w= = Process limits - 30 this metric is expected to further decline before improving.
®  Special cause - concern ®  Special cause - improvement == == e= e Target
Variation Assurance
Cancer 28 day faster pathway - 62 day - UHNM
100.0%
90.0%
80.0% Target Oct 22 Nov 22
St L L L Tt L Lt bbbttt e b LD LDt ettt 55.3% 58.8%
70.0%
Background
60.0% Performance of confirmation or exclusion of cancer
communicated with patients within the 28 day timeframe.
50.0%

What is the data telling us?

40.0% o eo» o» aov av ov o» oo .' - o» eo» ar o» a» o ar aop o» aw oo The FDS performance remains stable with pockets of good practice. E.g.
b b by b b b b N N PN g N N N BN N ﬁ N N Breast, Lung and Upper Gl all achieve the standard in November22. The
5 3 o g g 3 8 s 3 g E_ ¥ S5 3 o g g 3 8 December position is yet to be finalised and is predicted to land above
- < o z o - u = - < o z 0o 60% however is still going through validation as pathology results are
Mean Performance @ = Process limits - 30

ilable. s
®  Special cause - concern Special cause - improvement = == e e Target ‘ "\‘"f i
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Cancer — benchmarked

¥ Key Performance Indicator 4 Period Target % SPC+
Cancer 2 Week Wait Oct22 93.00% 784% O 137 100%

(3}

Cancer 2 Week Wait Breast Sym... Oct 22 93.0% 97.1% © 72

90%
Cancer 31 Day First Treatment ~ Oct 22 96.00% 87.2%

Cancer 31 Day Subsequent Trea... Oct 22 96.0% 86.6% 80%
Cancer 62 Day All Sources Oct22  85.00% 58.1% -
Cancer 62 Day Consultant Upgr... Oct 22 85.0% 77.9%
Cancer 62 Day Screening Oct 22 90.0% 72.4%

Cancer Sub Treat Drugs Oct 22 96.0% 100% 100

©@ @0 000
o
Cancer 2 Week Wait

(&)

Cancer Sub Treat Radiotherapy  Oct 22 96.0% 91.7% 32

40%

»3’@333@@93@@@n&q‘?n§’fﬁ“n§m‘¢q}n}f&fﬂ'fﬁ'@i‘
‘}quE}"Q(‘aaq&é’&&e“oQ‘}w“e?“é‘\)@f\f(‘ \»“9
|0Q"<Y‘:\z-00<¢?'3 CF &Y o & ¢ 0
3
-Universiw Hospitals North Midlands -Recommended - Requires mprovemant Region -Teaching % Rank

* UHNM have seen 14 day performance
deteriorate at a greater scale than it’s peers
since July 2021.

* October saw a marked improvement back to
peer levels.
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Cancer - Benchmarked

Key Performance Indicator Cancer 62 Day Classic Ranking Trend Commentary

¥ Key Performance Indicator % Period Target % SPC#

Breast Cancer Oct22  85.00% 609% © 25 90% 100
Cancer 62 Day Classic Oct22  85.00% 45.8% © 15 i i it 90
Lower Gastrointestinal Cancer  Oct 22 85.00% 133% © 13 g 80
Lung Cancer Oct22  85.00% 526% © 59 § 70
Other Cancer Oct22  85.00% 463% © 33 @ L
Skin Cancer Oct22  85.00% 395% © 8 ; 22
Urological Cancer Oct22  85.00% 526% O 44 EJ i
g 20

10
0

B 95 Q2 2 2 2 9 9 A DDA DA A ANNN N KNG NN g N
\ Od:\ Q@.‘? QQ?N Yg"\ ?\o\ ch;\ 0‘3‘\ qu"\ Qe?% Qﬁ‘m \3.:-“% ?&Qﬂ, O‘}fu Q@(’W @PW YS.‘?W 3§'L ¥ o& 0‘}% Q@ﬁ% @)’L %i“lr 30(\‘1: ‘gq’b Oéfb
P [ | University Hospitals North Midlands B Recommended [ Requires Improvement Region . Teaching % Ran

* Deterioration has been seen across all peer
groups since August 2021 with UHNM seeing this
more dramatically.

* Improvements have been made since May 22,

however UHNM remain in the lowest quartile for
the 62 day performance.
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Cancer

coce- byt D ki s Gy

¥ Key Performance Indicator ¢ Period Target % SPC+
Cancer - 28 Day Faster Diagnosis Oct 22 75.0% 553% O 8

80% 100
FDS Brain Tumours oct22 750% - © - 2"t T T " '._,-‘_1:1 ,in--fl'-—l—‘.h,._rn——{.h_h_. "
. o) S e B bt e T B, s % -
. Q o 70% C el "’ “i”" :"r_ i g _‘,.--."“'-.__ = 'f-"
FDS Breast Cancer Oct22  750% 91.9% (& 46 B k| : ___{\ f." e N ® : ot s 3 70
FDS Breast Symptoms Oct22 750% 96.8% © 69 5§ & N $ " i
17
FDS Children’s Cancer Oct22 750% 364% © 4 @
L 60% 50
FDS Gynaecological Cancer Oct22  75.0% 463% © 19 g 0
Q 55y
FDS Haematological Malignanci... Oct22  75.0% 31.1% O 19 ﬁ ’ 20
FDS Head & Neck Cancer Oct22  75.0% 67.3% © 24 . 0% 5
0
FDS Lower Gastrointestinal Can... Oct22  75.0% 17.2% O 4 E 45% 0
]
FDS Lung Cancer Oct22  750% 56.4% © 16 Y 0% 0
o
DS Missing or Invalid Oct 22 750% - © - ¢
- S L ST LTI S L N I
i ) i 5 o 0 § \ L
FDS Other Cancer Oct 22 75.0% B G B I P-Q @'3{ 5\)(\ i P..Oq 5@9 QU W 3’2\\ ?2’3 ‘\h@ P.Q‘ @\ﬁ‘i 5\&“ W ?_\\)Q 52.‘2 o
) 3
FDS Sarcoma Oct22  75.0% 80.0% (© 80 [ ] University Hospitals North Midlands I recommended [ Requires Improvement Region o] Teaching % Rank
FDS Skin Cancer Oct22  75.0% 50.1% © 12
FDS Testicular Cancer Oct22  75.0% 783% © 38

FDS Upper Gastrointestinal Can... Oct22  75.0% 91.8% (3 98
FDS Urological Malignancies Oct22  75.0% 54.7% © 39

* The 28 Day Faster Diagnosis position for all peers has seen a drop since earlier this year.

e UHNM affected more than peers and remains in the lowest quartile nationally

* November data predicted to report a further improvement to 67% - the highest performance this
year.
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. April June August  Septemb October Novembe Decembe January February March
Provider Level P May 2022 g P y y

July 2022

2022 2022 2022 er2022 2022 r2022  r2022 2023 2023

2023

The number of cancer 62-day
pathways (patients with and

L:ll\g;/;l?ri:'; without a decision to treat, but
RIE  OF NORTH EB.32Count YottoDbetreatedorremoved
MIDLANDS from the PTL) waiting 63 days or
NHS TRUST more after an urgent s:.uspected
cancer referral excluding non-
site specific symptoms 462| 440 420 400, 380 360 340, 320, 300, 280 250 191
UHNM snap-shot PTL position 579 632 639 815 1041 894 887 730 |558

National planning guidance 22/ 23 set out the ambition to return the number of patients waiting over 62 days on the live PTL to the levels
seen pre-pandemic. The PTL Backlog trajectory for UHNM is set out above; the actuals shown above are a snap shot in time of the PTL
position. This is for the week ending last full week of the month per PAF report.

For the month of December 2022, the backlog position was 558 - this includes patients with a decision to treat and a future treatment date
scheduled. The majority of the backlog is attributable to Skin and Colorectal. High proportion of patients waiting over 62 days in both
tumour sites have future scheduled treatment dates.

There are multiple contributing factors include delays to diagnostic reporting in pathology and imaging, urology robotic surgery capacity,
oncology capacity, complex pathways, increasing element of patient choice and outstanding clinical reviews.

All Divisions are focusing on the backlog and discharge patients where appropriate. Pathway plans are detailed overleaf — there is a
concentration on the first appointments and diagnostics and treatments including Surgical and Oncology. All diagnostic modalities have
submitted plans for a reduction in waiting times which includes additional staffing, insourcing and outsourcing and building additional
capacity through CDC’s.

Intensive exec level support is being provided to Skin and Colorectal pathways, which are the main drivers for the backlog position.
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Actions

* The backlog has reduced — UHNM provide assurance to the regional NHSEI team, with detailed plans, on a weekly basis.

62 Day Backlog

1200
1000 M

800 —/
600 \

400 == Backlog

New Trajectory

—|nitial Trajectory

* The incremental decrease of the Skin and Colorectal backlogs have been modelled up to 05/02/23, where the new trajectory meets the initial trajectory
submitted in 22/23 operational plans. Both specialties have enacted recovery plans and reducing the number of patients waiting beyond 62 days on the
pathway.

* The 62 day backlog has reduced by 433 patients since August - from 1041 to a current position for WE 15.01.23 of 608. There was a slight increase over
the Christmas period, which is being recovered to align to trajectory. The regional team remain assured and have called on UHNM to share recovery
pathways with peer organisations in need of support.

¢ The West Midlands Cancer Alliance (WMCA) continue to support with investment of additional capacity schemes. Lower Gl & Skin business cases are in
development that will ensure sustainability beyond the pump prime.

* Over the past 4 weeks the block backlog in Pathology has reduced, supporting overall PTL recovery. There is a revised escalation report, matching Path
data with Cancer PTL data which streamlines escalations and will provide a growing evidence base of turn around times of cancer pathway specimens.

* The 2WW FDS is predicted to achieve 57% in November with 100% data completeness against the standard — this in addition to Best Practice Timed
Pathway (BPTP) data analysis will support targeted and evidence based improvements on challenged cancer pathways, using WMCA investment.

* UHNM is still recording a high number of first treatments, demonstrating increased activity which supports PTL reduction.

* In August the PTL was over 6000 — this has now reduced by around 2500 patients to 3471 in total.

* Improvements have mainly been in the overall Skin PTL — which was at 2259 in Aug and has reduced by 1538 patients to 721 currently.

* Recovery schemes continue to be successful — with the LGI hub optimising referrals, and the community Teldermatology service contributing to a huge
reduction in wait times for patients on a skin cancer pathway. The system is working towards next steps for the optimal Lower Gl pathway — by expediting
alternative pathways for FIT negative patients.

* The day by which 93% of patient receive a 2WW 14 day Clock Stop on the LGI pathway has reduced by over 45 days since September —to a current
position of within 13 days. w
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Planned care — Inpatient Activity
Wkly 4 Hour sessions - UHNM . .
350 The number of 4 hour sessions taking
R N N N N N N N N - place had remained fairly consistent,
however the last recorded week in this
250 months data was 19/12/22 where there
200 ! ‘ has been a significant reduction. This
-— -—" -—" -—" -—" -—" -—" -— -— -— -— -— -—" -—" -—" -—" -— (d -— -— -— -— -— . .
150 was due to a stand down of activity
5 . - .
aligned to the week prior to the critical
100 incident which was called on 8th-13th
50 December, there was then a second
which ran 29tDec — 12t January.
[0} .
ST NN AN NGNS As a result of this the number of weekly
Sz S883838885883csSs-. 999383858 g558g8S-£¢9 lecti tions also declined in th
SEE22g°2S55SSgo 38N E5R8a-SQo3sRo8gE5gR 2 elective operations also declined in the
Mean e Performance e e Process limits - 3o same Week as did the increase in
e Special cause - concern ® Special cause - improvement e e e e Tgrget cance”ed operations. ThIS was managed

carefully as the reduced operation was
planned and so patients were given
notice of the changes to appointments.

Number of Weekly Elective Operations - UHNM

400

300

200

100

(o]
O CC QO = s > > C 5 DD Ottt >0 0 Cc O QO 5 5 > > 5 5 D a9t s> 0
P 8 8 © 8 8 S g w s 3 ST5ST oKL K8 o P ITes 008 &g s 33 S o o0 K8 8 o o
QA ESTZTI=2LATFTL8z P ZTIT==223 2050922329

<+ O — ~ — @
TILLB8RP2za- 3823 VL8N E58a3-dgRedes8gr-58¢2
Mean e Performance @ e Process limits - 3o
o Special cause - concern e Special cause - improvement == e e e Target
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Planned care — Inpatient Activity

UoR Cancelled Operations at last minute - UHNM

165
115

65

- - ar e - ar e - e - ar e - ae» e
P rereecseecsrecezesgsas S8 aaamaa 8888 NS
2 52 8382888322353 88388523838282¢83§835
Mean G Performance @=» @ Process limits - 3o
® Special cause - concern ® Special cause - improvement == e» e» = Target
Count of
Row Labels COMMENTS The patient cancelations has seen an increase, due
Consultant - Cancelled for an Emergency 25 to critical incident, this is highlighted by the high
Consultant - Cancelled for more Urgent Case 31 number of cancelations due to consultant
Hospital Cancelled Admin Error = cancelations for emergency/more urgent cases and
Hospital COVID-19 2 T
) ) bed availability.
Mo Anaesthetist Available 7
Mo Consultant Available 30
Mo Equipment Available - Equipment Faulty/Failed 4
Mo Equipment Available - Equipment Not Booked 5
No ITU/HDU Beds Available 9
Mo Nursing Staff Available 19
Mo Suitable Beds Available 31
Mo Theatre Staff Available 3
Mo Theatre Time Available 16
Mo Theatre Time Available - List Overbooked 1
No Theatre Time Available - List Overrun 14

Grand Total
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Elective inpatients Summary
* Day Case and Elective Activity delivered 92% and 93% respectively for December 22 against the national ask of 110%/108%.

* There is a real focus on 104w cases, many of whom were complex and required whole/half lists. As this number is being driven down the
focus is moving to our 78week+ patients.

* Atthe end of December the numbers of > 104 weeks was 50. The Trust has continues to achieve the national standard of all eliminating all
104 week waits purely due to capacity. This has increased by 11 due to a National directive around the recording or corneal transplant
patients.

* Insourcing arrangements at weekends continue and have been bolstered to provide more weekend capacity in T&O through County
Hospital. This is planned to continue through to the end of the financial year.

* Nuffield have agreed to take all T&O patients at risk of breaching 78 weeks by end of March who are clinically suitable.

* County and Royal Stoke Theatres have re-implemented a “6-5-4” weekly operational meeting to ensure a higher proportion of available
lists are fully used and to move capacity to the specialties most needing it. This also tracks and ensures bookings so that patients and staff
are given more notice so cancellations and non-attendances can be driven down

Actions

* External validation support completed end of October. 3 validators have been approved and are currently in the recruitment process to
support effective patient pathways

* Trust wide revamp of validation & training underway, focusing on tracking long waiters, exposing and addressing bottlenecks in pathways.
Phase 1 to deep dive training needs analysis complete. Phase 2 underway — RTT Bitesize training now available to divisions., focused on
key areas requiring improvement.

* Active reporting focus on ensuring the right patients (urgent and longest waiters) are the patients booked into all available capacity so that
the limited resource available continues to be used for the right patients by clinical need

* Patient by patient monitoring by each specialty and by the corporate team on the small number of patients at risk of the breaching 104
weeks by end of month, combined with forecasting for January and onwards. This monitoring has now been extended to 78 weeks also.

» Key enablers to the continued focus on long waiting patients are ring fencing of beds for Orthopaedics as RSUH, modular theatre at County
and improvement in theatre utilisation and booking.

* The progress that had been seen in reducing these patient numbers has been impeded do to the critical incident — the impact of which can
be seen on slide 27

* Increased focus on non-admitted patients and increasing outpatient & diagnostic capacity, improving utilisation and business processes to
move patients to a decision to admit. This will be supported by the IST RTT training programme which takes place in February and March.

* Roll-out of Palantir’s Foundry platform underway, with working group to be up and running with plans for initial rollout end Jan subject to
technical testing.
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52 Week Waits have been gradually

growing since June 21. December

data is unvalidated.

78 Week Waits have been reducing

for the last 9 months. December data

is unvalidated.

104 Week Waits have been continually

decreasing since early March, however

the last three months have seen a slight
increase each month (December data is
unvalidated). This is made up of patient
choice, patients presenting unwell or

complex pathways.

52+ weeks actual & trajectory
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RTT - Benchmarked

Key Performance Indicator

¥ Key Performance Indicator ¢ Period Target & SPC+%

RTT 78 Week Breach

NHS|

University Hospitals

of Nort

Midlands

NHS Trust

Commentary

RTT 104 Week Breach Oct 22 0 24 O 8 1600 100
RTT 52 Week Breach Oct 22 0 4612 @ 10 1400 90
RTT 78 Week Breach Oct 22 0 68 © 10 § 1200 32
RTT 95th Percentile Admitted W... Oct 22 180 822 & g E 1000 &0
RTT 95th Percentile Non-Admitt... Oct 22 180 541 (B 24 § 800 50
RTT Admitted Treatment Within... Oct 22 90.0% 55.0% (O 35 E 500 - g e 40
RTT Average (Median) Admitte... Oct 22 90 154 & 34 E 7 R S "‘*—1._‘.‘ "*r——t——c——-cﬂ-;'_:;'_';.__h‘m__. 30
RTT Average (Median) Non-Ad... Oct22 50 82 @ 60 g U ot oot U fg
RTT Average Wait for Incomplete Oct 22 700 164 @ 16 9 ' 0
RTT Incomplete 92nd Percentile  Oct 22 - 481 & 25 W‘%\ ‘wq} 3\5“?} . o\q,'\ P‘*‘Qq} 9@1‘\ " cﬂ'\ \40"7’,\ Oeeq,'\ yéoqfl ga“'ﬂ \\h""?} ; /2 w“qjlf ; “\-ﬁ p‘-\g{ﬂ c_}eﬂ‘,ﬂ ’ c’.\ﬁ

RIT Incomplete Pathways L e S5 25:0% 146% @ £ |_> - University Hospitals North Midlands - Recommendad - Requires Improvemeant Region - Teaching % Rank
RTT Non-Admitted Treatment ... Oct22  95.0% 717% © 50

RTT Total Clock Starts Oct 22 - 14999 © 81

RTT Total Clock Stops Oct 22 - 13,111 © 85

RTT Total Incompletes Oct 22 - 71721 R N

increased.
UHNM have seen the same slight reduction.
UHNM remain in the lowest quartile

78 Week waits are seeing a slight reduction compared to last month across all peer groups except “Recommended”, where this has
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Summary
* 52+ week patients increased in December to 5,356

» 78+ patients have been gradually reducing, but had reached a plateau in November at 725. This
has increased in December to 863, due to winter pressures in combination with industrial action.
The trust is no longer on trajectory to eliminate 78 weeks waits by end of March 2023. Plans are
in place to minimise the number of breaches, so that only patients who choose not to be treated
before end of March or who have a highly complex case are still waiting at 78+ weeks.

* At the end of December the numbers of > 104 weeks was 50. The Trust has continues to achieve
the national standard of all eliminating all 104 week waits purely due to capacity. This has
increased by 11 due to a National directive around the recording or corneal transplant patients.

* The overall Referral To Treatment (RTT) Waiting list has started to show signs of stabilisation.
April was 76,023, May 75,858, June 75,538 , July 77,242 and August 76,838, September 77,985,
October 77,546, November 77,727. Whilst this did decrease over the festive period, the (un-
validated) list now sits at 77,750 (as at 13/01/23)

RTT

* Validation has increased with extra resource. This will provide an accurate picture of the
resource required in the medium term to reduce the list.

* At the end of December the numbers of > 104 weeks was 50 - a increase from 39 in November.
All patients in this cohort are either there due to patient choice, or complexity of pathway. The
Planned Care group is monitoring progress against treatment plans for these patients.

* Performance has decreased at 50.5%. (53.7% October)

* Work plans around long wait patient validation and treatment tracking are in progress to support
the Data Quality Strategy & Audit requirements.
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Planned care — Outpatient activity & RTT
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Planned care — Outpatients University Hospitals
of North MidlarT\ds:

Allic

Actions
* OP Cell Programme Structure & TOR updated for 22/23 to reflect Elective Recovery Planning Guidance. Linking with Business Planning re 23/24 plans.
*  Work stream 1 Outpatient Service Delivery & Performance
* Partial Booking Rollout, Netcall Rollout, CAF Issues Action Plan, and OP Clinic Process vs. Maturity model. Utilisation focus; bookings, DNAs &
cancellations, OP Cell Dashboard revised with utilisation at Trust / Division / Specialty / session code level; Divisional Targets proposed in
December with improvement trajectory. Additional focus on Unoutcomed activity position, with recent reduction.
*  Work stream 2 Outpatient Transformation
* OP GIRFT: issued November, aimed at clinicians & operational teams. Common Themes & Specialty-Specific Guidance for 12 specialties (+3
issued December) including waiting list validation, specialist advice/triage & specific pathway guidance including remote consultations & PIFU.
UHNM detailed template devised for gap analysis. Current position statements received for specialty areas of focus; maturity model created to
assess baseline & monitor on-going progress. Midlands acknowledgement return submitted Dec 14th,
* Enhanced Advice & Guidance ICS Referral Optimisation Steering Group set up (now termed Demand Management Steering Group).
* PIFU; divisional % PIFU Targets, on track for trajectory to meet 5% in March 2023. PIFU captured for >25 specialties (Dec 3.8% vs 3.7% plan).
Benchmarking vs national median Nov 2022- UHNM: 16 out of 142 providers (4.5% vs 1.8%). Scoping Robotic Process Automation with UHNM

Bl for PIFU Discharge letters, piloting with Neurology & Urology Feb. Exploring post-proc PIFU opportunities with T&O. Clarifying reporting
methods/requirements for new CDS April 2023 onwards. Identifying additional PIFU pathway opportunities from OP GIRFT guidance

* Virtual Care >25%; SUS submission ‘fix’ implemented from Nov 2021 (with Bl); longer term, alignment of clinic booking and media type
outcomes. NHS Remote Monitoring Toolkit issued early December, baseline assessment submitted 19t December.

» Patient Portal; support provided to identify potential OP benefits; PKB config working groups - reps invited to OP Cell for updates / discussion.
Director of Digital Transformation attended OP Cell in October to share Digital Vision. Patient Portal live in January, and patients will be
contacted from February 2023 by letter or SMS to register for PKB via the NHS App. Patients will be able to view appointments and test results
initially.

* SMS via Netcall to Waiting List. From successful trial in derm & plastics to backlog pts, Partial Booking module used to contact New Waiting List
pts (>38wks) during Super September. Rolling out vs plan Nov to Feb for follow ups in top 14 backlog specs. Gastro & Urology complete (3000pts,
38-40% response rate, 3.5%-5% of pts contacted no longer require appt). Gynaecology completed, to be analysed. Next neuro, cardiology, paeds.

* Virtual Clinic reviews enabled 432 clock stops from 1693 pathways validated. NHSE identified UHNM as a potential national case study for this
approach during feedback at regional network.

Risks

* Deteriorated waiting list position vs pre-covid; volume of patients requiring DQ and clinical validation very challenging, on Divisional Risk Registers.
* Clinical Validation requirement; risk of achieving vs resources available.

* Lack of pace on schemes linked to System Partners, escalated at Planned Care Improvement Board.
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Diagnostic Activity

Imaging

DMO1 Test
Magnetic Resonance Imaging

Total WL
4,634 774

% Activity Total WL

83.3%

3,666

1,052 77.7%

Activity Total WL

3,726

Unvalidated
Dec-22

6+

Universit
of Nort

Computed Tomography

4141 12

99.7%

8,292

Non-obstetric ultrasound

Barium Enema

26 59.3%

8,641

86

Audiology - Audiology Assessments

Cardiology - echocardiography 2,283 651 71.5% 1,330 2,374 730 69.3% 1,399 2,548 07 64.4% 990
Physiological |Cardiology - electrophysiology 0 0 3 1] 0 4 1 0| 100.0% 1
Measurement|Neurophysiology - peripheral neurophys 307 0| 100.0% 267 311 0| 100.0% 277 292 0| 100.0% 233

Respiratory physiology - sleep studies 556 124 77.7% 293 444 84 81.1% 334 505 97 80.8% 208

Urodynamics - pressures & flows 0 0 0 0 0 0 0 0

Colonoscopy 933 417 55.3% 364 911 493 45.9% 369 919 571 37.9% 133
. Flexi sigmoidoscopy 553 236 57.3% 88 559 274 51.0% 69 554 351 36.6% 32
i ¥ |Cystoscopy 135 6| 95.6% 226 143 17| 88.1% 226 274 115| 58.0% 167

Gastroscopy 810 429 47.0% 727 828 450 45.7% 674 680 403 40.7% 321

23,651

9,126

0l-lan

15-lan

22-lan

29-lan

05-Feb
12-Feb
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Diagnostics - benchmarked

Diagnostics - 6 Week Standard Ranking Trend SPC Commentary

¥ Key Performance Indicator ¢ Period Target <2 SPC+
AUdIDIDgy Oct 22 1.00% 0.4% @ 79 70% 100
Colonoscopy Oct 22 1.00% 447% (® 30 E 90
80%
T
Computed Tomography Oct 22 1.00% 03% © 75 £ 80
R0,
Cystoscopy Oct22  1.00% 44% O 75 ﬁ o0 70
]
DMO01 Waiting <13 Weeks Oct22 100.00% 90.1% (O 38 é 40% #
30
Diagnostics - 6 Week Standard  Oct 22 100% 341% (B 25 ©@ 0% #5478 i
w HEEN
Diagnostics - 6 Week Standard ... Oct 22 99.00% 65.9% (O 25 % - \' ,,"\l’ i l] %0
o -’u' o
Echocardiography Oct22  1.00% 285% & 45 2 20
O 4n
Electrophysiology Oct 22 100% - © - g L 10
o . . Default Max 1.00%
Flexi Sigmoidoscopy Oct22  1.00% 427% @ 29 0% 0
2 2 2 92 2 9 9 0 0 & O O A N NN NN
Gastroscopy Oct22  1.00% 53.0% @ 12 g ¥ o ¢~ Sl P R O U Qr? R \33' Qq? c}qi"
: : O F ¢ F Y ?g o ¢ & ¢ & 0 & & Y‘Q N ‘2"} o F ¢ YQ P V9 o)
Magnetic Resonance Imaging  Oct 22 1.00% 167% & 32 |+
. -Uni\rersity Hospitals North Midlands -Recommended - Requires Improvement Region -Teaching % Rank
Neurophysiology Oct22  1.00% 00% © 100
Non-obstetric Ultrasound Oct 22 1.00% 550% (& 4
Sleep Studies Oct 22 1.00% 223% © 46
Urodynamics Oct 22 100% - @©

o\

* Performance at UHNM is showing the same
trend as all other peers and in line with the
“Recommended” group.

* UHNM remains in the bottom quartile.

J
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Diagnostics Summary
* During December the Diagnostic activity dipped just below 100% when compared with 19/20 BAU at 96%.

* DMO1 performance was 61% overall, with key areas of underperformance in non-obstetric ultrasound and Endoscopy
Histology position — this is a slightly improved position from last month:

* Urgent - 95% reported at Day 19, 80% of cases reported by Day 10

* Accelerated - 95% reported at Day 35, 80% of cases reported at Day 27

* Routine - 95% reported at Day 39, 80% reported at Day 31

Actions
Top 6 contributors for DMO01 performance have developed recovery plans, and have been requested to refresh these plans in line with
National timescales for recovery (March 23). To be monitored once complete by Planned Care Group.

DMO01 performance 61%: 9,126 patients waiting 6 weeks+; while the DM01 % has deteriorated from last month the total number of patients
waiting over 6 weeks has come down from 9,776
Top Contributors — in order of highest breach %

1. Flexi Sigmoidoscopy (36.6%) 351 breaches of 554 patients
2. Colonoscopy (37.9%) 571 breaches of 919 patients
3. Gastroscopy (40.7%) 403 breaches of 680 patients
4.  Non-Obstetric Ultrasound (42.1%) 5597 breaches of 9667 patients (total waiting list size reduced by 1174 patients in month)
5.  Cystoscopy (58%) 115 breaches of 274 patients

Radiology reporting backlogs;

* Radiology workforce business case part approved — approval to recruit to 10wte radiology consultants; 2 Locum radiologists have been
recruited and started in post.

* Weekly Radiology backlog risk management meetings are now in place with the speciality clinical leads, divisional and directorate
management representatives with specialty specific action plans and individual risk register entries

* Price per scan Tl payment model approved until Dec 2023 to support an increase in reporting and outsourcing remains in place

* Risk 25512 remains at score - 20

* Current no of radiology reports in the backlog is: c16,500

* Non - obs Ultrasound capacity for routine patients New outsourced provider procured & reflected in boost in activity. Trajectory to meet
DMO01 by March '23

* Endoscopy; Fluctuating cancer referral demand against lack of scopist availability. Full recovery plan in negotiation, this remains of
concern
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Planned Care

The focus of activities for Planned Care has been as follows:

* Day Case activity and Elective Activity have moved from delivering 96% and 88% respectively in November to 92% and 93% in December.
This is still some way from the national ask of 110%/108%. This is against a backdrop of increase cancelations. There is a real focus on the
reintroduction of 6-5-4 with support from the regional theatres team.

* The focus has moved to 78 week waiters with an Annual Plan to reduce them to below 300 patients by March 2023. The major change will
be managing the non-admitted (Outpatient) patients to ensure they get a decision to treat or discharge well before March so any treatment
can be carried out to meet the 78 week standard.

RTT

* The overall Referral To Treatment (RTT) Waiting has increased from 76,902 in November to 77,727 in December.

* The number of patients > 52 weeks continues to increase — 5397 in December. 4377 in August, 4,569 in September, 4628 in October and
4979 in November.

At the end of December the numbers of >104 patients was 50. An increase of 11 from the end of November (albeit largely different
patients).

The Trust has continued to achieve the national standard of all eliminating all 104 week waits purely due to capacity, there is considerable
work now on the Trusts route to zero for 104 week waiting patients, with challenges around complex pathways, patient choice and fitness
for treatment.

Diagnostics Summary

* During December the Diagnostic activity dipped just below 100% when compared with 19/20 BAU at 96%.

* DMO1 performance was 61% overall, with key areas of underperformance in non-obstetric ultrasound and Endoscopy
Histology position — this is a slightly improved position from last month:

e Urgent - 95% reported at Day 19, 80% of cases reported by Day 10

* Accelerated - 95% reported at Day 35, 80% of cases reported at Day 27

* Routine - 95% reported at Day 39, 80% reported at Day 31

Radiology reporting backlog:

* High risk relating to ‘routine / non cancer reporting’ due to reporting capacity and delays in diagnosis Risk 25512 remains at score - 20
Endoscopy:

* Improvement plan being developed and there are now weekly performance meeting for this service
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Inpatient and Outpatient Decile & Ethnicity

“In line with NHS Planning Guidance the Trust must ensure board papers are published that include an analysis of waiting times
disaggregated by ethnicity and deprivation” The Trust has only recently had the capability to analyse this information and will
therefore spend the coming months seeking to understand what the data and take action to positively impact upon unwarranted

variation
Inpatient IMD Decile
1 2 3 4 5 6 7 8 9 10(Unknown
Weeks Waited- >104 10.53% 9.18% 9.00% 7.46% 7.54%| 11.70%| 12.32%| 10.18%| 14.05% 7.56% 0.49%
Weeks Waited- 78-104 15.80%| 12.21% 9.69% 7.33% 6.68% 9.85%| 10.42% 8.31%| 13.03% 4.97% 1.71%
Weeks Waited- 52-77 13.33%| 12.27% 9.68% 9.09% 6.29%| 11.18%| 10.80% 9.53%| 11.99% 4.95% 0.90%
Weeks Waited- Under 52 13.84%| 11.65%| 10.19% 9.16% 7.49%| 10.91%| 10.19% 8.88%| 11.11% 5.40% 1.19%

Outpatient IMD Decile

1 2 3 4 5 6 7 8 9 10|Unknown

Weeks Waited- >104 11.03%| 10.19% 9.23% 9.13% 7.77%| 11.26%| 11.39% 9.94%| 12.46% 6.61% 0.99%

Weeks Waited- 78-104 13.36%| 11.04% 9.78% 8.77% 7.65%| 10.54%| 10.82% 9.55%| 11.55% 5.99% 0.96%

Weeks Waited- 52-77 12.55%| 11.42% 9.77% 9.08% 7.99%| 10.76%| 10.47% 8.85%| 11.60% 6.36% 1.15%

Weeks Waited- Under 52 13.41%| 11.40%| 10.08% 8.96% 7.55%| 10.60%| 10.55% 9.02%| 11.27% 5.97% 1.20%

q fa Any Other | Any Other | Any other | Any Other | Any other . White & | White & . .
Inpatient Ethnicit
DR A7 African Asian Black ethnic Mixed White |Bangladeshi |Caribbean| Chinese Indian | Pakistani “::Iit:n& Black Black I\B':’:::: V::;e s :lc?ftied St':::d Unknown
Background |Background| group |Background [background African |Caribbean B
eeks Waited- >104 0.22% 0.41% 0.08% 0.38% 0.38% 0.62% 0.05% 0.05% 0.19% 0.38% 0.43% 0.22% 0.05% 0.03%| 93.22% 0.35% 0.76% 1.89% 0.30%
Weeks Waited- 78-104 0.49% 0.73% 0.08% 0.49% 0.24% 1.22% #N/A 0.33% 0.33% 0.08% 1.06% 0.08%| #N/A 0.08%| 89.90% 0.24% 1.47% 1.79% 1.38%
Weeks Waited- 52-77 0.44% 0.59% 0.25% 0.62% 0.47% 1.06% 0.09% 0.16% 0.12% 0.65% 1.56% 0.09% 0.19% 0.09%| 86.99% 0.34% 2.46% 1.74%| #N/A
Weeks Waited- Under 52 0.41% 0.64% 0.24% 0.61% 0.60% 1.20% 0.13% 0.16% 0.14% 0.50% 1.61% 0.28% 0.14% 0.24%| 84.41% 0.27% 2.81% 2.52% 3.09%
q - Any Other | Any Other | Any other | Any Other | Any other 5 White & | White & 5 .
E
Outpatient Ethnicity African Asian Black ethnic Mixed White |Bangladeshi |Caribbean| Chinese Indian | Pakistani “::‘slit:n& Black Black :::::E V::‘s';e s :t:(:ftied St’:'t):d Unknown
Background |Background| group |Background [background African |Caribbean P
eeks Waited- >104 0.27% 0.48% 0.22% 0.48% 0.43% 0.84% 0.09% 0.17% 0.11% 0.40% 1.46% 0.17% 0.13% 0.09%| 88.35% 0.35% 2.64% 2.06% 1.27%
eeks Waited- 78-104 0.37% 0.61% 0.17% 0.51% 0.56% 1.03% 0.07% 0.17% 0.10% 0.51% 1.87% 0.32% 0.17% 0.19%| 86.90% 0.26% 2.31% 2.09% 1.80%
eeks Waited- 52-77 0.39% 0.62% 0.18% 0.67% 0.54% 1.30% 0.16% 0.21% 0.18% 0.62% 1.69% 0.28% 0.12% 0.21%| 84.74% 0.32% 2.91% 2.34% 2.53%
eeks Waited- Under 52 0.45% 0.65% 0.20% 0.63% 0.58% 1.25% 0.14% 0.17% 0.15% 0.57% 1.78% 0.33% 0.17% 0.24%| 82.81% 0.29% 3.26% 2.77%| #N/A
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Constitutional standards

Metric

Percentage of Ambulance

Target

Latest

Variation

~

Assurance

DQAI

NHS|

University Hospitals
of North Midlands
NHS Trust

Symptom)

{
9 9 v
Handovers within 15 minutes 0% 42.95% Q

Al | h

mbu ancg andovers greater 0 1379
than 60 minutes
Time to Initial Assessment -

L R 85% 45.22%
percentage within 15 minutes
Average (mean) time in
Department - non-admitted 180 365
patients
Average (mean) time in
. . 180 519
Department - admitted patients
A&E
Clinically Ready to Proceed 90 655 @ @
)

12 Hour Trolley Waits 0 1289 @ @
Patients spending more than 12 0 2817
hours in A&E
Median Wait to by -T

edian Wait to be seen - Type 60 143 @ @
1
Bed Occupancy 92% 87.91%
Cancer 28 day faster pathway 75% 67.35% U @
Cancer 62 GP ref 85% 41.11% @ @

Cancer ) & ‘
Cancer 62 day Screening 90% 85.00% . PN
Care
31 day First Treatment 96% 89.88% @ M,
2WW First Seen (exc Breast %
( 93% 97.33% @ A

Metric Target Latest Variation Assurance DQAI
’//7\ o
DNA rate 7% | 7.8% U w
N N\
Use of ( 7))
Cancelled Ops 150 222 ~ A
Resources
Theatre Utilisation 85% 75.1%
’/" Y N\
Same Day Emergency Care 30% 34% QM)
Super Stranded 183 192 A
Inpatient
/ MFFD 100 104 @ @
Discharge -
Discharges before Midday 25% 19.1% Q @
Emergency Readmission rate 8% 9.4% @ @
RTT incomplete performance 92% 50.60% @ @
Elective
. RTT 52+ week waits 0 5429
waits
Diagnostics 99% 60.70% @ @
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Cancer — 62 Day

Oct 22
756

Nov 22
593

The number of patients referred on a cancer 2ww pathway.

NHS|

University Hospitals
of North Midlands
NHS Trust

Oct 22
2984.0

Nov 22
3332.0

Target

N/A
Background

The percentage of patients waiting over 18 weeks for
treatment since their referral.

2ww referrals - UHNM

T rrrTrrr T rr e e e e e NN NNNNNNNNNNNNNNNNNNNNNNN
e N A A A
FTIPD U N OO N D OPP OO rrNAr AN A IIDN D HNOORRNDIBSOSSS N
LLRLRLLQLRLLLLRRLRLR T o 9990999 RLRRLRLRLLL C oo oo
TAAOCC AN r R AN S IR TR NCH P OO OO AN DI NSOSIR S TONSSAN B
CrOor®rArdoNCrOrH-rAriONONONS-rOrArN-~AONS-Or®rarA
Mean === Performance = e Process limits - 30 Mean e Performance == = Process limits - 30
®  Special cause - concern o Special cause - improvement e == == e Target ®  Special cause - concern ®  Special cause - improvement == == e= e Target

3,500

3,000

2,500

2,000

1,500

1,000

Cancer 2WW referrals seen < 14 days - UHNM

Target
Background

% patients referred on a cancer 2ww seen by a specialist
within 2 weeks of referral from GP

Oct 22
78.4%

Nov 22
91.8%

Variation

Dec 22 Dec 22

100.0%

90.0%

80.0%

70.0%

60.0%

50.0%

40.0%

Cancer Wait times Rapid access referrals - UHNM

heeeeeeseere2gggESSananaa YRRy
5523353528353 8823§35283§33283532
Mean === Performance = e= Process limits - 30
®  Special cause - concern ®  Special cause - improvement == == == e Target

60

2ww First Seen 93rd Pecentile - Colorectal - RS & County

09/01/22

06/02/22
20/02/22
06/03/22
20/03/22
03/04/22
17/04/22
01/05/22
15/05/22
29/05/22
12/06/22
26/06/22
10007/22
24/07/22
07/08/22
21/08/22
04/09/22
18/09/22
2/10/22
6/10/22
30/10/22
13/11/22
27/11/22
1112/22
25/12/22

S =
Mean =@ Performance == == Process limits - 30

Special cause - concern ®  Special cause - improvement = = = = Target




Referral To Treatment

NHS|

University Hospitals

of North Midlands
NHS Trust

Variation Assurance
RTT Incomplete Pathway Performance - UHNM
100.0%
ettt
80.0%
Target Oct 22 Nov 22 Dec 22
S.6%  S37%  50.6%
Background
60.0% . ,
The percentage of patients waiting less than 18 weeks
50.0% for treatment.
What is the data telling us?
40.0% inei i i
5900099059000 000000000 e e ettt ruNNNNNNNNaaw | |Steady decline in performance since the pandemic
B iraeanrgia RN ONNONARNTTRRRATEaANARISSTTY ] |began
82535585558 2285375858582285355858582285388828| P
Mean =@ Performance == = Process limits - 30
®  Special cause - concern ®  Special cause - improvement e === Target
RTT Incomplete Pathways - UHNM
83,000
78,000

73,000
68,000
63,000
58,000

53,000

48,000

43,000

38,000

N
=
(5]
K}
Mean =g Performance = = Process limits - 3o
[ ] Special cause - concern [ Special cause - improvement = == e = Target

Delivering Exceptional Care with Exceptional People




Diagnostic Standards

Diagnostic waiting times performance - UHNM

NHS|

University Hospitals
of North Midlands
NHS Trust

Variation Assurance

93-00/0 -—" -— -— -— -— -— -— -— -— -— -—

83.0%

65.9% 62.9% 60.7%

63.0%

Background

53.0% The percentage of patients waiting less than 6 weeks for the

diagnostic test.

43.0% - -

What is the data telling us?

33.0% The diagnostic performance has shown normal variation
DR RXR22222223 Q3R R3FrTIYNIINN til March 2020. Waiting ti f
I N T T upu!'ll arc ..allnglmesperorm:?\nce
Z5=2ss0z5=23"0z5=2s5s"0z25=23"0z25=235"0n2z continues to reduce, with the number of patients

Mean === Performance = = Process limits - 30 waiting longer than 6 weeks for their test continues to
®  Special cause - concern ®  Special cause - improvement e = e e Target increase.
Diagnostic breaches - UHNM
14,000
12,000
10,000
8,000
6,000
4000 - e on an an e e an o am e e -
2’000 -— -— -— -— -— -— -— -— -— -— -— -— -—
0
l\l\l\l\l\wwoowcocommmmmmoooooo—v—v—v—v—v—C\l&INNc\lN
- - T T - T e ESfF AT A N NAAAAANNNNN NN NN N NN
5 C OB QO O 5 €S OO0 9O 9 5 ©C OO0 QO 9 5 € OO0 9O 9 5 < OoOop O 9 5 < ot 9
2320822323882 32388L&325822325882232388
Mean =g Performance e e Process limits - 30
[ ] Special cause - concern [ ] Special cause - improvement = == e = Target
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UHNM Benchmarked
Performance

Contents
1. Quick guide

» Understanding the Tables

» Understanding the charts
2. Urgent Care 4
3. Cancer 11
4. Referral To Treatment 14

. . 1 I' ;.

5.  Diagnostics U ¢ /1 »
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UHNM Benchmarked
Per f ormance — understanding the Tables

Which specific KPI is
being looked at?

NHS|

University Hospitals

of North Midlands

NHS Trust

Period Target <& SPC

¥ Key Performance Indicator
A&E - 4 Hour Standard

Apr 22

ASKE - DTA to Admission >4 Hours Apr 22

ABE - Left Without Being Seen
ABE - Time to Initial Assessment

/ &E - Time to TreatrnE“t/y

Mar 22
Mar 22
Mar 22

Latest data published
for national / peer
benchmarking

What Percentile
is my Trust in?
100 = best

1 = worst

quartiles are
colour coded
also

95.00% 625% L 19 o |
10.00% 369% (= 52
500% 86% 0 17
150 90 & 61
600 1060 (5 35

Is UHNM seeing special
cause variation?

Blue = Improvement
Orange = Deterioration

The same methodology
as used in the IPR
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UHNM Benchmarked sty b

of North Midlands
Per f ormance — understanding the Charts

NHS Trust

UHNM and 4 differing peer groups for comparison

The chart allows us to compare UHNM performance (black line) with four different peer
groups. These groups are listed below;

Default Min 80.0%

I K" % I ' niversity Hospitals > My Trust
- . b ) Morth Midlands
ﬁ P \\ Fi)
Es - : = \\ _—a Vi g
g - e R s Bl mecommendea »  Arecommended group of Trusts based on combination of
§ : -0 % 4 5 B ;| size, finance and activity (used in Model hospital/HED)
o " - \‘1/ . W
§. 60% . N 3
s 5 = 5 N o By - BN Requirss Improvement 3 All Trusts with a CQC rating of Requires improvement
5 55% ’
5 Rzgion »  All Local Trusts within the region (Midlands and East)
B T=zching »  All Teaching hospitals
R ety o it N Cusrn B S ket e e
Each different colour line The bars are UHNM’s The selected Trusts for “recommended”; I
represents a different group National ranking over time

. - Recommended
of Peers. These relate to the and correspond to the right

left hand axis. hand axis number. . University Hospitals Coventry and Warwickshire NHS Trust

. University Hospitals of Derby and Burton NHS Foundation Trust
. Nottingham University Hospitals NHS Trust

. University Hospitals Birmingham NHS Foundation Trust

. University Hospitals of Leicester NHS Trust

. Sheffield Teaching Hospitals NHS Foundation Trust

. Lancashire Teaching Hospitals NHS Foundation Trust

. East Kent Hospitals University NHS Foundation Trust

. York & Scarborough Teaching Hospitals NHS Foundation Trust

. East Suffolk and North Essex NHS Foundation Trust
. South T, it undation Tru
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University Hospitals
of North Midlands

NHS Trust

Urgent Care - 4 hour standard

Key Performance Indicator

¥ Key Performance Indicator ¢ Period Target % SPC* ABE - 4 Hour Standard Rankmg ‘ Commentary

A&E - 4 Hour Standard Nov22 95.00% 63.0% (O 33

A&E - 4 Hour Standard (Type 1) Nov22  950% 43.2% O 11 95% ATy 100
A&E - 4 Hour Standard (Type 2 ... Nov22  95.0% 94.8% O 31 9% %
A&E - Conversion Rate Nov22 250% 224% © 31 &g } i
A&E - DTA to Admission >12 H.. Nov22  00% 187% @ 22 E o 0
A&E - DTA to Admission >12 H.. Nov22 00 9470 @ 5 ? 80% ?0
A&E - DTA to Admission >4 Ho... Nov 22 10.00% 344% () 58 é 75% Zg
A&E - Left Without Being Seen  Oct 22 500% 0.0% © 100 ?

A&E - Reattendance Rate QOct 22 50% 96% © 12 ﬂ L :3
A&E - Time to Initial Assessment Oct 22 150 9.0 © 63 4 65% 0
A&E - Time to Treatment Oct 22 60.0 - © - 60% 0
A&E - Total Time in A&E Oct 22 160.0 187.0 0 &2 H\\Q; 9 q ‘\NQ] \@ 2 dta Q9 Q Q () q’() q? r{’\ N ‘.{(\ N fl'r\ r{}, rf}/ n’," :{(y r{), H\r{},
A&E - Total Time in A&E (Admit.. Oct22 1800 - (O - ORI A ga & '5* 3‘5 O R Y Fe ¢ SYLe _
A&E - Total Time in A&E (Non-... Oct22 1400 1680 © 63 & I University Hospitals North Midlands [ Recommended [ Requires Improvement Region [ Teaching % Rank

* UHNM 4 hour performance is below the three peer\
groups selected.

* The divergence from peer happened around May
2019 (pre pandemic) with the impact of Covid then
widening the gap from peers.

* Since March 2022 UHNM have seen improvement in
the 4 hour performance whilst pees remain on a
downward trend, however since September UHNM
are also seeing the same deterioration as all other

peers. /
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University Hospitals
of North Midlands

NHS Trust

Urgent Care - Initial Assessment

Key Performance Indicator

¥ Key Performance Indicator ¢ Period Target <2 SPC+

ABLE - Time to Initial Assessment Ranking SPC Commentary

A&E - 4 Hour Standard Nov22 95.00% 63.0% © 33
A&E - 4 Hour Standard (Type 1) Nov22  95.0% 432% (O 11
A&E - 4 Hour Standard (Type 2 ... Nov22  95.0% 94.8% (O 31 . 18 i 100
A&E - Conversion Rate Nov22  250% 224% © 31 g 5 *\ » ’,'ﬂ.‘ Jdrﬁ.‘ ! %
ABE - DTA to Admission >12 H.. Nov22  0.0% 187% @ 22 & ) ,": -‘—’,\hr-‘q\ J" AT ,’. N - g e
A&E - DTA to Admission =12 H... Nov 22 00 9470 ® s ﬁ ‘ i \* . ;2
A&E - DTA to Admission >4 Ho... Nov22  10.00% 344% (® 53 :g i
AB&E - Left Without Being Seen  Oct 22 5.00% 0.0% © 100 :; W
A&E - Reattendance Rate Oct 22 50% 96% © 12 E 0
A&E - Time to Initial Assessment Oct 22 150 90 © 3 F 20
A&E - Time to Treatment QOct 22 60.0 - © - E;J 10
A&E - Total Time in A&E Oct 22 160.0 1870 (& 62 % 0
A&E - Total Time in A&E (Admit.. Oct22 1800 - © - é& U@ 0»9 Qﬁ QQ' Q“?J \\“) 0@ Qq? Q\rﬁ’ Qq? c;\? (}rﬁb GqS-‘ Qq',\ \q’,‘ fo,\ qrb“ (}q} Uq“; Qq? irﬂf {:{." c;f}’ &r{}
AGE - Total Time in ABE (Non-~. Oct22 1400 1680 © €3 |, TFEFEY T FEFYFFTFERY YT FEFY O
-University Hospitals North Midlands I recommended (I Requires Improvement Region -Teaching % Rank

4 )

* UHNM have maintained the time to initial
assessment under 10 minutes

* In October UHNM performed better than all
other peer groups

\{ J
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University Hospitals
of North Midlands

NHS Trust

Urgent Care — Time to Treatment

Key Performance Indicator

¥ Key Performance Indicator % Period Target % SPC% A&E - Time to Treatment Ranking : Commentary
A&E - 4 Hour Standard Oct 22 95.00% 64.2% () 35 5 P
A&E - 4 Hour Standard (Type 1) Oct 22 95.0% 44.7% O 17
A&E - 4 Hour Standard (Type 2... Oct 22 95.0% 96.0% (O 33 b =
A&E - Conversion Rate Oct22  250% 224% O 27 %0 "
AZE - DTAto Admission >12H... Oct22  00% 204% © 27 70
AE - DTA to Admission >12 H.. Oct22 0.0 10280 ©) 5 E i
ABE - DTA to Admission >4 Ho.. Oct 22 10.00% 375% @ 58 & .
AXE - Left Without Being Seen  Sep 22  5.00% 0.0% (O 100 E 60
A&E - Reattendance Rate Sep 22 50% 102% © 8 é 2 v
A&E - Time to Initial Assessment Sep 22 150 9.0 (O 57 a
A&E - Time to Treatment Sep22 600 780 & 50 i 20
A&E - Total Time in ARE Sep 22 160.0 179.0 0 g3 30 10
A&E - Total Time in A&E (Admi... Sep 22 180.0 413.0 (O 52 20 ;
A&E - Total Time in A&E (Non-... Sep 22 140.0 1580 O 65 AR = T R R . - S . - A, vl o ol A, vl i . SO | R L .

, LS FLP P VLRI F I P TR F I PV RSFE @Y =

I Uriversity Hospitals North Midlands [ S=commended M Requires Improvement Region [N Teaching % Rank

4 )

* Time to treatment pre pandemic was in line with
peers
* In recent months UHNM have seen a decrease.

\ J
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University Hospitals
of North Midlands

NHS Trust

Urgent Care — DTA waits over 4 hours

AE - DTA to Admission >4 Hours Ranking f SPC Commentary

¥ Key Performance Indicator ¢ Period Target %2 SPC+
A&E - 4 Hour Standard Nov22 9500% 63.0% O 33

A&E - 4 Hour Standard (Type 1) MNov22  95.0% 43.2% © 1
A&E - 4 Hour Standard (Type 2 ... Nov22  95.0% 94.8% (U 31

AB&E - Conversion Rate Nov 22 250% 224% O 31
A&E - DTA to Admission >12 H... Nov22  0.0% 187% (& 22
A&E - DTA to Admission >12 H... Nov 22 00 9470 ® 5
A&E - DTA to Admission >4 Ho... Nov22  10.00% 34.4% (3 58

)

A&E - Left Without Being Seen  Oct 22 5.00% 0.0% (< 100

AEE - DTA to Admission >4 Hours

A& - Reattendance Rate Oct 22 50% 96% O 12

A&E - Time to Initial Assessment Oct 22 150 9.0 © 63

A&E - Time to Treatment Oct 22 60.0 - © -

A& - Total Time in A&E QOct 22 160.0 187.0 (9 g2

A&E - Total Time in A&E (Admit... Oct 22 180.0 - © - 0% 0
A&E - Total Time in A&E (Non-... Oct 22 140.0 168.0 (O &3 _3} @ @ h?“ Q) @ @ "LQ’ ﬂEﬁ B 006 O 8 N A A & ag r{J’ 9, ‘{b 9 0 f]}

S A V ¥ Vo
A & & A D g o &' A’ A R AR A AL
\50 3’3‘ \‘(& @@' }“} CQGQ \_‘;0 3’3‘ \s{b \‘.‘.‘@ ‘;0 @QJQ \50 {ﬁ{'\ "‘@ ‘gb 3 fﬂaq \50 \{D‘ ‘k\v é@? '}O c}ﬁ’ﬂ ‘50

- University Hospitals North Midlands - Recommendsad - Requires Improvement Region - Teaching % Rank

f The percentage of patients waiting
over 4 hours from the point of decision
to admit is in line with the Region peer,
but below all other pee groups.

*  Whilst Peers have seen a rise in
patients waiting over 4 hours for a bed,
UHNM and the Region have remained
static since November 2021 around

K 33%. )
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University Hospitals
of North Midlands

NHS Trust

Urgent Care — DTA waits over 12 hours

Key Performance Indicator

¥ Key Performance Indicator ¢ Period Target % SPC*
AB&LE - 4 Hour Standard Nov 22 95.00% 63.0% (O 33

A&E - DTA o Admission >12 Hours Ranking SPC Commentary

©,

A&E - Left Without Being Seen  Oct 22 5.00% 0.0% 100

%

Default Max 0.0%

@

ABLE - Reattendance Rate Oct 22 5.0% 9.6% 12

A&E - 4 Hour Standard (Type 1) Nov22  95.0% 43.2% O 17 0 25% -
A&E - 4 Hour Standard (Type 2 ... Nov 22 95.0% 94.8% (O 37 § i
A&E - Conversion Rate Nov22  250% 224% © 31 A i
A&E - DTA to Admission >12 H... Nov 22 0.0% 187% & 22 -g . ;g
A&E - DTA to Admission >12 H... Nov 22 0.0 9470 & 5 -E i
A&E - DTA to Admission >4 Ho... Nov 22  10.00% 34.4% () 58 E 10% i

0

b

;

g

©,

ABLE - Time to Initial Assessment Oct 22 15.0 9.0 63

A&E - Time to Treatment Oct 22 60.0 -

@
|
(3
o 9
(=
fl=]
&

R N N N N N L A
A&E - Total Time in A&E Oct22 1600 1870 & 62 SEL P YR TPV LTI PV LI TP YRS
A&E - Total Time in A&E (Admit... Oct 22 180.0 - © - I University Hospitals North Midlands [ Recommended [ Requies Improvement Region [ Teaching % Rank

©@

ARE - Total Time in A&E (Non-... Oct 22 140.0 168.0 63

(- Following the peak in the percentage of patients\
waiting over 12 hours from the point of DTA
early 2022, performance during the middle of
the year dropped to the same levels as peer
groups.
* Over the last two months this has increased
\ again and UHNM is now higher than all peers. )

Delivering Exceptional Care with Exceptional People

ODQODOE



Urgent Care — total time in ED

Key Performance Indicator

¥ Key Performance Indicator

A&E

A&E -
A&E -
A&E -
A&E -
A&E -

A&E

A&E -
A&E -

A&E -

A&E -
A&E -
A&E -
A&E -

% Period Target % SPC*

- 4 Hour Standard Nov 22 95.00% 63.0% (L 33
4 Hour Standard (Type 1) Nov22  95.0% 432% O 11
4 Hour Standard (Type 2 ... Nov22  95.0% 94.8% O 31 g
Conversion Rate Nov22  25.0% 224% (U 31 E
DTA to Admission =12 H... Nov 22 00% 187% (® 22 E
DTA to Admission =12 H... Nov 22 0.0 9470 ® 5 ;
DTA to Admission >4 Ho... Nov22  10.00% 34.4% () 58 E
Left Without Being Seen  Oct 22 500% 0.0% © 100 I'ﬁ
Reattendance Rate Oct 22 50% 9.6% (© 12 <
- Time to Initial Assessment Oct 22 150 9.0 © &3
Time to Treatment Oct 22 600 - © -
Total Time in A&E Oct 22 160.0 1870 ® 62
Total Time in A&E (Admit... Oct 22 180.0 - © - b
Total Time in A&E (Non-... Oct 22 140.0 168.0 (2 63

\

Total time in the department pre pandemic was
consistently below peer, however since May
2020 UHNM have been above Peer

During 2022 UHNM have improved to below
peer levels which was seen pre pandemic.

J
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A&E - Total Time in A&E Ranking SPC Commentary
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University Hospitals
of North Midlands
NHS Trust

Urgent Care - conclusion

Since the last benchmarking pack UHNM have improved in most ED
pathway metrics, whilst there are some that require further
improvement.

Metrics with the greatest improvement:

Key Performance Indicator

¥ Key Performance Indicator Period Target & SPC

- ¢
A8IE - 4 Hour Standard Nov22  95.00%630% © 33 * Time to initial assessment — ranking has improved from 56 in July to
A&E - 4 Hour Standard (Type 1)  Nov22  95.0% 432% O 17 63 in October. UHNM have consistently been better than most
peers.
ABE - 4 Hour Standard (Type 2... Nov22  95.0% 948% O 31 * Total time in A&E — ranking has improved from 56 in July to 62 in
A&E - Conversion Rate Nov22 250% 224% (O 31 October. Since June all peers have deteriorated whilst UHNM have
- improved. Predominantly seen for non admitted patients as this
A8E - DTA to Admission >12 H.. Nov22 ~ 0.0% 187% () 22 ranking has improved from 36 in July to 63 in October and is better
ARE - DTA to Admission 12 H.. Nov22 00 9470 O s than all peers.
A&E - DTA to Admission >4 Ho... Nov22  10.00% 344% (O 58 Area that requires the greatest improvement:
ABE - Left Without Being Seen  Oct22  5.00% 0.0% © 100 . _12 hour waits fqr admitted patients — ranking has fjropped from 41
in August to 22 in November. All peers are following the same
A&E - Reattendance Rate Oct 22 50% 96% (O 12 trend, however UHNM is higher than peers.
AS&E - Time to Initial Assessment Oct 22 150 90 © 63 Additional suggested focus areas:
A&F - Time to Treatment Qct 22 60.0 - ) - * 4 hour performance (Type 1) — performance remains similar to
o August 2022, however UHNM are ranked in the bottom quartile, at
A&E - Total Time in A&E Oct 22 160.0 1870 (® @2 11t All other peers are better than UHNM.
A&E - Total Time in A&E (Admit... Oct 22 1800 - D - * Re-attendance Rate — although this metric has remained unchanged
- since July, UHNM are in the bottom quartile, at 12th. All other peers
A&E - Total Time in A&E (Non-... Oct 22 1400 1680 (© &3 are significantly better than UHNM.
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University Hospitals
of North Midlands

NHS Trust

Cancer

Key Performance Indicator

v Key Performance Indicator < Period Target < SPC< Cancer 2 Week Wait Ranking : SPC Commentary
Cancer 2 Week Wait Oct22 93.00% 78.4% (L 37

Cancer 2 Week Wait Breast Sym... Oct 22 93.0% 97.1% O 72 100%
Cancer 31 Day First Treatment Oct22  96.00% 87.2% O 14
Cancer 31 Day Subsequent Trea... Oct22  96.0% 866% © 17 _ °
I
Cancer 62 Day All Sources Oct22  85.00% 58.1% (L 24 2 80%
x
Cancer 62 Day Consultant Upgr... Oct 22 85.0% 77.9% (0 56 2
Cancer 62 Day Screening Oct22  90.0% 724% O 48 E L
Cancer Sub Treat Drugs Qct 22 96.0% 100% © 100 8 50%
E Fi
Cancer Sub Treat Radiotherapy  Oct 22 96.0% 91.7% © 132 8
50%
/ \ 40%
%%%Q%QQQQQQQQQ'\N\ " Yoo D 4
CCICE N I N
* UHNM have seen 14 day performance ol R Y S QQ & gaq’ qq’ §q’ a"?{ § Q’ A @q' Qq’ \,(3’ \\9{" &t
: » &’ @ ® Ooqvvvooqvﬁs Ffed TP
deteriorate at a greater scale than it’s peers B
7 -Universily Hospitals North Midlands -Recommended -Requiieslmprovement Region -Teaching % Rank
since July 2021.

* October 2022 has seen a much improved 14
day position at 78.4%. As a result UHNM have
moved out of the lowest quartile to position
37.

& )
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Cancer

¥ Key Performance Indicator

@ spct

Key Performance Indicator

¢ Period Target

NHS|

Hospitals
Midlands

NHS Trust

Universit
of Nort

Cancer 62 Day Classic Ranking SPC Commentary
Breast Cancer Oct 22 85.00% 609% (L 25
Cancer 62 Day Classic Oct 22 85.00% 458% L 15
90% 100
Lower Gastrointestinal Cancer Oct22  85.00% 133% O 13 f Default Min 85.00% %
Lung Cancer Qct 22 85.00% 526% (U 59 o 30
(]
Other Cancer Oct22  8500% 463% © 33 & &
) 9 60
Skin Cancer Oct 22 85.00% 395% L 8 § .
Urological Cancer Oct 22 85.00% 526% © 44 @ 40
&
0 30
&
Q 20

* Deterioration has been seen across all peer

$ % 2 2 92 2 92 9 N D H H H /A A NN KN KN g0 00 0

NN N RS NN N NS RS % %S %Y Y % S Y Y

e LS. ¢ T ST R R AP A R « S« N (. « P AN o SR S R, « P WA N Y

\ . & F & S PO FERYIPIFEIYITTFERY F0O
-University Haspitals North Midlands -Recommended - Requires Improvement Region -Teaching % Rank

groups since April 2021 with UHNM seeing this
more dramatically from August 2021

* UHNM remain in the lowest quartile for the 62
day performance.

J
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Cancer

Key Performance Indicator

¢ Period Target % SPC$

¥ Key Performance Indicator

Cancer - 28 Day Faster Diagnosis

FDS Acute Leukaemia
FDS Brain Tumours
FDS Breast Cancer
FDS Breast Symptoms
FDS Children's Cancer

FDS Gynaecological Cancer

FDS Haematological Malignanci...

FDS Head & Neck Cancer

FDS Lower Gastrointestinal Can...
FDS Lung Cancer

FDS Missing or Invalid

FDS Other Cancer

FDS Sarcoma

FDS Skin Cancer

FDS Testicular Cancer

FDS Urological Malignancies

FDS Upper Gastrointestinal Can...

Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22
Oct 22

75.0%
75.0%
75.0%
75.0%
75.0%
75.0%

75.0%
75.0%
75.0%
75.0%

75.0%
75.0%
75.0%
75.0%
75.0%
75.0%

=
o
')
L
75.0% 463% ©
oy
o
')
L

553% ©
100% (©
91.9% ©
96.8% (o)
36.4%

31.1%
67.3% (O
17.2%

56.4% (0

8
100
16
69
4
19
19
24
4
16

80
12
38

59

Cancer - 28 Day Faster Diagnosis

NHS|

University Hospitals
of North Midlands

NHS Trust

Cancer - 28 Day Faster Diagnosis Ranking frend Commentary

80%

5%

45%

40%

e Default Min 75.0%
. [

A

A A A A A A i3
WP o o % g g

- University Hospitals North Midlands - Recommended - Requires Improvement Region - Teaching

A (R R M T S R W M)
" 0¥ o g @ e e " e 0 e e

% Rank

The 28 Day Faster Diagnosis position has seen a deterioration since February
2022 and is much lower than peers.

UHNM have seen a much greater improvement than peers in October
UHNM remains in the lowest quartile nationally

~
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University Hospitals
of North Midlands

NHS Trust

RTT

Key Performance Indicator

¥ Key Performance Indicator ¢ Period Target & SPC+

RTT 104 Week Breach ot22 0 24 O g RTT Total Incompletes Ranking e Commentary

RTT 52 Week Breach QOct 22 0 4612 ® 10

RTT 78 Week Breach Ot22 0 683 © q9 2000 o
RTT 95th Percentile Admitted W... Oct 22 180 822 B 9 p 70000 zz
RTT 95th Percentile Non-Admitt... Oct 22 180 541 @ 24 % "
RTT Admitted Treatment Within... Oct 22 90.0% 550% © 35 g o000 i
RTT Average (Median) Admitte... Oct 22 90 154 ® 34 E 50000 50
RTT Average (Median) Non-Ad... Oct 22 5.0 82 ® 60 g 40
RTT Average Wait for Incomplete Oct22  7.00 164 @ 16 - o a0
RTT Incomplete 92nd Percentile  Oct 22 - 481 ©® 25 E 30000 e @
RTT Incomplete Pathways With .. Oct 22 25.0% 146% @ 46 RTIRE L F RS SRS E L2 Ak ®
RTT Non-Admitted Treatment ... Oct22  95.0% 71.7% (O 50 e T R N YT Y Y Y R Y Y Y T T T Y '
RTT Total Clock Starts Oct 22 - 14999 © 81 0&'\ Q@bh @J\ YQ&N \J§\ 99@“ 00\\ 0@0\ Qa;vq’ vﬁw 3§q' ?‘Q Oc‘:q' QQ,OW ((@W Y_Q‘n' $ vﬁq' O&n’ Q@é\' anq’ Yg‘q’ 3§q' Q:{Qv O&W "
RIT Total Clock Stops Oct 22 - BINO e b I university Hospitals North Midlands B Recommended I Requires Improvement Region [N Tesching % Ran
RTT Total Incompletes Oct 22 - T1721 B 11

4 )

* Total incomplete pathways have seen significant growth across all peer
groups.

* Although UHNM incomplete pathways continue to grow, these are at a
lesser rate than other peers and over recent months have levelled out
more.

* UHNM remain in the bottom quartile.

\_ J
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University Hospitals
of North Midlands

NHS Trust

RTT

RTT 78 Week Breach Ranking i SPC Commentary

¥ Key Performance Indicator ¢ Period Target &2 SPC%

RTT 104 Week Breach Oct 22 0 24 O | 8

RTT 52 Week Breach Oct 22 0 4612 ® 10 " ;30
RTT 78 Week Breach Oct 22 0 683 © 10 1 %0
RTT 95th Percentile Admitted W.. Oct22 180 822 g g X0 A5
RTT 95th Percentile Non-Admitt.. Oct22 180 541 & 24 E 1000 60
RTT Admitted Treatment Within... Oct 22 90.0% 55.0% (U 35 § 800 50
RTT Average (Median) Admitte... Oct 22 90 154 ® 34 z £00 i il 40
RTT Average (Median) Non-Ad... Oct 22 50 82 © &0 E - BT (e S “H’.'——.——|__:_Ih-_-.‘_:,--—-l-':-—-—l-.h_. &1
RTT Average Wait for Incomplete Oct 22 700 164 @ 16 . e e .. _.D_ef_ayr:Max 20
RTT Incomplete 92nd Percentile  Oct 22 - 481 ® 25 - B Al e o e It ST AR
RTT Incomplete Pathways With ... Oct22  25.0% 146% (O 46 . g
RTT Non-Admitted Treatment ... Oct22  95.0% 71.7% © 50 w‘q'\ ‘wq’\ 300?’\ 50‘1\ 5,\;%1\ 5291\ 05\1\ ‘;oﬂ\ 0801\ 3@07’1 @017' \5@‘?} ;\Q‘ﬂ Mq} p“ﬂ' 5\\‘1‘1 Nﬁrﬂ' 53917' 00‘7’1

RTT Total Clock Starts Oct 22 - 14999 © 81 P I University Hospitals North Midlends I Recommended [ Requirss Improvement Region [ Teaching % Rank
RTT Total Clock Stops Oct 22 - 13111 © 85

RTT Total Incompletes Oct 22 - 77,721 ® [ 11

» 78 Week waits are reducing across all peer groups with the exception to “Recommended”
* The reduction at UHNM has been at a greater rate since January 2022 than other peers
* UHNM remain in the bottom quartile
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University Hospitals
of North Midlands

NHS Trust

RTT

¥ Key Performance Indicator ¢ Period Target %2 SPC% RTT Total Clock Stops Ranking Irend SPC Commentary
RTT 104 Week Breach Oct 22 0 24 © | 8

RTT 52 Week Breach Oct 22 0 4612 ® 10 16000 . 100
RTT 78 Week Breach Oct22 0 683 © (10 16000 iy %
RTT 95th Percentile Admitted W... Oct 22 180 822 ® 9 § 14000 80
RTT 95th Percentile Non-Admitt... Oct 22 180 541 @ 24 E 12000 ;2
RTT Admitted Treatment Within... Oct 22 90.0% 55.0% (U 35 (83 10000 50
RTT Average (Median) Admitte... Oct 22 9.0 154 © 34 % 8000 40
RTT Average (Median) Non-Ad... Oct 22 50 82 B 60 E i 30
RTT Average Wait for Incomplete Oct 22 700 164 @ 16 i &8 “
RTT Incomplete 92nd Percentile Oct 22 - 481 © 25 & 4 ;O
RTT Incomplete Pathways With ... Oct22  25.0% 146% (5 46 \& G\% 20 9 9 \DJ @ Q S R P W9 Q AN NN \r\:‘ cfl:‘ o [{} & ‘:&
RTT Non-Admitted Treatment ... Oct22  950% 717% (O 50 FEEISTLEEL S ;S! \“ & VSP § PSS

RTT Total Clock Starts Oct 22 - 14999 © 81 K I Urniversity Hospitals North Midlands [ Recommended - Requires Improvement Region [N Teaching % Rank
RTT Total Clock Stops Oct 22 - 13111 © 85

RTT Total Incompletes Oct 22 - 77721 @ |11

* RTT total clock starts and stops are in the upper quartile showing the volume of demand and throughput at UHNM is high
* UHNM are seeing a gradual increase in the number of clock stops
*  UHNM continue to remain in the middle of all peers.
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University Hospitals
of North Midlands

NHS Trust

Diagnostics

Key Performance Indicator

v Key Performance Indicator ¢ Period Target 42 SPC% Diagnostics - 6 Week Standard Ranking Trend SPC Commentary
Audiology Oct22  100% 04% © 79

Colonoscopy Oct 22 1.00% 447% (2 30

Computed Tomography Oct 22 1.00% 03% © 75 0% 100
Cystoscopy Oct22  100% 44% © 75 E 90
DMO1 Waiting <13 Weeks Oct22  100.00%90.1% (O 38 E 80
Diagnostics - 6 Week Standard ~ Oct 22 1.00% 341% (A 25 ] 70
Diagnostics - 6 Week Standard ... Oct 22 99.00% 65.9% (O 25 § &0
Echocardiography Oct22  1.00% 285% (0 45 E 50
Electrophysiology Oct 22 100% - © - u', 10
Flexi Sigmoidoscopy Oct 22 1.00% 427% (5 29 % 20
Gastroscopy Oct22  1.00% 53.0% @@ 12 g 20
Magnetic Resonance Imaging  Oct 22 1.00% 167% (B 32 ﬁ

Neurophysiology Oct 22 1.00% 0.0% © 100 a M
MNon-obstetric Ultrasound Oct 22 1.00% 550% () 4 .
Sleep Studies Oct22  1.00% 223% (0 46 Dﬁ ; é,@ Q«'\q 00@ 00;8 O&\g @0,9 Q\QQS q«@ é\rP 9“9 O(}q? Qﬁ Q?q:‘ YQG’N 6“(]:\ \“s;:\ Oé‘:\ @gri\ é;;{’b Q{D’ o(\r{} 00;{’1‘ Oéq?
Urodynamics Oct22  100% - @ - | SR AR g« ¥ b

-+ v m)
- University Hospitals North Midlands - Recommended - Requirss Improvement Region - Teaching % Rank

(° Performance at UHNM has been better than \
“Recommended” peers

* UHNM have seen a slight improvement over
the last three months, however not as great as
all other peers.

* UHNM remain in the bottom quartile

\{ J
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Workforce Spotlight Report NHS

University Hospitals
of North Midlands

NHS Trust

Key messages

The Trust’s People Strategy 2022-2025 sets identifies the workforce priorities required to support delivery of the Trust’s strategic ambitions, vision and
objectives whilst demonstrating our values in all that we do. To deliver this four key domains of focus have been identified within the strategy.

*  We will look after our people

* We will create a sense of belonging

*  We will grow and develop our workforce for the future

*  We will develop our people practices and systems

Overall, the level of workforce risk remains at ext16 due to the cultural issues highlighted by the brap report, high sickness levels and the impact on
workforce availability. There are measures in place to mitigate risks including a recruitment pipeline

The Cultural Improvement Plan has been updated following a monthly review of progress.

* A paper was presented to Execs in November and approved mandating as core for all staff of their Being Kind e-learning. This was taken to the
Stat/Mand group on 14th December where it was approved and will be going to Quality and Safety Oversight Group (QSOG) for sign off.

Chest and respiratory (which includes Covid) remains top of reasons for sickness absence at 26.2%, closely followed by Anxiety and Stress at 22.0%.
Focusing specifically on Covid related absence by 1 January 2023 covid-related absences stood at 101, which was 12.11% of the 834 open absences. This
is 1.6.% increase on same time the previous month.

The National Staff Survey 2022 closed November, and the final response rate was 33.24% putting the trust under average response for an acute setting of
45.55%. The Staff Voice trust survey for December received a total of 207 submissions providing an overall engagement score of 6.59.

For Performance Development Reviews (PDR’s), divisions continue to report that due to increasing operational pressures, management time has been
reduced and alongside reported high levels of sickness absence and vacancies. Divisions have been asked to review key issues and actions to work towards
meeting target. The current PDR policy is under review and meetings are taking place with key stakeholders to understand what improvements can be
built into the process to drive compliance and making the process enhance employee experience.

As part of the monitoring of the reduction to agency spend, divisions were asked to present an update on their action plan to reduce expenditure to
Executive Workforce Assurance Group (EWAG).

Chartered Society of Physiotherapists (CSP) Industrial action will take place on the 9 February, our EPRR team continue to plan for any action that takes
place.

Delivering Exceptional Care with Exceptional People




Workforce Dashboard rivarsity HD

of North Midlands

NHS Trust

Metric Latest Variation Assurance

Staff Sickness 3.4% 6.71%

Staff Turnover 11% 10.34%

Statutory and Mandatory

. 95% | 93.02%
Training rate

Appraisal rate 95% | 79.54%

Agency Cost N/A 4.65%

Delivering Exceptional Care with Exceptional People O@
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Sickness Absence

In month sickness rate - UHNM
8.0%

6.0%————————————.—
50% ’ “ = D ————————
o Qs N g QS Npmgp TN

NHS|

University Hospitals

of North Midlands
NHS Trust

Variation Assurance

Background
Percentage of days lost to staff sickness

Target

3.0%
What is the data telling us?
2.0% . . .
T E e R R N R R R 2P PSS SRS S a N RS NN Sickness rate is consistently above the target of 3.4%.
553883553588 2538283 25388252588 253888253882
Mean Performance === === Process limits - 3o
L ] Special cause - concern L] Special cause - improvement == = = = Target
Summary Actions
(12 lative Absence FTE %) . . . .
Divisional il u -zz-zz May-22 Juk-22 | Aug-22 | Sep-22 | Oct-22 | Now-22 The focus remains on managing areas of hlgh 5|ckness, and
Sl _ continued daily monitoring of sickness absence rates:
205 Central Functions 3.33% 380%| 383% 389% 413%| 413% 411%| 419%| 421%| 420% 3.74%| 3.71% 3.85% 1 .. L . .
205 Women's, Children's & Clinical 5.25%| 5.20%| 529% 553% 5.88% 504% 5.97%| 6.03%| 6.07% 625% 6.35% 6.29% 6.32% For the Medicine division Sickness absence continues to be
Support Services + H . H
205 Estates, Facilities and PFI Division 5.25% 5.13%| 526% 5.56% 581% 5.75% 5.76%| 5.85% 5.08%| 6.04% 6.20%| 6.22% 6.15% + monitored at monthly directorate performance reviews.
205 Medicine and Urgent Care 535% 6.01%| 614% 633% 656% 664% 667% 676% 6.82%| 6.85% 6.94% 686% 690% 4 H P H
205 Division of Netwark Services S a6a%| 478 456% 53] 47 560 589 sait| 5786 57a% sk 580% + Sickness assurance meetings took place in December
i(:;icna\\lli::z of Surgery, Theatres and 4.50% 6.46%| 6.57% 6.75% 7.02%| 7.18% 7.30%| 7.45%| 7.39%| 7.31%| 7.30%| 7.20%| 7.12% . Surgery DIVISion saw an Increase in SICkneSS and real tlme
205 North Midlands & Cheshire 525%  n/A| wa| w/Al wA| n/a] wA| n/a] mA| wa| ss7| setw] s.ea% data showed a spike in short term sickness due to CO|d/F|U
Pathology Service (NMCPS) +

For M9, the in-month sickness rate increase by 1.4% to 6.71% (5.24% in November 2022).
Chest and respiratory (which includes Covid) remains top at 26.2%, closely followed by
Anxiety and Stress at 22.0%.

Divisional trajectories for achieving a reduction in Sickness Absence can be seen in the
table above. Many of the Divisions have seen a increase in sickness against the previous
month.

1 January 2023 covid-related absences stood at 101, which was 12.11% of the 834 open
absences. This is 1.6.% increase on same time the previous month.

and Cough and continue to implement a series of
countermeasures.

Network Division have commenced sickness assurance
meetings.

Women’s Children's and Clinical Division have had successful
been implemented across all areas with higher levels of
attendance. However, there are a High number of staff on
sickness Stage 2.

NMCPS will be undertaking a deep dive into the short term
absence increase with the help of their People Advisor.

Delivering Exceptional Care with Exceptional People
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Appraisal (PDR) W

of North Midlands

NHS Trust
. Variation Assurance
Appraisal rate - UHNM
100.0%
95.0% oo oo o i -------------------------------------------
90.0% OB w
' Target Oct 22 Nov 22 Dec 22
5 _ Background
80.0% f ’. ® a Percentage of Staff who have had a documented appraisal
75.0% o ~. w
@ .. % What is the data telling us?
oo T T The appraisal rate is consistently below the target of 95%.
% 5 g § 3 §§ g S § 3 G% Zg & g § 3 (;% % g S § 3 (%Zg 5 g § 3 L% % Note: Completion of PDRs was suspended during covid-19 unless
Mean Performance == == Process limits - 3¢ there was capacity to complete them.
° Special cause - concemn [ ] Special cause - improvement == == == = Target

Summary Actions
At 31 December 2022, the PDR Rate increased marginally to 79.5.% (78.5% at 30 The focus on ensuring completion of PDRs is continuing
November 2022). with:

Medicine Division are having weekly updates reports on
This is the 2nd month that has shown a small upward trend; however, this figure still sits compliance and details are being circulated to all
below the overall target and divisions have been asked to review key issues and actions directorates.

to work towards meeting target. Indicative trajectories have been provided. Surgery Division are undertaking a management time

required project.

The current PDR policy is under review and meetings are taking place with key In Network Division a dedicated weekly PDR compliance
stakeholders to understand what improvements can be built into the process to drive hotspot and assurance meeting is being held. Continuing
compliance and also making the process enhance employee experience. go, look, learn approach to support on ESR upload.

Women'’s Children's and Clinical Division are having Staff

engagement plans being brought to DWAG to be reviewed.
All Divisions are arranging for proxy access to be setup as a
support mechanism for uploading completed PDRs on ESR.
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Statutory and Mandatory Training ey st

of North Midlands

NHS Trust
Mandatory and Statutory Training - UHNM Variation LEETEINED
Target Nov 22
95.0% 92.8%
Background
Training compliance
87 0%
85 0%
What is the data telling us?
83.0%
R R N e T SR R At 93%, the Statutory and Mandatory Training
28 =232 38==2"228238==2"828=2"2adz238=2=273482 L.
Mean Performance . — Process imits. 30 rate is just below the Trust target for the core
L] Special cause - concern L ] Special cause - improvement == == == =Target training modules
Summary Actions
The Statutory and Mandatory training rate at 31 December 2022 was 93.0% We continue to raise the issue of compliance with

(92.8% at 30 November 2022).This compliance rate is for the 6 ‘Core for All’

Divisions and communicate to staff the need to
subjects only.

complete statutory and mandatory training.

Competence Name |Assignment Count Required Achieved

Compliance %
205| MAND | Security A EY 11016 11016 10239 92.95% . . . . .
e : Compliance is monitored and raised via the
NHS | CSTF| Equality, Diversity and Human Rights - 3 Years | 11016 11016 10231 92.87% Lo, .
NHS|CSTF| Health, Safety and Welfare - 3 Years | 11016 11016 10279 93.31% Divisional performa nce review process.
NHS | CSTF|Infection Prevention and Control - Level 1 - 3 Years| 11016 11016 10257 93.11%
NHS | CSTF| Safeguarding Adults - Level 1-3 Years| 11016 11016 10297 93.47%
NHS | CSTF|Safeguarding Children (Version 2) - Level 1- 3 Years| 11016 11016 10131 91.97% The Oliver McGowan Mandatory Training on
. . Learning Disability & Autism is now live and will
Compliance rates for the Annual competence requirements were as follows: J y

be reported separately for 12 months.

Competence Name Assignment Count Required Achieved Compliance %

NHS|CSTF Fire Safety - 1 Year| 11016 11016 9588 87.04%

NHS|CSTF| Information Governance and Data Security - 1 Year| 11016 11016 9609 87.23%
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Workforce Turnover

The SPC chart shows the rolling 12m
cumulative turnover rate.

Turnover rate - UHNM
14.0%

12.0%

R e e

Vacancy Rate - UHNM

o
S

Sep 20
Jan 2
Mar 2
May 2
2
Sep 2
ov 2
Jan 22
Mar 22
May 22
Sep 22
Nov 22

=
3
Performance == == Process imits- 30"

Special cause - concem ®  Special cause -improvement = = = = Target

oow @ L

) 8
s.u%—————-.—wﬂ-w‘—'______

The overall Trust vacancy rate calculated as
Budgeted Establishment. The vacancy rate
is influenced by changes to budgeted

Mean Performance == == Proces:

®  Special cause - concem ®  Special cause - improvement = = = = Target

s limits - 30

establishment for Winter Workforce Plan
and approved business cases, as well as
changes to staff in post.

NHS|

University Hospitals
of North Midlands
NHS Trust

Variation

Assurance

Nov 22
10.6%

Target

Background
Turnover rate

Oct 22
10.8%

What is the data telling us?
The turnover rate for December 2022
remains below the trust target of 11%.

Vacancy rate has increased from 12.5% last
month to 14.17% due to increases in
budgeted establishment.

Summary

The 12m Turnover rate in December 2022 reduced to 10.3% and this the 3" month that this figure has sat

below the trust target of 11%.

The summary of vacancies by staff groupings highlight a small increase in the vacancy rate over the

previous month.

Vacancies at 31-12-22

Budgeted Establishment Staff In Post fte Vacancies Vacancy%  Previous month %
Medical and Dental 1,562.87 1,322.96 239.91 15.35% 13.82%
Registered Nursing 3,616.15 2,976.41 639.74 17.69% 15.53%
All other Staff Groups b,745.96 5,936.12 809.84 12.00% 10.60%

11,924.98

10,235.48 1,689.50 14.17%

The M9 figure of 14.17% highlights an increase in the overall vacancy rate over the previous month.
Although staff in post increased in December 2022 by 7.82 FTE, budgeted establishment also increased by
234.95 FTE, which increased the vacancy FTE by 227.13 FTE overall [*Note: the Staff in Post FTE is a
snapshot at a point in time, so may not be the final figure for 31/12/22]

Actions

Divisional targets for agency ceilings have
been set out and put forward. Divisional
progress reports were presented at the
December and January Executive Workforce
Assurance Group.

Delivering Exceptional Care with Exceptional People
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University Hospitals
Finance Spotlight Report e

Key elements of the financial performance year to date are:

* For the year to date the Trust has delivered an actual surplus of £0.7m against a planned
surplus of £3.3m; this is primarily driven by underperformance against the Trust’s in year
CIP target.

* The Trust incurred £0.5m of costs relating to COVID-19 in month; with £0.4m of this being
chargeable for COVID-19 testing costs. The Trust has overspent by £2.9m against its original
in envelope allocation due to the in envelope funding allocation ceasing after Month 2.

* To date the trust has validated £9.3m CIP savings in year; these schemes have a full year
impact of £5.3m, which presents a considerable variance to the Trust’s recurrent target of
£13.6m which was identified as a key risk in the Trust’s financial plan submission.

* Capital expenditure in Month 9 is £29.4m which is 5.8m behind the plan of £35.1m. Of the
expenditure to date £10.7m is the pre-committed repayment of the PFl and IFRS16 lease
liabilities.

* The cash balance at Month 9 is £97.3m, which is £24.3m higher than plan. Cash received is
above plan due to Capacity and Virtual Ward income received from the ICB.

* The Trust has carried out a forecast for the year based on the actual position at Month 8;
this forecast is for a £6.6m deficit before mitigations and has improved by £2m from the
forecast at Month 7. It is likely that the Trust can deliver a breakeven position for the year
although this is likely to be dependent on further non-recurrent mitigations.

Delivering Exceptional Care with Exceptional People O@ @
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University Hospitals
of North Midlands

Finance Dashboard

Metric Target Latest Variation Assurance

TOTAL Income variable 80.1

Expenditure - Non Pay variable 30.4

|I&E |Expenditure - Pay variable 49.6 i W @

\

)

)
/

»/ ’// ')
Daycase/Elective Activity variable 8,348 Q U
a/ ?‘
Non Elective Activity variable 9,680 N
Activity — —
,/ ,/ 7
Outpatients 1st variable 26,655 U >
/// ?‘
Outpatients Follow Up variable 41,830 A
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University Hospitals
of North Midlands

Income & Expenditure
ncome & Expenditure Summary | ATPUS in Month
haicn 0= 20t m
£m £m £m £m £m
Income From Patient Activities 915.4 76.8 76. 8
Other Operating Income 86.9 (D 1] 65 2 G? 3
mm
Pay Expenditure [507.0] {51 6) (50.2) (450.1) (437.5) 12.6
Non Pay Expendlture (335.0) (28.3) (31.4) {3 1] (251.0) (271.2) (20.2)
esoA | 603 | as | 28 | (@7 | ase | aa6 | (3.9)
Depreciation & Amortisation (33.6) (2.8) (2.8) 0.0 (25.2) (25.3) (0.1)
Interest Receivable 0.3 0.0 0.3 0.3 0.2 1.1 0.9
PDC (8.9) (0.7) (0.7) {0.0) (6.7) (6.7) {(0.0)
Finance Cost [18 1) {1 5] {1 5] {0.0] {13 6) (13.4] 0 1
Other Gains or Losses
‘E--m--m-“‘_-m-
DHSC PPE adjustment
m--m--m-“-m-

The main variances for the year to date are:

* Income from patient activities is £1.5m above plan due to additional income in respect of pass through
devices and drugs for which corresponding additional costs have been noted with non-pay.

*  Other operating income has over performed year to date and this is primarily driven by additional educational
and training income and additional income from the North Midlands and Cheshire Pathology Alliance. Car
parking and research income continue to under delivery against plan.

e Payis underspent year to date by £12.6m which is significantly impacted by the £3.1m release of the premium
element of the annual leave accrual in Month 3. The remaining variance is driven by underspends across
registered nursing and NHS Infrastructure. Within the year to date budget is £2.8m non-recurrent CIP of which
the nursing and NHS Infrastructure elements have delivered.

* Non-pay is overspent for the year to date by £20.2m with the non-delivery of recurrent CIP impacting the
position by £5.3m. On a recurrent basis there is £5.3m of funding for excess non-pay inflation received in
2022/23 which was used to improve the bottom line rather than fund additional costs; this fundlng is
available on a recurrent basis to support expenditure budgets. ;
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Capital Spend

NHS|

University Hospitals

of North Midlands
NHS Trust

Year to Date

| Plan | Acual | Plan | Actual [Variance | Plan | Actual [Variance

PFl lease liability repayment (10.5) (10.5) i (0.9 (0.9 - (7.9) (7.9

Repayment of IFRS16 leases (3.7 (3.7) i (0.3) (0.3) - (2.8) (2.8) - .
Pre-committeditems [ (143 | IR T I T N
PFl lifecycle and equipment replacement (MES/PA(  (3.5) (3.5 (0.2) (0.2) (0.0) (2.2) (1.6) 0.6

PFl enabling cost (0.3) (0.0) - (0.0) (0.0)
m-m-mmmmm
Wave 4b Funding - Lower Trent Wards (5.2) (5.1) (L1) (L1) (4.8) (4.4) 0.4

Project STAR multi-storey car park (6.8) (6.8) (0.7) (1.2) (0.5) (2.4) (2.9) (0.5)

TIF 2PDC (CTS Phase 1) (39) (46) (19 (05 05 (7)) (1) 05

TIF 2 PDC (Day case unit) (0.4) (04) 01y (00 00 (0) (00 01 | .
TIF 2PDC (Women's Hospital) (0.6) (0.3) - . . - - -

TIF 2 PDC (CTS Phase 2) (0.) -

Emergency Department (restatement costs) - - - - - - -

Home reporting breast care - PDC - (0.2) - (0.9) (0.9) (0.2) (0.2) 0.0 °
MRI acceleration upgrades - (0.2) - - - - -
Endoscopy equipment and works - PDCICB allocatic - (0.4) - - - - - -

CT9 enabling and equipment - PDC - (1.2) (0.0) (0.0) 0.0 (0.0) (0.0) 0.0
Frontline digitalisation equipment/ EPR - PDC - (1.2) - - - - -
Diagnostic funding - CT8 and ultrasound (1 4) (1 5) (0.0) (0.0) - (0.0) (0.0) 0.0

PDC iRefer CDS

-m-mmmmm

LIMS (Laboratory Information Management System (0 3) (0.6) (0.0) (0.0) (0.0) (0.3) (0.3)

EPMA (Electronic Prescribing) (0.6) (0.6) (0.0) (0.0) 0.0 (03) (0.3) 0.0
CT7 enabling works (BC 415) (1) (1) o 01 (01 (@) (04 o7
Patient Portal roll out costs (BC 462) (0.5) (0.4) (0.) (0.0) 0.0 (03) (0.1) 0.2
Pharmacy Dispensary (0.3) (0.3) - - - (0.3) (0.3) 0.0
Anaesthetic medical records (Nasstar) (BC 444) (0.1) (0.2) - (0.0) (0.0) (0.2) (0.1) 0.1
Home reporting implementation costs (BC 453) (0.) (0.) - - - (0 1) (0 1) 0.0
Market testing refresh - CRIS/PACS/MRI (0.5) - -

ED ambulance offload enabling ward moves (0.7) - (0 0) (0 0) (0 4) (0 4) (0.0)
chmesvith st inmarehn L nancyear | (9 | (43 | (1) | 03 | (02 | @9 | (19 | 10 |
m-m-mmmmm *
IFRS 16 New Vehicles lease (0.1) (0.) - - - -

IFRS 16 County Theatres TIF1 (IFRS16) (2.9) (2.9) - - - (2.1) - 21
IFRS16 lease additions (incremental impact of IFRS1 - (0.7) - - - -
Lease liability re-measurement (0.2) (0.9) - (0.1) (0.1) (0.2) (0.2) (0.0)
FRs6fundedschemes [ @3 | @0 [ - [y ] 0y [ @2 [y ]| 21|
Donated/Charitable funds expenditure (4.7) (4.6) (0.6) (0.6) . (1.0) (1.0) -
Charityfundedexpenditwe [ (47) | (460 [ (08 | (08 [ - [ (10 | a0) [ - |
overal apital expenditwre [ (530 | (664 [ (59 | (65 | (05 | (50 | (04 [ 53 ]

L Key variances at Month 9 are:
Capital Expenditure as at Month 92022/23 £m .

PFl lifecycle and equipment replacement is £0.6m behind plan due to no
refreshes of MES or PACS equipment having taken place in the year to
date.

The Lower Trent ward scheme is £0.4m behind plan due to contractor
delays, and the opening of the new ward is expected to slip by four
weeks in to January 2023. Project Star is £0.5m ahead of plan as work has
been brought forward, but spend will be in line with plan at the year end.
The TIF County CTS scheme is £0.5m behind schedule with slippage to the
scheme in to April 2023.

The enabling works for CT7 are behind plan and the completion of the
scheme and installation of the equipment has slipped to March 2023 due
to delays, it is anticipated that this will be complete by the year end.

The IM&T infrastructure sub-group has a £0.7m underspend with
slippage on a number of schemes, including the server and SQL upgrade;
data centre utility refresh; firewall deployment; and the diamond linac. A
majority of the underspend is due to the unavailability of staff resource.
Within 22/23 schemes the estates sub-group has a £0.7m underspend
due to slippage on a number of individual schemes, including AHU
replacement; County RO plant; window frame replacements; West
Building wet services replacement; and fire dampeners replacement.,
Medical Equipment is £0.5m ahead of plan due to the delivery of the
monitor fleet replacement programme ahead of schedule and the bi-
plane equipment and enabling scheme is £0.4m behind plan due to
delays on agreement on the scope and costing of the enabling work, this
work will now be undertaken in 2023/24.

The County Theatres TIF1 (IFRS16) scheme is £2.1m behind plan due to
delays in the process and enabling for the modular theatre. The modular
building and lease are expected to be in place and recognised in February
2023.

The purchase of the Children's Outpatient modular for £1.5m is expected
to be completed in January 2023 and should be recognised in Month 10.
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University Hospitals
Balance sheet of North Midlands
NHS Trust

31/03/2022 31/12/2022 I

Balance sheet as at Month 9 mmm Variance
fm

Property, Plant & Equipment 5764 5789 5723  (67) Notel
Right of Use Assets - 173 168  (05)
Intangible Assets 07 169 169 (00
Trade and other Receivables 1.4 4 14 00
ot Non Curent Assts | 5386 | 6146 | 6014 | (1) | |
Inventories 163 158 172 14 Note2
Trade and otherReceivables 416 398 376  (21) Note3
Cash and Cash Equivalents 86 730 9713 243 Noted

ol urentAssets | 1055 | 1S | 521 | &6 |

Trade and otherpayables ~ (116.6)  (107.4) (1253) (17.9) Note5

Borrowings (1.7)  (139) (135 04

Provisions 25 (25 (32 (07) Noteé
otalCurtent Liiites | (1288 | (1238) | (1e20)| (182) | |
Borrowings (257.8)  (259.0) (259.0) (0.0)

Provisions B9 (39 (38 01

o Non Curent it | (616) | 629) | (o28)| 01 |
o Asesmployed | 3626|364 | 3507 | (1) |

Financed By:

Public Dividend Capital 6482 6482 6482

Retained Eamings (437.0) (4332) (4348) (16) Note7
Revaluation Reserve 4 144 143 (0]

o TogayersEquiy | 3526 | 64 | 3507 | {17 ||

Delivering Exceptional Care with Exceptional People

Note 1. This variance reflects slippage of £5.9m in capital expenditure in the revised year to
date capital plan. The remaining variance is due to the timing of PFl equipment replacement
as part of the managed equipment scheme which is funded through the PFl unitary
payment in 2021/22.

Note 2. this variance reflects higher stock balances at Month 9 compared to the 31 March
2022 balances for pharmacy (£0.5m) and interventional radiology (£0.6m). The increase is
partly due to higher stock balances at Month 9 due to the Christmas period and the
replacement of high cost devices in interventional radiology that were previously held at nil
cost due to the funding arrangements.

Note 3.Trade and other receivables are £2.1m lower than plan at Month 9. This is partly due
to a reduction in the level of outstanding invoices on the sales ledger and reflects cash
received relating to the recharge for the pathology alliance.

Note 4. This is mainly due to cash received from ICBs which is £6.4m ahead of plan in the
year to date and reflects funding received relating to capacity and virtual wards from local
commissioners in prior months. Cash received from Health Education England is also higher
than plan and relates to year to date training income and full year funding relating to
Nursing CPD and staff placements. Payments are £9.7m behind plan at Month 9 and reflect
lower than expected levels of payments for general payables, capital expenditure and
payments to NHS Supply Chain.

Note 5. Payables are £17.9m higher than plan due to a number of reasons:

Deferred income is higher than plan partly as a result of £3.7m cash received from
Staffordshire and Stoke on Trent ICB for a number of schemes. The deferred income
balance also includes significant balances relating to Health Education England training
(£5.4m); digital pathology (£2.2m); and high cost devices (£3.9m). General payables are
£9.7m higher than plan in the year to date which reflects the level of invoices outstanding
on efinancials for general payments.

Note 6. Provisions are £0.7m higher than plan due to unforeseen new provisions arising in
2022/23. A case has arisen which relates to a staffing issue and which has a total potential
cost to the Trust of £0.2m. A £0.6m provision is also required for a potential fine from the
Care Quality Commission (CQC) relating to an on-going investigation.

Note 7. Retained earnings show a £1.6m variance from plan and reflect the income and
expenditure position at Month 9. This variance reflects the surplus/deficit position as would
be reported in the Statement of Comprehensive Income within the Trust's annual accounts.
Financial performance shows a variance of £2.6m from plan. This excludes the impact of

donated income, depreciationﬁ@es which shmnce of £0.9m

plan at Month 9.
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Audit Committee Chair’s Highlight Report to Trust Board

2nd February 2023

1. Highlight Report

Matters of Concern of Key Risks to Escalate

The internal audits into Workforce Planning Framework and Framework for Clinical Audit concluded with
partial assurance with a number of recommendations identified for improvement

The Board Assurance Framework highlighted that 2 / 9 risks had increased in risk score reflecting Trust
pressures and mitigating actions to reduce ambulance delays.

An escalation from the Quality Governance Committee highlighted further improvements required in
describing the assurances related to the Care Quality Commission (CQC) actions to ensure these
addressed the root cause of the issue identified

Losses and special payments stood at £472,085 year to date but no themes or trends were identified

4 Single Tender Waivers and 28 Standing Financial Instruction breaches were reported in the quarter
which reflected levels reported previously. The Committee considered the actions being taken to reduce
salary overpayments and a further update was requested to be provided to a future meeting

Positive Assurances t

The internal audit review into Cost Improvement Programme Framework concluded with reasonable
assurance. A further 2 draft internal audits were discussed which were due to be finalised.

The internal audit recommendation tracker highlighted that the majority of actions were on track with
achieving their target date and updates were provided in respect of the 3 remaining recommendations
whereby the target date had been revised

71% of declaration of interest forms had been returned for 2022/23 and the remaining declarations were
to be escalated as required in order to improve compliance by the year end. Positive assurance was also
provided in relation to the timely review of out of date policies, the majority of which were due to be ratified
before the next meeting

The Committee commented on the improved understanding of the Trusts strategic risks as reported in the
BAF and welcomed the work being undertaken to identify mitigation to reduce the risk score towards the
target.

The Committee noted the draft accounting policies, judgements and estimations expected to be utilised
when preparing the 2022/23 accounts as well as the estimates and assumptions used to underpin the
valuation of land and buildings in relation to the Modern Equivalent Asset

External audit progress report highlighted progress against the 21/22 deliverables in addition to the
timescales associated with 2022/23 deliverables. The work already comments in respect of preparing the
annual accounts was welcomed

The Local Counter Fraud Specialist progress report highlighted completion of the conflict of interest follow
up review and the follow up review of mandate/invoice fraud and procurement fraud compliance checklists

Major Actions Commissioned / Work Underway

To ensure good Executive ownership and agreement of actions arising from
internal audit reviews in order to take forward improvements

The Board Assurance Framework would continue to be developed for
Quarter 4, to include mapping and linkages to the ICB BAF risks in addition
to identifying trajectories for risk reduction and clarification of expectations in
terms of describing controls and assurances in line with the three lines of
defence

Completion of a quality assurance map had commenced which would
identify key sources of assurance relied upon for key regulatory / national
obligations

Self-assessment of the new CQC standards was underway

Decisions M

The Committee approved the self-assessment associated with the Code of
Governance and noted the four provisions which had been assessed as
requiring explanation. It was agreed for two of the associated actions to be
further considered by the Nominations and Remuneration Committee

The Committee recommenced policies FO1 Standing Financial Instructions
and FO02 Scheme of Reservation and Delegation of Powers for approval by
the Trust Board

The Committee approved the recommendation to prepare the 2022/23
annual accounts on a going concern basis

The Committee approved the proposed Local Counter Fraud Specialist work
plan for 2023/24

Committee Chair’s Highlight Report to the Trust Board
2nd February 2023

Q@2OO

Delivering Exceptional Care with Exceptional People



Comments on the Effectiveness of the Meeting
e The Committee agreed to consider the schedule of meetings for 2023/24 and to determine which meetings would be held face to face

2. Summary Agenda

. Agenda Item . Purpose . Agenda Item BAF Mappin Purpose

Internal Audit Progress Report
» Workforce Planning Framework
» Bank and Agency (Draft) . .
1. « Digital Strategy Development (Draft) ;’ g’ 4 v Assurance | 9. g';l z%rgglczges and Single Tender Waivers BAF 8 ! Assurance
» Framework for Clinical Audit ’
 Cost Improvement Programme (CIP)
Framework
2. Internal Audit Action Tracker v Assurance = 10. Going Concern Assessment 2022/23 BAF 8 - Approval
Update on Accounting Policies, Critical
3. Corporate Governance Report 4 Assurance = 11. Judgements and Estimation Uncertainty BAF 8 4 Assurance
2022/23
4, Comply or Explain — Code of Governance - Assurance = 12. Valuation of Land and Buildings 2022/23 BAF 8 v Assurance
5. Board Assurance Framework Q3 2022/23 1v Approval 13. Annual Accounts Timetable BAF 8 - Information
6. Issues for Escalation from Committees ! Assurance | 14, External Audit Progress Report BAF 8 v Assurance
Policies for Approval:
FO01 Standing Financial Instructions
7. FO02 Scheme of Reservation and Delegation - Approval 15. | LCFS Draft Work Plan 2023/24 BAF 8 - Approval
of Powers
8. Losses and Special Payments Q3 2022/23 ! Assurance | 16. LCFS Progress Report BAF 8 v Assurance

3. 2022 / 23 Attendance Matrix

\ A Jun Jul

No. Name Job Title

1. Prof G Crowe Non-Executive Director (Chair) |

2. DrL Griffin Non-Executive Director |

3.  Prof A Hassell Associate Non-Executive Director | \
4, Mrs T Bowen

Non-Executive Director \ \

Other Attendees:

Ms N Coombe

External Audit — Grant Thornton \

Mr G Patterson

External Audit — Grant Thornton \

Internal Audit - RSM \ \

Mr A Hussain

Internal Audit - RSM ‘

5
6.
7. Mr M Gennard
8
9

Ms E Sims

10. Mrs N Hassall

. r = ]
LCFS - RSM I
! [ |

Deputy Associate Director of Corporate Governance | \

11. | Mr M Oldham

Chief Finance Officer - ]

12. Mrs S Preston

13. Mrs C Cotton

| |
Strategic Director of Finance . ]
Associate Director of Corporate Governance .| | |

Apologies

2 Committee Chair’s Highlight Report to the Trust Board
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ST Trust Board (Open)
Report Title: Quarter 3 Board Assurance Framework

m_ 8" February 2023
14.

Claire Cotton, Associate Director of Corporate Governance

_
Tracy Bullock, Chief Executive
Purpose of Report

Assurance Papers

ignment with our Strategic Priorities e

O v v v |mpreving
& ' © : :

Tagether
Risk Register Mapping

n/a Please refer to Appendix2 for full list of mapped risks to the Board Assurance Framework na

High Quality

Executive Summa

Situation

This report sets out the Board Assurance Framework (BAF) for Quarter 3, 2022/23. The BAF is being presented to
Committees of the Board in accordance with our Risk Management Policy and Annual Business Cycles for approval
and assurance.

Background

The Strategic Risks contained within the enclosed BAF are mapped to our Strategic Priorities; these risks were
identified by the Executive Team and approved by the Board in March 2022. Each Strategic Risk Assessment has
been reviewed and updated by their Executive Lead and the BAF will be presented to each Committee of the Board
ahead of being presented to the Trust Board.

Assessment

The BAF continues to be developed and improved, in order to increase its usability and effectiveness. When the
Quarter 2 BAF was presented to Committees, it was agreed that a review of target dates and scores would be
undertaken to ensure that this remain realistic; this work has been undertaken during Quarter 3 and is reflected within
the enclosed document. Further work will be undertaken during Quarter 4 to review the strategic risks ahead of the
2023/2024 BAF being developed and also the identification of risk reduction trajectories.

There are a number of key observations to draw out from the updated BAF:

e 7/9 strategic risk scores have remained unchanged (=) when compared to the previous quarter.

e 2/9 strategic risk scores (BAF 1 — Delivering Positive Patient Outcomes and BAF 5 Delivering Responsive
Patient Care) have increased (4\) when compared to the previous quarter. This is largely due to winter pressures
including capacity and actions taken in response to the national focus on minimising ambulance delays.

e 7/9 strategic risks have seen a revision to their target date or target risk score, following the work undertaken this
quarter.

e There has been an increase in the overall number of linked risks on the risk register, with 4/5 seeing an increase
in the number of linked risks scoring extreme; as expected this includes linked risks associated with BAF 1 and
BAF 2.

(ey Recommendations

e The Board is asked to note the observations identified above and the further work planned to continue to develop
the BAF as we move into 2023/24.

e The Board is asked to approve the revised target scores / dates where identified and the revised risk description
for BAF 1.

e The Board is asked to scrutinise the risk scores and determine whether these are an accurate reflection of risk.

1 Q3 Board Assurance Framework
January 2023
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1. Introduction

Situation

The Board Assurance Framework (BAF) is a structure and process that provides a focus for the Board on the key
risks which might compromise the achievement of our Strategic Priorities. The BAF sets out the ‘three lines of
defence’ or key controls which are in place to support delivery of those Priorities and to mitigate risk and it provides an
assurance map, aligned with the work of our Executive Groups and Committees, which the Board can draw upon
when considering the effectiveness of those controls. Where gaps in controls or assurance are identified, action plans
are in place, which are designed to either provide additional assurance or reduce the likelihood or consequence of the
risk identified towards the target, which is based upon our Risk Appetite (Appendix 1).

Background

The strategic risks contained within the 2022/23 BAF were identified by the Executive Team and agreed by the Board
in March 2022; this is an annual process. The BAF continues to be improved in terms of format and function and
during quarter 3, Executive leads have focussed on their target risk scores and due dates to ensure that they remain
realistic; this has resulted in a number of revisions being made and these are summarised below.

During Quarter 4, a broader review of the Board Assurance Framework will be undertaken to identify the strategic
risks as we move into 2023/24. This will include the development of risk trajectories, which was referred to in the
Quarter 2 BAF.

Assessment
There are a number of observations to draw out from the updated BAF for quarter 3; these are summarised as follows:

7/9 strategic risk scores have remained unchanged (=2 ) when compared to the previous quarter. Of these,
3 strategic risks have a revised target date for reduction of risk (see above BAF 3, 8 and 9).

2/9 strategic risk scores have increased (4\) when compared to the previous quarter.

o BAF 1 ‘Delivering Positive Patient Outcomes’ has increased from Extreme 16 to Extreme 20 as a result
of significant winter pressures and the actions taken in response to the national focus on minimising
ambulance delays including Corridor Care and Your Next Patient. The risk description has also been

@ strengthened for this risk.

e BAF 5 ‘Delivering Responsive Patient Care’ has also increased from Extreme 16 to Extreme 20 as a
result of insufficient capacity due to winter pressures and infection prevention restrictions along with
changes in national guidance meaning an inability to step down elective activity to accommodate non-
elective patients.

As agreed during Quarter 3, Executive Leads have reviewed target risk scores and dates to ensure they

remain realistic; this has resulted in the following changes:

BAF 1: Delivering Positive Patient Outcomes — target risk date has been revised from 3/12/22 to 31/3/25
BAF 2: Leadership, Culture and Delivery of Trust Values — target risk score has been reduced to Mod 4
BAF 3: Sustainable Workforce — target risk score has been revised from 30/4/23 to 31/3/24

BAF 5: Delivering Responsive Patient Care — target risk score has been increased to High 12

BAF 6: Delivery of IM&T Infrastructure — target score has increased to High 8

BAF 8: Financial Performance — target risk date has been revised from 30/09/22 to 31/3/23

BAF 9: Research and Innovation — target risk date has been revised from 31/3/23 to 31/9/23

@

5/9 risks have seen an overall increase in the number of linked risks on the risk register:

e 4/5 of these have seen an increase in the number of linked risks scoring Extreme

e As expected, this includes the number of linked risks associated with BAF 1 and BAF 5 which have
increased in risk score overall (as outlined above).

Recommendations

e Committees are asked to note the observations identified above and the further work planned to continue to
develop the BAF as we move into 2023/24.

e Committees are asked to approve the revised target scores / dates where identified and the revised risk
description for BAF 1.

o Committees are asked to scrutinise the risk scores and determine whether these are an accurate reflection of risk.

Key to ‘BRAG’ Ratings

BAF Action Plans — Key to Progress Ratings

On Track Improvement on trajectory, either: GA — ‘On track — not yet completed’ or GB ‘On track — not yet started’
Problematic Delivery remains feasible, issues / risks require additional intervention to deliver the required improvement
I Delayed Off track / trajectory / milestone breached. Recovery plan required.
B BAU Business as Usual
2 Q3 Board Assurance Framework

January 2023
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2. Summary Board Assurance Framework

BAF Risk Title & E‘ g Risk Likelihood (L}, Consequence (C), Score (S) .E" : Action Summary - BAF (B), No. Linked Risks Basurance Moy
Stratesic Priofity = 5 T Giarbeet Gt diaters diatert B Targel Risk and Date On Track (OT), Delayed (D), (-)fl'l:hange from Simmae

@ . R — i il b i o Problematic (F) Previous Quarter) y

- = el N _ (- ] i ooy

OB OCCEESN L lc| s [ule| s Jile| s |ifelsKli[e s No. or| 0 [B no. |iow|mod|mign BN - | ' [ -/
2 & s 0 A O Exilé EECSHENRN Exils BR-EMENRN Ext 20 Med & &

BAF 1 | Delivaring Positive . c * 32 g3npzo0z (@mew 0 g 9% Bp 3 o2 1
Pationt Oulcomes T To be reviewed /‘completed during Q4 for 2023/24 BAF 1/03/2025 @ 03)
s o A2l E 34 Mod &

BAF 2 Leadership, Culture, . . - 2 2 3 D 1= 2% 24 0 3 mn
Daivery b Valiee T To be reviewed /completed during Q4 for 2023/24 BAF 31/03/2024

BAF 3 5 - = 3| 3 [30/04/2023) 1 1= 268 2% ¥ 15 4 5
Sustainable Workforca T To be reviewed / completed during Q4 for 2023/246 BAF 31/03/2024
) 0 A 3 3 XN 3 | 3 GELEN 2| 3 Mod &

BAF & - m > | 23 & = 0= (0> 0% 1z 1 2
System Warking T To be reviewed /completed during Q4 for 2023/26 BAF 31/03/2023

BAF 5 |Dalivark ; ) ) 34 7 W &4 200 B4 v 7 W
E::;::;“é::““ ansve To be reviewed /completed during G4 for 2023/24 BAF 31/08/2023 *

BAF & D . . 5 |7 4 T 24 104 139 3 0| & 3
ﬁl';‘r';::':" ::I:':':‘T To be reviewed /completed during Q4 for 2023/24 BAF 31/03/2024 *
° ° IC ERIEY on 2 IERIEH 1o 2 ERIE iov 12 |_wigns |

BAFT 533 10 [ 1 18 1= 12 3 3
::r':’:'{;“' aan To be reviewed / completed during G4 for 2023/26 BAF 21/03/2023 Ll 5

BAF B ) ) =+ 2|2 3p/09 3 02> ¥ 83 08 7 9| 2
Financial Performance To be reviewed /completed during Q4 for 2023/24 BAF 33?;33;;3222

= 2| 2 3)/03/2023 (6mew
31/09/2023 @ 03)

T
A
.

DOEEEEES Hic: ERER vioh s BN vion s | Mod &
T
A
T

BAF 9 0= 1= 29 09 7 1 o

Research & Innovation

To be reviewed /compleled during Q4 for 2023724 BAF

3. Strategic Risk Heat Map

Impact on Strategic Priorities

BAF 6 BAF7
The circles displayed on the heat map here

represent (by colour) each BAF risk and the
Strategic Priorities that they pose a threat to.

Linked Risks Register Risks by BAF

Likelihood

Impact

BAF1 BAF2Z BAF3 BAF 4 BAF5 BAF& BAF7 BAF8 BAF9

e High Quality is the ‘most threatened’ Strategic Priority, in terms of the number of strategic risks posing a
0 threat to it, 8/9 strategic risks (25%). 4 of these 8 strategic risks are scored as Extreme.
e In addition, BAF 1 ‘Positive Patient Outcomes’ has the second highest number of linked operational
risks on the risk register (68 total) and joint second highest number of linked Extreme risks (13).
e People, whilst threatened by fewer strategic risks — 5/9 (15%), 4 of these 5 strategic risks are scored as
Extreme.
e In addition, BAF 3 ‘Sustainable Workforce’ has the highest number of linked operational risks (105 total)
and the highest number of linked Extreme risks (16).

3 Q3 Board Assurance Framework
January 2023
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4. Board Assurance Framework 2022/ 23

@ _ Delivering Positive Patient Internally Driven v/
BAF 1: |
N Outcomes Externally Driven

Risk Description (STRENGTHENED FOR Q3 2022/23)

Cause
Resulting in poor patient outcomes, including higher than

If systemic pressures across Then our patients will be expected mortality, avoidable patient harm, poor patient
our system continue to wunable to access high quality experience and poor staff experience. This could affect statutory
exceed available capacity care in atimely manner, by the and regulatory compliance across a range of quality metrics,
and resource right increase complaints and litigation and negatively impact staff

availability.

Lead Director / s: Chief Nurse and Medical Director Supported by: Chief Operating Officer
Quality Governance Committee / - . Quality and Safety Oversight
Transformation & People Committee 2CLTUNE G Group

Impact on Strategic Objectives

Lead Committee/s:

i SR, Improving System p
QTJI:?IR v Responsive [N TR | v & v & % Reurea
Yy e Innovating Partners

M_“““m Target Risk Level (Risk Appetite)
Likelihood: 3
Consequence: 2 mggg
mm.m Risk Level: Mod 6

During Quarter 3, services have continued to face considerable pressure as a result of increases in Covid,
GEVNEIRTANE @ Flu, RSV, combined with increased staff absence. The national focus on minimising ambulance delays and
the associated evidence of harm to patients has resulted in the extension of Your Next Patient across
divisions and the introduction of patients being cared for in the corridor of the Emergency Department.

Linked Risks on [N EUA S B Mod 4 - 6 .~ Highg-12  [NNNEXESASINN MECETE

Risk Register: 0 16 39 ¥ 13 A 68 N

Position Statement

What progress has been made during the last quarter?

During the last quarter, risk assessments have been undertaken across all areas for the suitability of them taking additional
patients, SOPs have been developed and implemented for Corridor Care in ED and Your Next Patient. Risk based decisions are
being taken to release beds from and Infection, Prevention and Control perspective.

A review of the integrated discharge function has been arranged; chaired by the Chief Operating Officer. A new dashboard has
been developed which supports a review of all patients with a lower NEWS score. A deep dive of all patients with a NEWS score of
2 or below has been undertaken by the Chief Nurse and Chief Operating Officer. The system has escalated to critical incident level
allowing for additional steps to be taken to manage risk across the ICS. A business case has been approved which enables
maternity to be funded to meet Birth Rate Plus requirements. Further international nurse recruitment has been approved. A
review of medically fit for discharge guidance is underway and acute patient flow A3 is in development with a key focus on
occupancy, length of stay and simple / timely discharge.

Key Controls Framework — 3 Lines of Defence

4 Q3 Board Assurance Framework
January 2023
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o Daily nurse staffing meetings to identify requirements and appropriate escalation of gaps and required support

e  Safer Staffing Tool completion twice daily by Ward staff

e Local processes in place for medical and AHP staff to assess requirements and establishments

e International Recruitment continues to be a source of registered nursing and midwifery recruitment

e Site Safety Dashboard

e Quality Impact Assessments undertaken for change in services regarding additional capacity areas and changes in
establishments

e Senior leadership team in place for each ward and department, with overarching accountability for delivering quality and
minimising hospital acquired harm

e Falls Champion role in each Ward/Department.

8 « Tissue Viability Link Nurses in each Ward/Department
_:3 e Corporate Quality & Safety Team co-ordinate Improvement Programmes for Pressure Ulcers, Falls and VTE
£ o Specific governance arrangements in place for Maternity Services, including compliance with CNST requirements.

e Infection Prevention Team co-ordinate Improvement Programmes for infections, including Sepsis and Nosocomial COVID-
19 infections

e Training Programmes in place for all key harms

e Patient Experience team in place

e  Crude Mortality rates - monitoring and notification from Medical Examiner

e  Monthly Directorate Mortality and Morbidity meetings (M&M) are held to review deaths and discuss cases.

e Risk assessments undertaken at ward level for Your Next Patient and Corridor Care in ED (which have been shared with
the Care Quality Commission)

e Business case agreed for Maternity; service funded to meet Birthrate Plus clinical requirements. LMNS funding
supporting a number of specialist roles.

e 6 monthly nurse staffing establishment reviews to ensure established nursing numbers match acuity

e Birth rate plus staffing assessment for midwifery services

e Validation of pressure ulcers undertaken by Corporate Tissue Viability Team

e Validation of infections undertaken by Infection Prevention/Microbiology Teams

e Datix and Root Cause Analysis (RCA) training available to ensure accurate reporting and investigation of patient harm.

Bespoke sessions arranged within Divisions.

e Root Cause Analysis (RCA) Scrutiny Panels in place for Serious Incidents, Pressure Ulcers, Patient Falls, Venous
Thromboembolism (VTE) and Infections

e Agreed reduction trajectories in place for each patient harm

e Collaborative working in place with CCG representatives regarding harm reduction

e Care Excellence Framework refreshed and review meeting introduced with CN/DCN for any area rated Bronze overall or
with any Bronze domain

e COVID-19 deaths included in the Trust's SJR process to allow for review of care provided to patients and identify any
potential areas for improvement/learning

() e Mortality Review Panel for Definite Nosocomial COVID-19 deaths established by Deputy Medical Director to identify
-5 learning and good practice. Review commenced to identify ward status for inclusion in mortality reviews.
° ¢ Nosocomial COVID-19 Infections subject to RCA and reported to the Infection Prevention Committee
2« A strengthened clinical governance framework including revised Terms of Reference for the Quality and Safety Oversight
Group (QSOG) and Quality Governance Committee (QGC) remains in place. Separate Quality and Safety Oversight
Groups and Quality Governance Committee for Maternity and Neonates.
e ‘High Quality’ identified as a Key Priority Domain for the UHNM Improving Together Programme
e 52 week / 104 day Harm Review Panel process in place with CCG representation. Process currently under review to
ensure robustness.
e Agreed policies and procedures for the management of patients with mental health conditions and / or Mental Health Act
including Standard Operating Procedure for Use of Ligature Knives and Trust Wide Corporate Ligature Risk Assessment
e Policies and Procedures for the Management and care of patients with mental health conditions reviewed and actions
completed and responded to in relation to the CQC Section 29a notice
e Patient Safety Incident Reporting and Learning Plan (PSIRP) Steering Group
e Tendable Steering Group established and reporting to Quality & Safety Oversight Group
e  SOPS approved and implemented for Corridor Care and Your Next Patient.
e Refresh of work stream 2 Acute Patient Flow to focus on reducing length of stay and increasing capacity
e Designated role within corporate nursing team focussing on excellence in discharge
e Registered and regulated by CQC
e Process in place with Commissioners to undertake Clinical Quality Review Meetings (CQRM)
e 6 nominated Patient Safety Specialists participating with development programme by NHSI as part of national NHS
2 Patient Safety Strategy. Induction / Training
=8 o NHSEI scrutiny of COVID-19 cases/Nosocomial infections/Trust implementation of Social distancing, Patient/Staff
N screening and PPE Guidance

e CQC briefed on risk assessment process for Your Next Patient and Corridor Care
e System partners supported the review of patients during December to support discharge
e LMNS scrutiny and sign off of CNST performance indicators

Assurance Map

Saving Babies Lives Care Bundle ! Q2 Infection Prevention Report (C) ! National Inpatient Survey -

5 Q3 Board Assurance Framework
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(C&G)

Q2 Maternity Serious Incident
Report (C & G)

Q2 Maternity Dashboard (C & G) v
Midwifery Workforce Report (C & v
G)

Q2 Perinatal Mortality Report (C &
G)

Neonatal Mortality Action Plan (C) v

Antenatal and Newborn Screening
Programmes Annual Report v
2021/22 (C)

BC-0502 Maternity Safe Staffing in

line with Birthrate Plus® Business v
Case (C)

Maternity Incentive Scheme Year 4 v
(C)

Cardiothoracic Theatre Staffing v
Business Case (C)

Maternity Family Experience Report
(C&QG)

Divisional Quality Updates (G) 1
Divisional Clinical Effectiveness 1
Delivery Plans (G) )

Q2 Mortality Assurance Report (C & G)

M6, M7, M8 Quality & Safety Report (C
& G)

M6, M7, M8 Performance Report (C)

M6, M7, M8 Workforce Performance
Report (C & G)

Q2 Nursing and Midwifery Staffing and
Quality Report (C & G)

Q2 Patient Experience Report (C & G)

Executive Workforce Assurance Group
Report (C)

Executive Quality and Safety Oversight
Assurance Report (C)

Q2 Serious Incident Report (C & G)

Your Next Patient Update & SOP (C &
G)

Resuscitation Annual Report (C & G)
Executive Clinical Effectiveness Group
Assurance Report (C)

Patient Safety Incident Review
Framework (PSIRF) Update & Delivery
Plan (C & G)

Quality Strategy Update (C & G)
Infection Prevention BAF (C)

Care Excellence Framework (CEF)
Summary and Refresh (C & G)

Safer Mobility Ambition (C)

Long Wait Harm Reviews - Option
Appraisal (C & G)

Infection Prevention & Control Group
Highlight Report (G)

Mental Health and Learning Disabilities
Highlight Report (G)

Staffing Related Incidents Update (G)
Clinical Effectiveness Gap Analysis (G)
Medical Workforce Group Report (G)
Clinical Audit Progress Report (G)
Risk Management Panel Highlight
Report (G)

Mortality Review Group Highlight
Report (G)

Patient Experience Group Highlight
Report (G)

Patient Safety Group Highlight Report
(G)

Quality Impact Assessment Report (G)
MCA and DoLS Audit (G)

Results 2021 (G)

Care Quality Commission
Action Plan & Section 29 A
Notice (C)

Letter from NHS E, Reading
the Signals East

Kent Report (C)

Other Assurances (assurances received by the Committee annually / bi-annually / ad hoc)

Pressure Ulcer Review (C) !

Nursing Vacancies (C) !

Emergency Department Medical
Workforce Update (C)

Neonatal Intensive Care Unit
Mortality Report (C)

Midwifery Continuity of Care Vo
Update and Action Plan (C & G)

Q1 Obstetrics & Gynaecology !

Nurse and Midwifery Staffing
Establishment Review (C)

Maternity Quality & Safety Oversight
Group Assurance Report (C)
Infection Prevention, Vaccination &
Sepsis Team Annual Report (C & G)

Never Events Review (C)

Annual Plan 2022/23 (C)
Quality Strategy (C)

1 v

v

1

v

v
7
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Quality Performance Report (G)
Sepsis Deep Dive (C)
Readmissions Analysis (C)
Overview of Pressure Ulcer Serious
Incident Cases (C & G)

Ockenden Final Report (C)

52 Week Breach Assurance Report
(€)

BC-0436 Specialised Decisions
Unit Business Case (C)

BC-0477 NICU Nurse Staffing
Establishment RSUH (C)

Expansion in Foundation Posts
Business Case (C)

Maternity Services Assurance Map
(€)

Q1 Ockenden Insight Visit Report
and Action Plan (G)

Obstetric Consultant Ward Round
Audit (G)

Q1 ATAIN (G)

Maternity Patient Story (C)

My Pregnancy Notes (C)
BC-0451 Oncology Clinical
Workforce Business Case (C)
Falls Deep Dive (C)

Gaps in Control or Assurance

What are the gaps to be addressed in order to achieve the target risk score?

Recruitment to business cases identified following the establishment review and winter plan
Conclude the review of the complaints process

Conclude the review of the integrated discharge team and function
Identify countermeasures to positively impact on occupancy. LOS and simple and timely discharges
Completion of CQC report must and should do actions

Further Actions (to provide ‘Additional Assurance’ or ‘Control to Reduce Likelihood / Consequence

Exfg;'f,'ve Quarterly Progress Report BRAG

“ Action Required

To implement Tendable
1. audit system and app
across the Trust.

To develop Trust Patient
Safety Incident Review
Plan (PSIRP) and

2 engagement of Patient

’ Safety Partners to support

review and patient
involvement in  Trust
quality meetings.
Recruitment of midwives

3. in line with Business Case
and Birth Rate Plus.

Recruitment against

4 Emergency Department
’ Business Case to be
completed.
Conclude the integrated
5. discharge function with

system partners.

Delivery of Workstream 2
actions focussing on

6. length of stay, occupancy
and simple and timely
discharge.

Intended

Outcome of

Action

Additional
Assurance

Control to
reduce
Likelihood

Control to
Reduce
Likelihood

Control to
Reduce
Likelihood

Control to
Reduce
Likelihood

Control to
Reduce
Likelihood

Chief
Nurse

Chief
Nurse &
Medical
Director

Chief
Nurse

Chief
Nurse

Chief
Operating
Officer

Chief
Nurse

31/12/2023

30/09/2023

31/03/2023

31/12/2023

30/06/2023

31/09/2023

Original due dates 30/09/22 & 30/11/22.
Rollout of Tendable completed at County
(Nov 22) — rollout plan in progress for
RSUH.

National PSIRF guidance has been
updated following Covid-19 with
amended dates and learning from early
adopters. This is under review and
inclusion in UHNM PSIRP. UHNM
steering group up and running, National
timescale is to implement in 2023.

Original due date 30/09/22 & 31/03/22.
Business case approved December 2022
— recruitment underway.

Original due date 30/07/22:
Recruitment remains ongoing.

Inaugural meeting took place January
2023. System partner participation and
shared vision.

A2 in development and performance
metrics being gathered. Divisional
performance reports and actions will be
monitored at the WS2 meeting and
reported to non-elective performance
meeting.
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@ BAF 2: Leadel’Ship, Culture and Internally Driven v/
ye . Delivery of Values / Aspirations Externally Driven

Risk Description

Cause . Ewent | FEffct |

If we are unable to live our values and
improve the culture of the organisation to = Then staff may experience unacceptable
make UHNM a place where all staff are behaviours and a climate of bullying,

treated with respect and have the harassmentand inequality perfqrmance, ultlmgtely reducmg the
. ; -~ quality of care experienced by patients.
opportunity to build a fulfilling career

. . . ' . Chief Nurse, Medical Director and Chief
Lead Director / s: Chief People Officer Supported by: Operating Officer
Lead Committee: Transformation and People Committee B2 Gl RG] K Executive Workforce Assurance Group

Impact on Strategic Objectives

. A, Improving System :
QTJIE?I:‘. v Responsive L XHN | v & @ & % REsonices
Yy s Innovating Partners

U
[Quarter | Q1 | Q2 | Q3 [ Q4 | TargetRiskLevel (Risk Appetite)
3 3 3 Likelihood: 2

4 4 4 2 31/03/2024

| RiskLevel: | High 12 | High 12 | High 12 | Mod 4

Review of target likelihood risk score from 3 to 2 to match our active approach to delivery of activities to

improve organisational culture.

e The National Staff Survey closed and the final response rate was 33.24% putting the Trust under
average response for an acute setting of 45.44%

e The Staff Voice Survey reopened in November with 118 total submissions providing an overall
engagement score of 6.05, December saw 207 entries with the score increase to 6.59. However
submission numbers are down 738 compared to the last return in August pre the National Staff Survey.

e The Cultural Heat Map has been developed using key indicators of culture. The indicators have been
cross referenced with the cultural improvement plan to ensure that most aspects of improvement are
being measured. An electronic form of the cultural heat map is being amended following feedback from

Rationale for Risk EWAG and TAP.

Level: e The Resolution Policy is now live. Webinar based training sessions on the policy have begun.

e Sickness levels remain high and above target. Covid related absences continue to fluctuate, alongside
the onset of flu and winter sickness bugs.

e A training plan for the roll out of Being Kind training across UHNM has been developed and this will
include a roll out of an e-learning package (procured from A Kinder Life) which brings together the
Resolution Policy and Being Kind elements. A paper was presented to Exec Team in November and
approved mandating this training as part of the ‘core for all’ package.

e The key risk and challenge likely to prevent successful delivery of activities, aimed at improving

organisational culture and behaviours and maximising the potential of our people to improve patient

outcomes, is that operational pressures, the impact of Covid and other winter pressures, prevent staff
from being released to undertake the necessary training and development.

Linked Risks on (B EVAES B Mod 4 - 6 ~ Highg-12  [TEXt>45 00 [ Total
0 2V 24

1> 51

Resulting in an adverse impact on staff
wellbeing, recruitment, retention and

Risk Register:

Position Statement

What progress has been made during the last quarter?

Staff Engagement and Wellbeing

e The Winter Wellbeing 2022 offering is a 3 tiered approach to provide physical, psychological, emotional and financial wellbeing
support

e The 2022 Staff Awards Ceremony took place on 11™ November at our ‘Night Full of Stars’

Staff Experience

e Equality, Diversity and Inclusion Strategy approved by the Board following consultation with staff engagement networks and
Brap

e Pilot implementation of customer care training

e  Culture Heat Map has continued to be developed

e Leadership Behavioural Compact (Being Kind) was launched in November 2022

Key Controls Framework — 3 Lines of Defence
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Divisional Staff Engagement Plans set out the tailored actions to improve staff experience
Improving Together programme — Staff engagement A3 is developed

Roll out of Medical Leadership programme

Cultural Improvement Programme in place

Staff Voice pulse check survey implemented from June 2021

People Strategy and supporting HR Delivery Plan, with performance reported to Transformation and People Committee.
The HR Delivery Plan is aligned to the NHS People Plan and updated for 2022/23 actions and objectives

Partnership working with the STP is in place to introduce a range of Recruitment and Retention initiatives

The Trust has set targets for staff engagement rates; sickness and turnover. Actual performance is monitored against
target

‘Enable’ our Middle Management programme to support leaders in maintaining positive, compassionate and inclusive
behaviours

Meeting Etiquette and email guidance documentation is now available on the intranet pages via the Being Kind section
therein

Resolution Policy which sets out the new approach to resolving disputes at work and replaces the Grievance Policy and
Dignity at Work Policy, with associated training package now being rolled out

Resolution Policy Awareness events and webinars to take place during September/October.

Courageous Conversations Masterclass has been updated to include practical application of BUILD feedback model.
Being Kind Behavioural Framework and toolkit launched in November 2022

Being Kind eLearning approved as Core for All within mandatory training in December 2022

Training Plan for rollout of Civility and Respect intervention across UHNM approved by Executive Team in November
2022

National Quarterly Pulse Survey was implemented from July 2021

The 2021 National Staff is now live and results will be analysed and corporate improvement activities will be set out and
reported to Board.

The Trust wellbeing plan and wellbeing offer is refreshed and updated periodically.

The Culture Review has been completed and the Cultural Improvement Programme has been finalised. A draft cultural
heat map has been developed using key indicators of culture. The indicators have been cross referenced with the Culture
Improvement Programme to ensure that most aspects of improvement are being measured.

Our Gender Pay Gap report shows the difference in the average earnings between all men and women employed at
UHNM and the actions we are taking to further reduce the gender pay gap.

Leadership Development offerings are in place

Assurance Map

Assurances Received by the Committee (C) / Executive Group (G) during this quarter

Divisional Workforce Highlight
Reports (G)

! Q2 Employment Cases (C & G) !

M6, M7, M8 Workforce Performance

Report (C & G)

Workforce Race Equality Standard

(WRES) Report (C & G)

Learning and Education Annual Report '
(C&QG) )
Culture Improvement Plan & Monthly

Update (C & G)

Wellbeing Update (G) !
Q2 Speaking Up Report (C & G) !
Executive Workforce Assurance Group
Report (C)

Essential to Role Training (C)

Evaluation of the Enable Programme (G) !
Improving Together Update (G) !
Update and Refresh of the People

Strategy (G)

Statutory and Mandatory Training Group
Highlight Report (G)

Professional Standards Highlight Report

(G)

Other Assurances (assurances received by the Committee / Executive Group annually / bi-annually / ad hoc)
Creating a Great Place to Work: | Retaining our Nursing and
Improving our Organisational Culture (C) ’ Midwifery Colleagues (G)

Workforce Disability Equality Standard Y

(WDES) (C & G) )

Culture Review Group Assurance Report |
(©) )
People Plan 2022/23 (C)

9
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BRAP Report & National Staff Survey —
Corporate Actions (C)

Annual Plan 2022/23 (C)

People Plan Annual Report 2021/22 (C)
Health & Wellbeing Plan Progress Report
(©€)

Update on Reflective Discussions /
Progress with Hotspot Areas (G)
Feedback from Culture Review
Committee on Presentation of
Improvement Plan (G)

Equality, Diversity and Inclusion Strategy
and EDI Progress Report (C & G)

Gaps in Control or Assurance

What are the gaps to be addressed in order to achieve the target risk score?

Up-skill managers to adopt a motivational and inspiring leadership style (Enable Programme)
Improve and evidence the positive action taken on health and wellbeing (Staff Survey)
Improve equality and diversity, staff morale and a culture of safety (Staff Survey)
Improve Leadership and Management Development and Visibility (Staff Survey)
Improve Staff Engagement (Staff Survey)

Implement the Culture Review Improvement Plan and ensure there are processes in place to monitor and report progress
Staff to undertake mandatory Being Kind training as part of Core for All compliance

Teams to undertake focussed interventions in relation to the Being Kind face to face / virtual with OD and Culture Team

Further Actions (to provide ‘Additional Assurance’ or ‘Control to Reduce Likelihood / Consequence)

Intended
Outcome of

“ Action Required

Take forward the findings
from the Trust Culture and
Leadership Diagnostic
Programme, and the Culture
Review by formulating and
embedding plans which
reflects the themes identified

including:
a) Putting structures in
1. place to help staff

challenge and report
inappropriate and
bullying behaviours in
the workplace

b) Launch a programme of
staff development
underpinned by NHSI/E’s
“Kindness into Action”
programme

Develop and promote the
Trust’s leadership and

2. behaviour compact as
outlined in the national
People Plan

Promote the Civility and

Respect agenda and

a) Introduce a Resolution

3 Policy.
’ b) Deliver the National

Civility and Respect
Toolkit and

c) implement a Civility and

Action

Control to ISeparate
reduce . mprovgment
ali Chief Plan with

Likelihood i

and People timescales
Officer over 3 year
Consequenc T3 )
e period in
place
Separate

C%r;jt;o(}leto Improvement
iteali Chief Plan with

Likelihood ]

and People timescales
C Officer over 3 year
onsequenc T3 )
e period in
place

Control to ﬁsgraorjétren ot
reduce . _

Likelihood ~ SMief Plan with

and People timescales
c Officer over 3 year
onsequenc T3 )
e period in
place

EXf:::;ve Quarterly Progress Report BRAG

Cultural Improvement Programme
has been updated following a
monthly review of progress and
good progress is being made
across the majority of actions.

Meeting etiquette and email
guidance documentation is now
available on Intranet pages via the
Being Kind section therein.

A draft Cultural Heat Map has
been developed using key
indicators of culture. The
indicators have been cross
referenced with the Culture
Improvement Programme to
ensure that most aspects are
being measured. An electronic
form of the cultural heat map is
being amended following feedback
from EWAG and TAP.

The leadership behavioural
compact (Being Kind) has been
co-created with our staff and being
shared as part of the Middle
Management Programme.

We are supporting the Improving
Together Programme and Quality
Academy with those aspects
linked to leadership behaviours
and cultural change.
Detailed actions and target dates
are to be agreed by Trust
Executives as part of the Culture
Review implementation
programme:
e The Resolution Policy is now
live. Webinar based training
sessions on the policy have

Q3 Board Assurance Framework
January 2023
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Further Actions (to provide ‘Additional Assurance’ or ‘Control to Reduce Likelihood / Consequence)

ey Executive
Action Required Outcome of Lead Due Date Quarterly Progress Report BRAG
Action

Respect training ran during October and
programme with a focus feedback has been extremely
on race positive.
e Atraining plan for roll out of
Being Kind training has been
developed and this will
include rollout of an e-learning
package which brings
together the Resolution Policy
and Being Kind elements.
e A paper was presented to
Executive Team in November
which approved Being Kind
training as mandatory.
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Internally Driven v

Q BAF 3: Sustainable Workforce

Externally Driven v

Risk Description

Cause . Event | __ __ FEffct |

Resulting an adverse impact on staff
wellbeing, recruitment and retention,
increasing premium costs and potentially
compromising the quality of care for our
patients

Lead Director / s: Chief People Officer Supported by:
Lead Committee: Transformation and People Committee Executive Group:

Impact on Strategic Objectives

. SR, Improving System -
QTJEI:‘. v Responsive (IRZIR KK v & @ & % Resources [V
Yy LT Innovating Partners '

RiskScoring |
[Quarter | Q1 | Q2 [ Q3 | Q4 | TargetRisk Level (Risk Appetite)
4 4 4 Likelihood: 3

44 3 S0ioara0zs

| RiskLevel: | Ext16 | Ext16 | Ext16 High 9

e We have experienced increasing pressures on workforce supply. This is because of additional
recruitment to fill vacant posts, increasing workforce turnover and demand for posts due to service
developments and plans for more staff over the winter period. This situation is being experienced across
the NHS and in industry partly because of a static workforce during the preceding years of the Covid
pandemic.

e Unfilled vacancies increase pressure on staff, leading to high levels of stress and absenteeism, and high
staff turnover.

o This makes workforce planning more urgent, particularly considering ongoing cost of living pressures and
in terms of patient safety and satisfaction.

e Recentindustrial action across the NHS and a six month mandate for industrial action has been received
from the CSP, with an indication that action will take place early in the New Year.

e Unprecedented winter pressures on operations and staffing.

e Given this position, the target date has been reviewed and extended to 31/03/2024

Linked Risks on (B EVA B Mod 4 - 6 ~ Highg-12  [TEXt>15 00 [ Total
1> 62 v 16 ¥

Risk Register: 26 N 105 ¥

Position Statement

What progress has been made during the last quarter?

If we are unable to achieve a sustainable = Then we may not have staff with the right
workforce skills in the right place at the right time

Chief Nurse, Medical Director and
Chief Operating Officer

Executive Workforce Assurance
Group

Rationale for Risk
Level:

e Approval of new People Strategy 2023 — 2025 focussing on 4 key strategic themes; ‘We will look after our People’, ‘We will
grow and develop our workforce for the future’, ‘We will create a sense of belonging where we are kind and respectful to each
other’, ‘We will develop our people practices and systems’

e 2023/24 Priorities and Operational Planning Guidance and Joint Forward Plan Guidance was released 23" December 2022 for
review.

e Agency cost reduction — Divisions have been asked to provide reduction plans for discussion in the December / January
EWAG meetings. Monthly expenditure p

e A PDR Recovery plan was raised after monthly figures continued to be in a negative position. Divisions were asked to provide
key issues and actions for review December's EWAG. The current PDR policy is under review and meetings are taking place
with key stakeholders to understand what improvements can be built into the process to drive compliance alongside making
the process enhance employee experience.

e Learning & Education Annual Report was presented in November EWAG to highlight 21/22 successes and learning points.

e For 2022/23 the report highlighted the need to focus on supply and demand of education and support, ensuing we have the
right numbers of supervisor to support our demand for placements i.e. increased student numbers, introduction of T Level
placements, work experience programmes.

e Recruitment update:

o  Fully recruited recruitment team as of 1st December 2022, we are now in a training process for half of the team
which will have a significant impact on processing times and KP/I’s by the first quarter of 2023.

o Processing backlog of contracts, ESR and Downloads - Initial 2000+ records reduced to 1387.

o Recruitment event on 09th December 2022 to capture redundant employees from Wade Factory’s that has gone
into Administration — good candidate source for A and C and Estates roles.

o UKVI have notified the Trust there is also a backlog in issuing VISA has increased from 8 weeks to a minimum of
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12 weeks which is having a significant impact on start dates.
o Pool of applicants for winter posts remains extremely low and as enter the end of the year it is unlikely this will
increase.

e The cultural heat map has been developed using key indicators of culture and standard metrics such as turnover. The
indicators have been cross referenced with the cultural improvement plan to ensure that most aspects of improvement are
being measured. An electronic form of the cultural heat map is being amended following feedback from EWAG and TAP.

e The NHS Digital Staff Passport will be used to transfer staff data between organisations when staff move regularly. Workshops
continue to take place to discuss beta (pilot) testing, specifics around the TRAC system interface; Occupational health, equality
and diversity data have been discussed. A set of employer consultation meetings will be taking place to demonstrate the
system and how the interfaces will work. (This has now been delayed to November due to national team developments).

Key Controls Framework — 3 Lines of Defence

e Development of new workforce strategy for 2023-2025 highlights key strategic areas of workforce activity.

e Workforce Plan reported to Transformation & People Committee

e Workforce planning process ensures alignment with activity and financial plans. The Trust workforce plan for 2022/23 has
been triangulated with Finance and Activity Plans and submitted to the System as part of the annual Operational Planning
round

e Workforce development is being supported by the Apprenticeship Levy and funding we have secured from Health

Education England. Examples — Radiotherapy, Cardiology and Sleep, Anaesthetics, Pharmacy, Imaging and Pathology.

Actions to improve staff experience are detailed in Divisional Staff Engagement Plans

Ongoing review of recruitment processes

Work on initiatives focussing on the retention of our workforce

Rotas and rota coordinators management of roster processes

Medical rotas are reviewed, vacant shifts covered where possible from doctor bank and agency, adverts out for Trust

grades where applicable. Locums are used / recruited to fill gaps where necessary

Directorate and divisional management teams monitor staffing levels

e  Chief Nurse staffing reviews

e The UHNM Staff Voice is a monthly staff survey designed to help understand key issues important to staff about
wellbeing, making improvements to where they work and the way they provide patient care. This survey also provides a
local measure of staff engagement.

e Divisional People Plans aligned to the corporate agenda

e Digital Agenda: The draft People Digital Strategy for the NHS was released in September 2021 and sets out draft
commitments for the next 3 years. The Digital Agenda is a system-led work programme initially covering the roll out of a
Digital Staff Passport to hold staff ‘verified employment and training credentials’.

e The Trust’'s People Strategy is supported by a HR Delivery Plan, with improvement activities cascaded via Divisional
People Plans. The HR Delivery Plan has been updated for 2022/23 priorities and actions.

e The system led workforce demand and supply process remains in place and will continue to manage redeployment of staff
where required, as well as system wide recruitment initiatives. The Trust continues to progress its own recruitment plans
as well.

o
=
=

k]
A5

e Processes are in place to request mutual aid from across the system if required

e The Workforce Bureau is now operating as a virtual bureau.

e Established Banks are in place — including Nursing, Medics and other staff groups

e Business cases have been approved to address staffing in ED, Anaesthetics and Critical Care and other hotspots and are
being recruited to

e Weekly meetings take place with Medical Staffing to review rotas, gaps and progress against recruitment

e  General recruitment drives are on-going and there is an element of head hunting via informal networks

e Golden Handshakes and handcuffs can be used for new starters

e  Working with Divisional teams on high and long term agency workers to focus on exit plans

e Targets allocated to Divisions for 10% agency reduction by 31st March 2023

e Continuing work with education teams and providers across the system to enhance opportunities for learning and the

education experience for our trainees
o Digital Agenda: The Trust has volunteered to participate in a trial of the digital staff passport.

e The Trust workforce plan for 2022/23 has been triangulated with Finance and Activity Plans and submitted to the System
as part of the annual Operational Planning round
e Plans remain in place to ensure the workforce issues associated with any surge in Covid-related absences remain in
place, including:
o The COVID-19 Staff Shortage Contingency Arrangements, supplemented by the Disruptive Incident Staffing Plan and
Operational Workforce Plan.
o Internal redeployment and volunteer process established to offer support to areas of need
o Partnership working with the STP, with system-wide processes for mutual aid and redeployment of staff where
possible.
e The 2022 National Staff Survey is now live and results will be analysed and corporate improvement activities will be set
out and reported to Board
o  Workforce risks are reported via Datix and are monitored to ensure Divisional action and review.
e Divisions report increased staffing challenges due to operational pressures and the opening of additional capacity,
combined with high sickness rates and vacancy levels
e Quarterly vacancy benchmarking data is available via NHS Digital
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Assurance Map

Assurances Received by the Committee (C) / Executive Group (G) during this quarter

Divisional Workforce Highlight y - Q2 Nursing and Midwifery Staffing and !
Reports (G) " | Quality Report (C & G)
Q2 Guardian of Safe Working (C & M6, M7, M8 Workforce Performance !
G) Report (C & G)
BC-0498 Expansion of Cardiac Executive Workforce Assurance Group
Physiology Workforce (C) Report (C)

!
Midwifery Workforce Report (C & G) Recruitment Highlight Report (G) )
BC0494 Imaging Services —
Radiology Workforce Business Case Medical Workforce Report (G)
(€)

BC-0502 Maternity Safe Staffing in
line with Birthrate Plus® Business
Case (C)

Cardiothoracic Theatre Staffing
Business Case (C)

Business Case Review: BC-0426 ED
Medical Workforce (C)

Other Assurances (assurances received by the Committee / Executive Group annually / bi-annually / ad hoc)

Closing the Workforce Gap Report (C & '
G) )

Agency Expenditure 2022-23 (G) !

Update and Refresh of the People
Strategy (G)

Agency Cost Reduction Plans (G) -

Nursing Vacancies (C) !

Emergency Department Medical '
Workforce Update (C) ’
BC-0436 Specialised Decisions Unit
Business Case (C)

BC-0477 NICU Nurse Staffing
Establishment RSUH (C)

Expansion in Foundation Posts

Business Case (C)

BC-0451 Oncology Clinical

Workforce Business Case (C)

Nurse Staffing Establishment Review (C) !
Annual Plan 2022/23 (C)
People Plan Annual Report 2021/22 (C)

Revalidation Annual Report (C)
People Plan 2022/23 (C)

Gaps in Control or Assurance
What are the gaps to be addressed in order to achieve the target risk score?

e Finalisation of Divisional People Plans and Workforce Plans for 2022/23, aligned to the corporate agenda

* Review of processes to assess workforce availability, covering sickness absence, vacancies and retention (Improving Together
programme)

e On-going development of workforce supply and recruitment processes to address future workforce supply issues

Further Actions (to provide ‘Additional Assurance’ or ‘Control to Reduce Likelihood / Consequence)

LEEEL Executive Due
Action Required Outcome of Quarterly Progress Report BRAG
Action Lead Date

Align  the  Trust's

workforce plan with

1 capacity plans

’ developing a local

toolkit for use by
management teams

Trust workforce plan for 2022/23
has been triangulated with Finance
and Activity Plans and submitted to
the System

Control to reduce
Likelihood and
Consequence

Chief People

Officer 31/12/22
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Internally Driven

O BAF 4: System Working

r'x\ Externally Driven v

Risk Description

Cause . Fwent | FEffect |

If we are unable to effectively collaborate, Then we may not be able to provide Resulting in fragmented. poor aualit

engage and influence key stakeholders health services which meet the wider . =" " g fragme - P q Y,
) inefficient and ineffective services

as part of the Integrated Care system needs of the system population

Lead Director / s: Chief Executive Supported by:
Lead Committee: Transformation and People Committee Executive Group:

Director of Strategy and
Transformation

Strategy and Transformation
Group

Impact on Strategic Objectives

High @ S, Improving System y
Quaglity v Fa Responsive (I ] & & v Resources
et Innovating Partners y
0

Quartr Gz | @5 | i | TargotRisk Lovel (Risk Appetite) | _Target Date _
3 3 3 2

3 3 3 3 31/03/2023
ETEE AN High9 | High9 | High9 Mod 6

e The ICS Chair has resigned due to retirement at the end of December. Interim arrangements are in
Rationale for Risk place via the Vice Chair.

Level: e System work was undertaken to produce a system owned and developed winter plan. However during
extremis it was apparent that the risks and actions remained with the acute.

Linked Risks on [ =R B BN Mod 4 -6 ~ Highs-12  [ITEXESHAS [ Total

Risk Register: 1> 0> 0> 0-> 1>

Position Statement

What progress has been made during the last quarter?

e The ICB have now produced a draft strategy which has been shared for information and contribution and will be presented to
UHNM Board in February

e System priorities / portfolios are agreed and all are assigned a Chief Executive Sponsor and SRO and most have an ICB
Programme Director recruited to them

e Daily system calls take place to discuss operational pressures

Key Controls Framework — 3 Lines of Defence

e Regular updates from the Executive Strategy and Transformation Group

Regular discussions at Executive Team meeting each week

Regular update on ICS transformation programme to Transformation and People Committee

Regular updates in closed session of Trust Board and through Chief Executive’s update to Public Board

Board Seminars with a specific focus on partnership working and collaboration

Adoption of a number of UHNM approaches to risk management and governance at system level through governance and
risk system network

e  Full conclusions from quarterly system review meeting to all Board members

e Representation in the formal governance structure of the ICB
e Members of the Executive Team play a key role in relevant system led forums / priority work streams.

e Medical Director has established a new Deputy Medical Director role with a specific focus on system working.

Children’s Hospital Board — Highlight

I System Working / Provider

Report (G) Collaborative Update (G)
County Hospital Strategic Programme y  |ICS Transformation Update
Board — Highlight Report (G) C 1 (G)
Transformation Programme Update (C & Trust Population Health &
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G)

Executive Strategy & Transformation
Group Assurance Report (C)
Transformation and Service Change
Programmes (C)

Development of Corporate Strategy /
Objectives (G)

Clinical Strategy Delivery Plans (G)
Review of Integrated Annual Planning
Cycle (G)

Wellbeing Strategy (G)

Integrated Care Partnership
Briefing — September 2022 (C)

Other Assurances Received by the Committee / Executive Group (G) bi-annually / ad hoc

Annual Plan 2022/23 (C)

Stakeholder Strategy Roadmap (G)

Annual Business Planning Cycle (G)

Enabling Strategies — Status Overview
(G)

Gaps in Control or Assurance

Integrated Care System Board
Partner Briefing — April 2022
()

Quarterly System Performance
Review Meetings (C)
Staffordshire and Stoke on
Trent ICS Development Plan /
Newsletter (C)

ICS Board Partner Briefing —
August 2022 (C)

What are the gaps to be addressed in order to achieve the target risk score?
L]

system working

engagement and partnership working

Provider Collaborative to develop its work plan or road map to January 2023
Provider Collaborative self-assessment to be undertaken once the maturity matr

Collaborative and UHNM internal governance structure

Director of Strategy and Director of Nursing remain interim appointments

Further Actions (to provide ‘Additional Assurance’ or ‘Control to

Intended
Outcome of

Development of stakeholder feedback on UHNM as a partner, including adoption of revised Code of Governance in relation to

Future CQC inspections on Well Led will incorporate the legal duty to collaborate through a focus on system working /

ix is released by NHSE

Progress against wider clinical partnerships / networks beyond the ICS to be provided through the system Provider

Recruitment to a new ICS Chair and substantive recruitment to a number of NHS ICB executive roles — Chief Executive,

Reduce Likelihood / Consequence)

“ Action Required

Action

Development of
stakeholder feedback

Executive Lead Quarterly Progress Report BRAG

Original due date 30/09/2022:
Revised Code of Governance
published and shared with Provider
Collaborative. UHNM have

on UHNM as a partner . Director of .
. . ; ’ Additional completed self-assessment which
1. mcl_udlng adoption of ASSUrance Strategy & 31/01/2023 will be shared through Audit
revised Code of Transformation . . . .
. . Committee. Consideration being
Governance in relation given to a session with system
to system working. partners as part of our 2023/24
Board Development Programme.
Development of work Original due date 31/1/2023:
lan orﬁ)’oad man to First draft of roadmap to October
P ap 1o Provider Collaborative Board.
January 2023 in relation Control to I .
; . . . Awaiting matrix from NHSE but
2, to provider collaboration reduce Chief Executive = 28/02/2023 . . )
Lo Provider Collaborative Board in
and self-assessment Likelihood
. . December agreed to commence the
against the maturity
. self-assessment based on current
matrix. .
knowledge of requirements.
Progress against wider Original due date 30/09/2022:
clinical partnerships / Director of Arrangements made for reporting
3 networks beyond the Additional Strategy & 31/12/2022 into Executive Strategy and
) ICS to be provided Assurance = Transformation / Transformation Group and
through our governance Chief Executive Transformation and People
structure. Committee.
Additional Director of
Completion of system Control to Strategy & Currently in draft and with system
4, - 28/02/2023
strategy. reduce Transformation / partners for comment.
Likelihood Chief Executive
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O BAE 5 Delivering Responsive Patient  Intemally briven v
A " Care Externally Driven v/

Risk Description

Cause . Ewent |  Fffct |
Resulting in high hospital
occupancy, delays to patient care
and potential patient harm

If we are unable to create sufficient Then we may be unable to treat
capacity to deal with service demand  patients in a timely manner

Lead Director / s: Chief Operating Officer Supported by: Chief Nurse and Medical Director

Planned Care and Urgent Care

Lead Committee: Performance and Finance Committee Executive Group: Improvement Groups

Impact on Strategic Objectives

. Sy Improving System (
Qng_h v Responsive |4 v & & v Resources |4
uality | | A
2 nnovating Partners

Risk Scoring

-ﬁ-m-ﬁ--ﬂ- Target Risk Level (Risk Appetite
Likelihood: 3
Consequence: 4
l:ﬂlﬂlm-m Risk Level: ~ High12

There has been an increase in the likelihood due to not being able to create sufficient capacity due to
GEVNEILR{TANE M seasonal pressures, compounded by an increase in the number of patients with infection prevention
Level: restrictions. In addition, due to a change in national guidance, we are unable to step down elective activity in
order to accommodate non-elective patients.

Linked Risks on [ TR B A Mod 4 - 6 ~ Highs-12  [Ext>4570 [ Total

Risk Register: 11 6 20 Vv 134 40 N

Position Statement

What progress has been made during the last quarter?

Your Next Patient flow model has been embedded and provisions are in place to enable safe corridor care to generate additional
capacity to flow through the non-elective pathways and reduce harm. The front door reconfiguration has also commenced and
completed its first stage which has created resuscitation and ambulatory capacity as well as generated efficiencies downstream
through a more effective utilisation of estates. Finally, the Frailty Decision Unit has been implemented at the front door. This is
staffed by multidisciplinary, cross organisational team which works to turnaround MFFD and complex discharge type patients,
therefore preventing admission. In addition, County day case facilities are being utilised differently in order to facilitate increased
flow through of patients. Changes in the cancer pathways have been implemented to facilitate more efficient patient treatment.

Key Controls Framework — 3 Lines of Defence

e 4 x daily capacity calls with Head of Operations, Deputy Chief Operating Officer (COO) / COO attendance

e Monthly improvement meetings tracking the actions / milestones across the 3 the NEL improvement work streams
supported by the Deputy COO with exec oversight

e  Weekly weekend planning meetings to provide assurance of the safe delivery of services and to identify and mitigate risks
throughout the weekend period

o Divisional accountable officers rota’ d on a daily basis to provide a visible and accessible point of contact for operational
management and risk mitigation

e Weekly cancer PTL meetings and twice weekly RTT meetings taking place

e Action plans are in place for any diagnostic work stream not meeting DM01 standards, any diagnostic work stream
impacting on cancer waits, skin, colorectal, oncology, urology and any specially with a cohort of patients waiting over 104
weeks

e Monthly internal performance review meetings between Executive and Divisional Leadership Teams to ensure appropriate
improvements, management of risk and accountability

e Executive led Non-Elective and Planned Care Improvement Groups to ensure ongoing performance improvement
Standing up of executive led daily tactical response meetings when significant risks are identified and require corporate
support

e Fortnightly winter planning group chaired by Deputy COO to ensure robust plan to provide resilience over winter. This
group reports to Performance and Finance Committee for oversight and assurance.

31/08/2023

o
=
|

-

c
~
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e 3x weekly COO call chaired by ICB with representation from all system partners for urgent care

o Weekly meetings with system partners including West Midlands Ambulance Service to identify opportunities for
collaboration and to appropriately share risk across the system - to support the admission avoidance actions within
Programme 1of the NEL improvement programme

e Weekly call chaired by Regional NHSE with regards to planned care performance

e System Planned Care Board in place to support system-wide elective improvements and provide opportunities for
collaboration and management of risk across the system

e System Urgent Emergency Care Board to support system-wide non-elective improvements and provide opportunities for
collaboration and management of risk across the system

o Weekly system Executive ambulance improvement Task and Finish Group to provide assurance of appropriate oversight
and delivery of the ambulance handover improvement plan. Additional weekly meeting including NHSE representatives to
provide oversight.

o  Weekly tier 2 NHSE performance review regarding elective recovery
Comprehensive capacity, demand, organisational and system bed model undertaken

Assurances Received by the Committee (C) / Executive Group (G) during this quarter

Outpatients Highlight Report (G)

Cancer Highlight Report (G)
Theatres Highlight Report (G)

County Work Stream 4 Update (G)

County Hospital Planned Care Hub
— Central Treatment Suite Phase
(©)

BC-0511 Purchase of Modular
Building to provide Enhanced
Primary Care and Out of Hours
Primary Care Services at UHNM
(©)

Acute Patient Flow Highlight Report
(G)

Elective Recovery Highlight Report
(G)

Diagnostics Cell Highlight Report
(G)

Elective Recovery -Extended ERF
Funding to support the elective
recovery of T&O Services (G)
Elective Recovery - Neurology
services (G)

Virtual Outpatient Business Case
(G)

Planned Care Highlight Report (C) !
M6, M7, M8 Performance Report (C) !
Non Elective Improvement Group
Highlight Report(C)

Planned Care Improvement Dashboard
(G)

Cancer PTL Performance Position (G) !

Non-Elective Improvement Dashboard '
(G) )
Your Next Patient Update (G) !

UHNM Tier 2 Analysis (C)

Capacity and Demand Implementation
Update (G)

Update on Operational Plan (G)

County Development (G)

NHSE Letter - Next steps on
elective care for Tier One and -
Tier Two Providers (C)

PWC System Bed Model !

Other Assurances Received by the Committee / Executive Group annually / bi-annually / ad hoc

Emergency Department Medical
Workforce Update (C)

Enhanced Primary Care Business
Case (EhPC) Post Implementation
Review (C)

Review of Urgent Care (C)

BC-0479 Expansion of County
Elective Capacity (C)

Request for Funding — MRI Mobile
Scanner (C)

Planned Care Improvement Deep
Dive (C)

52 Week Breach Assurance Report
C

E)o)lorectal Outsourcing Briefing (G)
BC-0480 Sustainability of Spinal
Services (C)

CTS Phase 1 Short Form Business
Case (C)

BC-0493 Additional CT Scanner

Operational Delivery Group Highlight
Report (C)

Elective Recovery Fund (ERF) Month 3
Summary (G)

Planned Care Plan on a Page (C & G)
Non-Elective Plan on a Page (C & G)

New Urgent Care Standards (G)

Long Wait Harm Reviews - Option
Appraisal (G)

Reducing Long Waits — 104
Week Waiters (C)

Information on Support for Tier
Two Providers (C)

System Oversight Framework
(SOF): Provider Segmentation
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(CT8) (C)

BC-0451 Oncology Clinical v
Workforce Business Case (C)
Business Case: BC-0470 Extension
of Respiratory Post Covid Follow
Up Service (C)

County ED Improvement Plan (G)
Acute Front Door Highlight Report
(G)

<

Gaps in Control or Assurance

What are the gaps to be addressed in order to achieve the target risk score?

High occupancy — unable to reduce our occupancy to facilitate planned and urgent care pathways

Unreliable simple discharge delivery that supports flow through the organisation

High MFFD as a % of bed occupancy

General referral rates / demand for cancer and RTT

Lack of sufficiently utilised alternate pathways to stream patients away from the Emergency Department who do not require
urgent and emergency care

Further Actions (to provide ‘Additional Assurance’ or ‘Control to Reduce Likelihood / Consequence)

e Executive
Action Required Outcome Lead Due Date Quarterly Progress Report BRAG
of Action

Original Due Date
30/11/2022
The date has been changed
Fully execute business cases Controlto = Chief ES there are still q{]hgomgtf I
1. that support non-elective and reduce Operating 31/03/2023 Esmedss cases et' der ndo ulty
elective programmes of work. Likelihood = Officer ]E) ased or executed an
urther investment may be
needed in order to accelerate,
sustain and generate
improvements.
Original Due Date 5/10/2022
Develop and implement robust Additional Chief and 09/11/2022:
2, winter planning, integrated with Assurance Operating 09/11/2022 = Complete. This will be
wider system provisions Officer restarted at the beginning of
Q1 for 23/24 planning.
Deliver objectives as described Controlto = Chief (3)1rllg;;nza(l)2IJ31fe Date .
3. in  non-elective improvement reduce Operating 30/09/2023 D ’ . .
oo ) ates have been realigned in
programme Likelihood = Officer i !
ine with programme.
Develop comprehensive
capacity, demand, organisational = Controlto = Chief
4, and system bed model to ensure reduce Operating 31/10/2022  Complete.
data driven approach to Likelihood @ Officer
improvement
3 year project underway, 1%
business case signed off in
Increase capacity of UHNM Control to Director of September and 2" pusiness
5 footprint through the reduce Strategy & 31/03/2025 Case underway. Programme
’ development of County Hospital Likelihood Transformati Board in place to ensure steer
as an elective care centre on and leadership. Work
streams now established and
underway.
Ensure full exploration and The process has begun to
development of opportunities to = Controlto = Chief explore the procurement and
6. utilise data and technology to reduce Operating 31/03/2023 = implementation of a HIMSS
support the delivery of clinical Likelihood = Officer Level 7 system wide EPR
services system.
Collaborate with ICS partners to
ensure deployment of alternative
pathways and admissions = Controlto ~ Chief
7. avoidance mechanisms in order reduce Operating 31/03/2023 = Action not yet due.
to ensure appropriate patients Likelihood = Officer
attend and / or admitted to
UHNM bed base.
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Internally Driven v

Q BAF 6: Delivery of IM&T Services

Externally Driven

Risk Description

Resulting in compromised patient care

If our infrastructure and clinical systems Then this could compromise connectivity = (including patient delays, cancellation of

are not sufficient or adequately qoverned and access to key critical patient services, clinical harm), staff
or protected q Y9 information services such as clinical inefficiencies and breaches of
P decision support confidentiality, reputational damage and

potential fines.
Medical Director and Chief
Finance Officer

_ Executive Data Security &

Lead Committee: Transformation and People Committee Executive Group: Protection Group

Lead Director / s: Director of Digital Transformation Supported by:

Impact on Strategic Objectives

. A, Improving System g .
CEl O3 © OEH O ©EA-
Pt Innovating Partners y

(Quarter | Q1 | Q@ | Q3 | Q4 | TargetRisk Level (Risk Appetite)
3 3 3 Likelihood: 2

4 4 4 Consequence: 4
ISR High 12 | High12 | High 12 Risk Level: ~ Highs

e The Quarter 3 risk has remained unchanged in the period as there has been a delay in the Network and
Communication Market testing, Commission of System Wide Security Operations Centre (SOC) service
and implementation of new Firewalls at Royal Stoke

e The target risk appetite has increased due to planning guidance being received and this will impact on

future investments

Linked Riskson [ B LAl Mod 4 - 6 ~ Highg-12  [TEXE>A5 0 [ Total
3

10 13 > 28

31/03/2024

Rationale for Risk
Level:

Risk Register: 21N

Position Statement

What progress has been made during the last quarter?

e Network and Communication Market Testing has been launched with the business case now being rescheduled to come to
Trust Board in June 2023

e The business case for the System Wide Security Operations Centre is due to come to the Performance and Finance
Committee on 31 January

e The Firewall replacement scheduled for 22" January 2023 had to be stood down due to the requirement for a change freeze
during the period of the ambulance service industrial action

e The procurement of professional consultancy services to support UHNM in the delivery of a system wide business case and
requirement of specification has commenced and ends on 27" January 2023

e The resources business case which stated the case for a Chief Nurse Information Officer, Business Intelligence Capacity and
Business Relationship Capacity was approved by the Executive Team in January and work is progressing on recruiting to
these approved posts

e Go live date for Winpath Enterprise Microbiology agreed — 6" February 2023

e Patients Know Best (PKB) is live with 66, 038 patients registered

Key Controls Framework — 3 Lines of Defence

Compromised password tool deployed to identify accounts and passwords that are known on the dark web
Microsoft Azure administration accounts modified to adhere to security best practice

Pathology IT following service management standards

Patient Knows Best live and available for staff to use for patient communications and engagement pathways

e  Cyber security action plan in place and updated to include the recommendations from the independent penetration test
report
e  Third party commissioned to undertake SQL 2012 upgrades

e Independent penetration test completed and report received
Internal Audit report on the Digital Strategy development received
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Assurance Map

Assurances Received by the Committee (C) / Executive Group (G) during this quarter

IM&T Financial Update (G) !

Siemens MES/PACS Service . . .
Extension Update (G) - IT Service Delivery Chairs Report (G)

IT Programmes Operational Assurance
Report (G)

Data Security and Protection Chairs |
Report (G) ’
Record Service Chairs Report (G)

Digital Clinical Safety National Focus

(G)

Executive Digital and Data Security &
Protection Group Assurance Report

(€)

Digital Clinical Operational Group

Chairs Report (G)

Digital Systems A3 (G)

Cyber Security Chairs Report (G)

Clinical Systems Chairs Report (G)
Executive Infrastructure Group

Assurance Report (C)

Digital Strategy (C & G) !

ICB EPR Digital Clinical
System (DCS) Business Case
& Statement of Requirements
(G)

Other Assurances Received by the Committee / Executive Group annually / bi-annually / ad hoc

Log4j progress update (C) Camera Incident ICO (G) !
BC-0397 Network and
Communications Strategic Outline
Case (C)

NASSTAR Network Incident Debrief (C)

IT Cyber Security Governance
and Risk Management
Framework Internal Audit (C)

IT Asset Management Internal
Audit Review (C)

Data Security and Protection
Toolkit Internal Audit (C)

Gaps in Control or Assurance
What are the gaps to be addressed in order to achieve the target risk score?

Office 365 migration

Electronic prescribing and medicines administration solution
Electronic patient record strategic outline case

Network services outline business case

Backup and firewall implementation

iPortal rewrite into a supported platform

Ward Information system rewrite onto a supported platform
Recruit to the Commercial Manager post

Recruit to the Chief Nurse Information Officer post
Implement laboratory management information system
Commission a 24 x 7 security operations centre

Further Actions (to provide ‘Additional Assurance’ or ‘Control to Reduce Likelihood / Consequence)

Intended
Outcome of
Action

n Action Required

Executive Lead Quarterly Progress Report BRAG

Office 365 Control to reduce  Director of Digital
Implementation the Likelihood Transformation 31/03/2023  Project Manager assigned.
Original due date 28/09/2022:
Network and Strategic Outline Case approved
2 Communication Control to reduce  Director of Digital 07/06/2023 Requirements, specification
) Market Testing the Likelihood Transformation completed. Procurement legal
advice sought. Procurement
commenced.
WIS in test and iPortal in
3 iPortal and WIS Control to reduce  Director of Digital 31/03/2023 development. [Portal alternative
’ rewrite the Likelihood Transformation options being considered due to
48 month development estimate.
4 Commission 24 x 7 Control to reduce  Director of Digital ;1. »,.  Original due date 01/11/2022: -
) SOC service the Likelihood Transformation Proposal received from the ICB
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Further Actions (to provide ‘Additional Assurance’ or ‘Control to Reduce Likelihood / Consequence)

Executive Lead Quarterly Progress Report BRAG

“ Action Required

Backup solution
implementation

Firewall solution
implementation

Resources
business case

Intended
Outcome of
Action

Control to reduce
the Likelihood

Control to reduce
the Likelihood

Control to reduce
the Likelihood

Director of Digital
Transformation

Director of Digital
Transformation

Director of Digital
Transformation

31/03/2023

01/02/2023

03/01/2023

and request to proceed submitted.

Business case approved at
Executive Team and will be
presented to Performance and
Finance Committee on 31/01/23.

Project manager assigned

Original due date 01/11/2022:
Project manager assigned.
Implementation date agreed,
implementation cancelled due to
change freeze due to industrial
action.

Original Due Date 01/10/22 and
31/10/22:

Business case authored.
Investment being considered by
Execs. Investment approved by
Executive Team. Recruitment
activities commenced.
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Infrastructure to Deliver Internally Driven v/
BAF 7: : : _
Compliant Estate Services Externally Driven

Risk Description

Cause . Event | ___ ____ _FEffect |

If we are unable to sufficiently invest and = Then we may be unable to provide Resulting in the inability to provide high
develop our retained clinical and non- services in a fit for purpose healthcare quality services in a safe, secure and
clinical estate environment compliant environment

: . . - . Director of Digital Transformation
Lead Director / s: Director of Estates, Facilities and PFI Supported by: and Chief Finance Officer
Lead Committee: Performance and Finance Committee Executive Group: Infrastructure Group

Impact on Strategic Objectives

. A, Improving System g .
QTJEIR v Responsive IR TR & & v % Resources [V
Yy e Innovating ¢ Partners y

Risk Scoring

M_“““m Target Risk Level (Risk Appetite) Target Date
3
3
___ Risk Level: ~ Higho

Estates Workforce challenges continue
Estates condition and backlog maintenance risks

Sustainability / Net Zero Carbon - significant investment required

Estates Strategy Refresh — to be informed by PWC Review and refreshed clinical strategy
Cleaning collaborative — sustaining of cleaning standards and improvements (West Building)
PFI market testing opportunities and concluding of VFM reviews

The network and communication provision future solution informed by market test

Linked Risks on [N E VA RS B Mod 4 - 6 ——_

Risk Register: oV 15 15 M 31

31/03/2023

Rationale for
Risk Level:

Position Statement

What progress has been made during the last quarter?

Estates Workforce Recruitment/Retention Issues

e Estates workforce business case approved at December’'s PAF and focus now turned to implementation.

Estate Condition

o Backlog maintenance - items prioritised for targeted capital schemes; statutory maintenance and progression of capital
schemes (including Lower Trent) to reduce estate condition risks. Continue to work with finance (CIG) to prioritise backlog
against available capital funding and mitigate risks associated with delays. Ensure the priority items are documented to ensure
if additional capital is available we can deliver against critical infrastructure elements.

e Project STAR — Construction of new multi-storey car park at Grindley Hill commenced and on programme. Work progressing
on disposal strategy of Infirmary and Out-Patients, which is a critical enabler to funding the car park.

NCZ/Sustainability

e UHNM Green Plan 2022-25 complete and fully aligned to the Greener NHS Programme/NZC agenda. Significant capital
investment required to ensure target delivery.

e Board Seminar held in October and agreed an action for PAF to receive a bi-annual progress report.

e Public Sector Decarbonisation Scheme bid submitted and Business Case approved at PAF in December in anticipation of
potential bid award in January.

Estate Strategy / Clinical Strategy

¢ Independent reviews of estate at County and Royal now concluded and opportunities identified.

e PWC demand/capacity review completed. Stakeholder review of findings underway to inform degree to which identified bed
gap can be closed without the need for new build physical beds. Outcome of this, alongside refresh of Clinical Strategy, will be
used to inform the refresh of the Estate Strategy and future Development Control Plans for the site.

e  County Hospital Programme (TIF2) — Good progress being made on delivering CTS works programme and progression of
detailed design of daycase facility and breast relocation.

West Building

e Identified physical estates works completed to improve compliance, alongside refresh of service standards and monitoring
arrangements to ensure cleaning standards improved and sustained.

Adoption of new National Standards of Healthcare Cleanliness

e Business Case produced, approved at PAF in December and focus now turned to implementation.

PFI Market Testing Opportunities

e Sodexo Business Case approval secured and now concluding legals/commercials.

e Siemens PACS/MES VFM completed to final draft and pending decision from Trust (end Jan) on preferred PACS/RIS solution.

o Network and Communications Service - Requirements specification and tender has been opened to the market place and
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findings will be used to inform future service delivery model.

Key Controls Framework — 3 Lines of Defence

e Project STAR — Approved Business Case and construction commenced

e Estate Condition: Planned Preventive Maintenance programme; competent estates staff/ Authorised Persons; KPI's
monitored through CEF/ Environmental Audits. Maintenance Operational Board; Operational policies; Service
Specifications PFI, 7 Facet Survey.

e Fire Safety/ Security Policies; Protocols; Guidelines; patrolling; CCTV; FRA’s in place

e  Sustainability / NZC — Sustainable Development Steering Group (biannual), Sustainability Working Groups (monthly),
Performance and Finance Committee (PAF) commencing April 2023, NZC Trust Board Lead (Director EFP) and
attendance at the ICS and Midlands Green Groups.

e Estate Condition - Capital bids prioritised against Estate 7 Facet Findings and approved at CIG.

e Estate Strategy — Clinical Strategy and independent review used to inform content.

Fire/Security: ‘On the spot' fire improvement notices, Fire Safety KPIs & ad-hoc audits/inspection

Head of Fire Safety and Security close working with local Police and visibility on site

Sustainability / NZC — Business case approved in anticipation of successful funding application for Public Sector

Decarbonisation Scheme. Work with external partners regarding zero-capital solutions (EV strategy)

Capital team / Capital programme Audit - RSM UK LLP.

Statutory maintenance programme — Maintenance Operational Board

Regulatory inspection/validation programmes including: CQC, PLACE, PAM and ERIC

External audits including Fire and Police Service and external audit i.e. KPMG

Authorising Engineers Audits of building services and associated maintenance regimes.

Participation in National Programme (SSRM) hosted by Cabinet Office & HM Treasury

Sustainability National Audits — ¥4 Greener NHS Data Collections, Annual Fleet Data Collection; National Waste and Food
Data Collections

o
=
|

-

c
~

Assurance Map

Assurances received by the Committee (C) / Executive Group (G) during this quarter

Estates Divisional Board Assurance ! . I Fire Safety Considerations for
Report (G) Fire Safety Highlight Report (G) ! an Increasying Estate (G)
BC-0510 Public Sector Executive Health and Safety Assurance y | Internal Audit Capital
Decarbonisation Scheme (C) Report (C) " | Programme (C)

Security Management Highlight Report Y

(G) i

Estates Capital Update (G) !
Violence Prevention & Reduction

Strategy (C & G)

Capital Investment Group Assurance

Report (G)

Confirmation of Capital Reporting (G) -
County Hospital Smiley’s Créche —

Proposed Sale of Land to Smiley’s (G)
Executive Infrastructure Group

Assurance Report (C)

Other Assurances Received by the Committee / Executive Group annually / bi-annually / ad hoc

Capital Programme Inflation Pressures y  Capital Programme Internal
(€) © Audit (C)
Revised Capital Plan 2022/23 (C) UHNM PLACE Lite 2021 (G)

Health and Safety Annual Report
2021/22 (C)

Fire Annual Report 2021/22(C)
Capital Plan 2022/23 (C)

Security Management Annual Report
21/22 (C & G)

Statutory Maintenance, Testing and
Validation Programme (G)

Gaps in Control or Assurance
What are the gaps to be addressed in order to achieve the target risk score?

Capital Programme — continued focus on mitigating risks of delay on capital schemes working closely with finance colleagues.
Estates Business Case — move to implementation phase following approval in December.

Project STAR — work to continue on firming up disposal strategy and programme for Infirmary and Outpatients sites

Public Sector Decarbonisation Scheme — respond to queries through validation process and prepare for bid award.

Estate Strategy — complete housekeeping refresh with detailed review and development control plans to follow, pending the
outcome of the PWC review and Clinical Strategy refresh

24 Q3 Board Assurance Framework
January 2023

Delivering Exceptional Care with Exceptional People



National Cleaning Standards Business Case — move to implementation following approval in December.
PFI — conclude lender approvals Sodexo Market Test, determine PACS/RIS solution to inform concluding of Siemens VFM and
await findings of procurement exercise for Network and Communications service to inform future service model

Further Actions (to provide ‘Additional Assurance’ or ‘Control to Reduce Likelihood / Consequence)

“ Action Required

10.

Energy Procurement Paper

RI Site demolition

Car parking solution

RI/COPD - Release land for
land sale

Lower Trent Business Case

PFI Market Testing
Opportunities

Estate condition

Strategic Supplier
Programme

Estates Workforce Reviews

Cleaning Collaborative /
new National Standards of
Healthcare Cleanliness

Intended
Outcome of
Action

Control to
reduce
Likelihood and
Consequence

Control to
reduce
Likelihood and
Consequence
Control to
reduce
Likelihood and
Consequence
Control to
reduce
Likelihood and
Consequence
Control to
reduce
Likelihood and
Consequence

Control to
reduce
Likelihood and
Consequence

Control to
reduce
Likelihood and
Consequence
Control to
reduce
Likelihood and
Consequence
Control to
reduce
Likelihood and
Consequence

Control to
reduce
Likelihood and
Consequence

EXE:::;ve Quarterly Progress Report BRAG

Director
EF&P

Director
EF&P

Director
EF&P

Director
EF&P

Director
EF&P

Director
EF&P

Director
EF&P

Director
EF&P

Director
EF&P

Director
EF&P

30/04/2023

31/03/2024

31/06/2024

2024/2025

26/01/2023

31/12/2023

31/03/2023

31/03/2023

31/03/2023

31/03/2023

Discussions are underway with the
UHNM Sustainability and
Procurement Team as well as with
Stoke on Trent City Council to
produce buying strategy to ensure
that forecast energy cost increase
in April 2024 is mitigated as far as
possible including potential
connection to Stoke on Trent heat
network (proposals currently at a
high level).

Original due date 31/03/2023:
Phases 1-5 completed, Final
building demolition reliant on ward
80/81 becoming vacant.

Original due date 31/03/2023:
Construction of new multi-story car
park at Grindley Hill has
commenced.

Work to continue on firming up
disposal strategy and programme
for Infirmary and Outpatients sites.

New ward to open January 2023.

Original due date 31/12/2022:
Formalise Sodexo Business Case
and progress other investment
led/VfM opportunities associated
with N&C and MES/PACS.

Deliver statutory maintenance &
capital schemes mitigating risks of
delays as far as possible.

8 new initiatives identified and
launched at EFP partnership day
in December 2022.

Original due date 31/08/2022:
Business case approved 20"
December 2022, recruitment
process commenced.

Sustain improvements seen in
West Building and implement new
Cleaning Standards following
approval of Business Case at PAF
in December.
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Internally Driven v

@ BAF 8: Financial Performance

' G Externally Driven v

Risk Description

Cause . Event | __ __ FEffct |

Resulting in increasing Cost
If we, or system partners, are unable to Then the system financial plan for Improvement Programmes, and a lack of
operate within available resources 2022/23 may not be delivered ability to invest in the development of

future services

Lead Director / s Chief Finance Officer Supported by: Chief Operating Officer

Lead Committee Performance and Finance Committee Executive Group: Infrastructure Group

Impact on Strategic Objectives

. e Improving System g .
Qllllflit; Responsive AR, & & v % Resources [V
Yy g o Innovating Partners y

m_““““ Target Risk Level (Risk Appetite)

Likelihood: 2
Consequence 2 g?’;ggﬁg’gg
___ Mod 4

The risk score has remained the same as the previous quarter, however given the continuing identification of
CIP and identification of non-recurrent benefits it is anticipated that the target score will be achieved by the
end of quarter 4.

Linked Riskson [ B LAl Mod 4 - 6 ~ Highg-12  [ITEXE>A500 [ Total
8> 0> 9V

Risk Register: 0> 1V

Rationale for Risk
Level:

Position Statement

What progress has been made during the last quarter?

The forecast deficit for the year has reduced from £9.1m to £6.6m during Q3 with continued underspends against pay budgets and
slippage on investments, generating in year underspends. Non-recurrent CIP continues to be identified to support the in year
position. Continued identification of non-recurrent benefits (cost reduction and additional income) during Q4 will support
achievement of the target risk score by 31/03/2023.

Key Controls Framework — 3 Lines of Defence

e Performance Management meetings in place with Divisions

e SFls and scheme of delegation

e Planned care board approving and monitoring spend against ERF
e Exec Team approval of additional investment up to £250k

e Finance report in place to performance and Finance Committee with associated scrutiny; enhanced to include run rate
performance and analysis of additional COVID related expenditure

e |CS CFO meeting to review system position

e Non-recurrent mitigations confirmed

e Consideration of Internal audit programme to reflect changing risks in financial plan
e Varying the pace of investment to provide additional mitigation
e External audit programme in place

Assurance Map

Committee Assurances received by the Committee (C) / Executive Group (G) during this quarter

M6, M7, M8 Finance Report (C) ! lsnttggﬁ: ﬁ;i‘lﬂ'; (Fc'r;anc'a'
Q2 Losses and Special Payments (C)
Investment Assurance (C)

Draft Financial Plan Assumptions (G)
Financial Outlook 2023/24 (C)
Changes to in-year Revenue Financial '
Forecasts (C) )

Advanced System Business Continuity !
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Incident (C)

Q2 SFI Breaches and Single Tender
Waivers (C)

Executive Infrastructure Group
Assurance Report (14-10-22) (C)
Agency Cost Reduction Plans (G) -

Other Assurances Received by the Committee / Executive Group annually / bi-annually / ad hoc

Procurement Update Report (C) v~ Financial Plan 2022/23 (C) v~ System Plan 2022/23 (C) !
Capital Programme Internal
v v
Annual Plan 2022/23 (C) Audit (C)
Staffordshire and Stoke on
Investment Assurance (C) ! Trent Final System Operating v

Plan for 2022/23 (C)
2022/23 1&E Year End Forecast (C) !
Agency Expenditure 2022-23 (G)

Gaps in Control or Assurance

What are the gaps to be addressed in order to achieve the target risk score?
The system has submitted a breakeven plan for 2022/23 but has an underlying deficit of £133m of which UHNM represents £30m.
UHNM plans include recurrent CIPs of £13.6m which have not all been identified. The forecast for the year shows a £6.6m deficit, at
month 8, before any further mitigation or non-recurrent underspends including slippage against the winter plan, virtual wards and
ERF. In year non-recurrent flexibility is available to support in-year but the underlying position will need addressing going forward
into 2023/24.

Further Actions (to provide ‘Additional Assurance’ or ‘Control to Reduce Likelihood / Consequence)

e Executive
Action Required Outcome of Lead Due Date Quarterly Progress Report BRAG
Action

Original Due Date 30/6/2022 and

31/12/2022:

Director of Strategy and Chief
Control to Finance Officer meeting regularly

Reduce Deputy CEO ~ 31/03/2023  with Divisions to develop their

Likelihood plans; limited progress on

identification of recurrent CIP has

resulted in underlying position

worsening.

Trust has been protected during
2022/23 to some extent from
. excessive non-pay inflation due to
I Control to Chief .
2. Quantification of Non Pay Reduce Finance 31/03/2023 2 number of high value contracts

Identification of recurrent
CIP

inflation in 2022/23. Consequence Officer $einq over mul_tiple years. The

rust’s underlying position
accounts for these costs to be
incurred in future years.
Original due date 01/11/2022:
PAF approved recurrent
investments in December 2022
following a prioritisation process
that were affordable to the Trust;
additional investments were also
approved subject to recurrent CIP
identification.

Reduce level of recurrent Control to Chief
3. investment to mitigate on Reduce Finance 31/03/2023
non-delivery of CIP. Consequence Officer
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Internally Driven v
@ BAF 9: Research & Innovation

' G Externally Driven v

Risk Description

Cause
Resulting in a failure to maintain our reputation as

If we are unable to secure Then we may be unable to successful researching university hospital, offering patients
sufficient capacity, resource and deliver the Research and @ the opportunity to participate in research and to provide high
skills needed Innovation Strategy quality innovative care and our ability to attract and retain
highly skilled staff due to our research profile

Supported by: Chief Nurse
Executive Group: Research & Innovation Group

Lead Director / s: Medical Director

Lead Committee: Transformation & People Committee

Impact on Strategic Objectives

. S Improving System (
QH'Q!‘ v Responsive i v & v & v Resources IR
uality | v | .
ox nnovating Partners

Risk Scoring

““““ Target Risk Level (Risk Appetite)
Likelihood: 2
Consequence: 2 ﬁfggﬁgﬁg
___ Risk Level: Mod 4

Delays in interpreting the findings of the OD review, coupled with staff turnover and limited recruitment have
REVNEICRTANEI M made the likelihood of the risk almost certain. Whilst there has been some progress with research delivery
capacity, there remain a number of high level vacancies (Matron / Directorate Manager) to be filled. It is
anticipated that these posts will be filled during quarter 1 23/24, although not substantively for the Matron.

Linked Risks on [N =R B SRR Mod 4 - 6 ~ Highg-12  [TEXESHAS [ Total
2> 0> 3>

Risk Register: 0-> 1>

Position Statement

What progress has been made during the last quarter?

A3’s to improve clinical trial activity have now been completed and the focus is now on the action planning. Recruitment is now
underway for the managing director who will then lead the business case to address broader workforce challenges. Funding has
been identified within some Directorates for Research Practitioners. A new appointment made in collaboration with Keele
commenced post in October 2022. HEI engagement is underway with both Keele and Staffordshire University, with particular
progress being made with Staffordshire University. Patient recruitment into clinical trials has increased during the last quarter.

Key Controls Framework — 3 Lines of Defence

Steering Groups established at Speciality level to increase engagement with the central department
Engagement with individual Divisional Boards has commenced

Engagement with Directorates now established

Research practitioners funded by the Directorates within Haematology, Neurology and ENT

Research Strategy developed with key objectives and key performance metrics defined

Departmental leadership team meeting structure in place to oversee delivery of research strategy and priorities
Executive Research and Innovation Group in place

A3 developed on participation in clinical trials which has been identified as a Strategic Initiative as part of our Improving
Together Strategy Deployment Room

Financial return review with Divisional Business Advisors on a monthly basis

A new appointment made in collaboration with Keele commenced post in October 2022

Partnership Group with West Midlands Clinical Research Network (WMCRN)
Engagement with higher education — i.e. Keele / Staffordshire Universities with particular progress being made with
Staffordshire University

e Annual review of academic grants with NIHR (Finance Committee)

Assurances Received by the Committee (C) / Executive Group (G) during this quarter

Performance and Operational Update |, = Centre for Research and Innovation

— Research (G) " Excellence (CenREE) — Update (C & G)
_ . Approach to Monitoring Delivery of R&l

Update from R&l — Innovation (G) Strategy (G)

Quality Assurance Steering Group Executive Research & Innovation Group

Highlight Report (G) Assurance Report (C)

28 Q3 Board Assurance Framework
January 2023

Delivering Exceptional Care with Exceptional People



Clinical

Oversight Group Highlight v

Report (G)

Other Assurances Received by the Committee / Executive Group annually / bi-annually / ad hoc
Research Strategy (C)

Gaps

in Control or Assurance

v

What are the gaps to be addressed in order to achieve the target risk score?

¢ Review of governance arrangements and membership of Executive Research and Innovation Group to ensure that the agendas
are aligned to the new objectives of the strategy with clear Terms of Reference and accountability arrangements

e  Substantive recruitment to vacant posts

Further Actions (to provide ‘Additional Assurance’ or ‘Control to Reduce Likelihood / Consequence)

Executiv Due Date Quarterly Progress BRAG
e Lead Report

“ Action Required

Review of governance arrangements
and membership of Executive
Research and Innovation Group to
ensure that the agendas are aligned to
the new objectives of the strategy with
clear Terms of Reference and
accountability arrangements.

Desktop review of R&l structure being
undertaken.

Develop a report which provides
assurance against key performance
metrics set out within the Research
Strategy.

A review needs to be undertaken to
determine levels of compliance with
GCP training requirements.
Substantive recruitment to vacant
posts.

Managing Director, once in post to
develop and deliver plan arising from
the desktop review.

Review of the Research Governance
structure beneath the Executive Group
to ensure that there is a forum with
appropriate representation from
divisions and support services to
ensure oversight and scrutiny.
Research to form part of Divisional
Performance Management Reviews /
watch metrics.

Research to form part of Divisional
Board agendas.

Intended

Outcome of

Action

Control to
reduce
Likelihood

Control to
reduce
Likelihood

Additional
Assurance

Additional
Assurance

Additional
Control

Additional
Control

Additional
Control

Additional
Control and
Assurance
Additional
Assurance

Medical
Director

Medical
Director

Medical
Director

Medical
Director

Medical
Director

Medical
Director

Medical
Director

Medical
Director

Medical
Director

25/11/22
31/03/22

25/11/22

31/12/23

30/9/2022

30/09/2023

30/6/2023

31/4/2023

31/6/2023

31/6/2023

Original due date 30/9/22
and 25/11/22:

To be completed as part of
Executive Group
Effectiveness Review
which will be led by the
Corporate Governance
Team.

Original due date 30/9/22:
This is almost complete
and awaiting the final
report after completion of
external visits.

Review completed
although new managing
director once in post will
need to implement the
changes proposed
Original due date 30/9/22:
Work in progress although
a further 6 months is
needed to complete this
due to turnover of staff
within the department and
the need to enact the
findings of the review.

A3’s have been produced
and these will form the
basis of the report.

Review completed and
requires ongoing
monitoring.

Action not due.

Action not due.

Action not due.

Action not due.

Action not due.
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Appendix 1: Risk Appetite Matrix

. Patient Safety (e.g. patient harm, infection control, pressure sores, learning lessons) | Cautious Mod 4 — Mod 6
o > i i i

52 Effectiveness (e.g. outcomes, delays, cancellations or operational targets and Open High 8 — High 12
33 performance)

g . - o .

E Service User and Carer Experience and the ability to manage quality (e.g. Open High 8 — High 12

complaints, audit, surveys, clinical governance and internal systems)

Statutory Regulation and Requirements (e.g. Information Commissioner, Care

Quality Commission, Health and Safety Executive, Professional Regulatory Bodies . _

such as General Medical Council, Nursing & Midwifery Council, external Cautious bt £ Ll
certifications such as JAG and I1SO).

National Guidance and Best Practice (e.g. National Institute for Health and Care . T
Excellence, GIRFT) L) Jlehisillichit2

Impact on
Regulation &
Compliance

Day to day activity (e.g. standards of conduct, ethics and professionalism and

! . Cautious Mod 4 — Mod 6
delivery of services)

Impact on
Reputation

Risk as a result of protecting and improving the safety of patients

Staff recruitment (e.g. compliance with regulations such as visa requirements, Equal

58 Opportunities and Diversity, that ensure staff are recruited fairly and competent to Cautious Mod 4 — Mod 6
B g deliver services)
25 | Employment practice Cautious Mod 4 — Mod 6
Es
Staff retention (e.g. attractiveness of Trust as an employer of choice) Open High 8 — High 12
Estates Infrastructure Cautious Mod 4 — Mod 6
< £ | Security (e.g. access and permissions to systems and networks) Cautious Mod 4 — Mod 6
O +
g é Control of Assets (e.g. purchase, movement and disposal of ICT equipment) Cautious Mod 4 — Mod 6
o n . . . . .
ES Bu5|r_1ess continuity (e.g. cyber-attack, maintenance of networks, alternative Cautious Mod 4 — Mod 6
£ | solutions)
Data (e.g. integrity, availability, confidentiality and security, unintended release) Cautious Mod 4 — Mod 6
Value for money and sustainability (including cost saving) Cautious Mod 4 — Mod 6
C o3 >
.g 3 § Standing Financial Instructions (SFI's) and financial control Cautious Mod 4 — Mod 6
c =
§_g ué: Fraud and negligent conduct Minimal Low 1-Low 3
=

Partnerships Open High 8 — High 12

Impact on
Partnerships /
Collaboration

- | [Innovation (e.g. new ways of working, new products, new and realigned services,
§ 5 new models of staffing and realignment of services, international recruitment, new
§ g ICT systems and improvements)
EE FlnaQC|aI Innovation (e.g. new ways of working, new products, new and realigned Open High 8 — High 12
services)
LEVELS OF RISK APPETITE
Avoid

Risk Score Tolerance 0 We are not prepared to accept any risk.
We accept that risks will not be able to be eliminated, therefore these should be reduced to the
lowest levels, with ultra-safe delivery options, recognising that these may have little or no potential
for reward/return.

Minimal
Risk Score Tolerance 1 -3

Cautious We are willing to accept some low levels of risk, while maintaining overall performance of safe
Risk Score Tolerance 4 — 6 delivery options, recognising that these may have restricted potential for reward/return.
Open We are willing to accept all potential delivery options, recognising that these may provide an

Risk Score Tolerance 8 — 12  acceptable level of reward.

Seek We are eager to be innovative, choosing options with the potential to offer higher business
Risk Score Tolerance 15 - 25 H{EI(CH
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Appendix 2: Links to Risk Register

nHEEEE Risk Description Division

Target BAF
Risk Score | Link

16432 v v" Covid 19 & Compliance with CNST Maternity Safety Actions CWCSS 5 1
8877 v Hospital Acquired Infections lcz:entrgl 8 1
unctions
Insufficient trained staff in Pharmacy Technical Services to deliver aseptic products
v

25152 v including chemotherapy to the Trust CWECSS 4 1,3
25467 v v | HD capacity and workforce Medical S 20 | 20 | 8 1,3
18842 v v Gaps within the Junior Medical Rota CWCSS | 16 | 16 | 16 | 6 1,3
21595 v v Insufficient technical staff in Microbiology NMCPS | 16 | 16 | 16 | 6 1,3
22514 v v Nurse Staffing in the Emergency Department both Sites Medical | 16 | 16 | 16 | 6 1,3
25228 v v | Nurse Staffing CED CWCSS NA  EFEE 4 1,3
25455 v v | Lack of ST1/2 to provide on call cover within Specialised Surgery Directorate Surgical /9 16 | 16 | 4 1,3
21987 v v Wards 227 RN Workforce availability g‘gmgg"s -“n 3 1,3
23595 v Substantive nursing workforce on medical escalation wards Medical 12 9 BB 4 1,3
23834 v v | Delayed Induction of Labour CWCSS [ 20 | 15 | 15 | 4 1,3
8822 v v' | Medical Workforce Staffing Oncology g:mg;ks n-- 6 1,3
13419 v v | Midwifery safe staffing CWCSS [ 16 | 20 [P 4 1,3
15664 v Liver Mortality - CQC actions Medical B 12 12 4 1,3
18093 v v | Nurse Staffing within the NNU CWCSS B 12 12 6 1,3
21481 v v Eﬁgkl;g?geBreast service (Imaging), due to vacancy within Breast Radiologist CWESS --- 4 1.3
21503 v v General Paediatric Consultant Rota CWCSS 12 12 12 4 1,3
23569 v v AMU ROYAL STOKE-Lack of pharmacy staff due to understaffing to meet demand Medical 2 1,3

of the increased bed base
23570 v v No current pharmacy service to support AMRA Medical 12 12 12 4 1,3
23787 v v Gaps in Junior Doctor workforce Medical 12 12 12 6 1,3
24272 v v Junior Doctor Staffing CWCSS el 12 12 6 1,3
24464 v v | EPU Service/capacity/Management CWCSS 12 12 12 4 1,3

Insufficient Biomedical Scientific Staff Resource to Provide a Quality Haematology &
25120 Y v Blood Transfusion Service at MCHFT NMCPS NA 8 1,3
25216 v v Ward 108 Registered Nurse Vacancies Surgical NA | 12 @ 12 6 1,3
25229 v v Nurse Staffing CAU CWCSS NA | 12 12 4 1,3
25247 v v | Nurse Staffing Ward 217 CWCSS NA | 12 12 4 1,3
25795 v" Vacant Consultant Neurology On-Call Gaps ggmgg(s NA -- 4 1,3
25857 v v AMU COUNTY-Lack of pharmacy staff to meet demand due to increased bed base Medical NA | 12 @ 12 2 1,3
8615 v v" Radiotherapy Radiographer Staffing Levels g:m;ks --- 4 1,3
9738 ¥ Nursing training (both sites) Medical | 16 | 16 | 16 | 6 2
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Risk Description

Division

16652 v Staff Wellbeing and Welfare Medical
20616 v v Insufficient Blor_nedlcal Smenhﬂc Staff Resource to Provide a Quality Haematology & NMCPS
Blood Transfusion Service at Macclesfield H
11294 v v" NMCPS Pathology Histology Medical Reporting Capacity (achieving TAT) NMCPS
13725 v RSUH/CH Haematology shift service provision (Haematology) NMCPS
21157 v v' | Haematology Service at MCHT Leighton getm{ork
ervices
24281 v v Cardiothoracic Theatre Staffing Establishment Surgical
24032 v v" Respiratory Physiology - risk to service delivery/wait times Medical
24818 v v" RSUH/CH Biochemistry Staffing NMCPS 12
20809 v" NMCPS Histology Admin & Office Capacity NMCPS 12
21591 v v Insufficient Clinical Staff to Support the NMCPS Microbiology Service NMCPS 12
21719 v v' | Medicine Safety Officer Vacancy CWCSS 12 12
21947 v v Insufficient resource for the paediatric dietetic services CWCSS 12 12
22969 v" Radiology Physics expert level staffing (X-ray physics speciality) g:xgg;‘; 9 12
23024 v v | Gaps in B5 radiographer rosters to provide 24/7 xray service CWCSS | 16 | 16 |
23506 v v Gast_roe_nterolo_gy patients insufficient Pharmacy support for highly complex CWCSS 12 12
medication regimes
23843 v v | Respiratory Consultant workforce (County) Medical [ 16 | 16 |
Estates,
24995 v" Recruitment and Retention of Estates Operations skilled workforce Facilities and 12 12
PFI
25121 ¥" NMCPS Blood Transfusion staffing NMCPS
26110 v v" | Renal clinic letters for Cheshire (Leighton) Patients Medical
. . . Network
v
17437 Elective Cardiac Surgery P2 patients Services
24028 v Lack of flow across the Trust leading to congestion of ED (both sites) and UEC Medical
standards unable to be met
25512 v v' | Radiology reporting capacity gap between scanning and reporting CWCSS
. . . . Network
v
25839 Long Wait Patients in the Trauma Directorate Services
15788 v Delivery of RTT Performance - Diagnostic Capacity Medical
23842 v v Delivery of RTT - Outpatient capacity/wait times Medical
25053 v Access to Cardiac theatres gletvyork
ervices
25469 v Delivery of constitutional cancer quality standards Surgical
17873 v Inability to Off-load Patients from Ambulances (both sites) Medical
25471 v Follow Up Delays Surgical
25980 v Your Next Patient Process Medical
26054 4 Your Next Patient System gletvyork
ervices
25470 v Increasing waiting list size and patients waiting greater than 18 weeks for treatment Surgical
17637 v Decline in cancer performance Surgical
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Target BAF
Risk Score | Link
8 5
9 5
4 5
4 5
6 5
6 5
4 5
8 5
2 5
8 5
8 6
6 6
5 6
4 6
4 6
4 6
4 6
3 6
4 7
6 7
8 8
2 8
4 8

o | O
‘8 8 Risk Description Division
=NNe]
17805 v Lung Nodule Management Medical
18664 v Gynaecology 52 Week Wait Patient Numbers CWCSS
20134 v Specialised Surgery Follow Up Backlog Surgical
20448 v Patient LOS above 24 hrs. on AMU - against Internal Standards Medical
20739 v Endoscopy planned patients waiting list Medical
21315 v Inability to achieve triage times within CED CWCSS
21375 v Unvalidated Waiting lists Surgical
23410 v Imaging reports for 2 week waits internal TAT failure CWCSS
23568 Vv v Size of the AEC footprint Medical
23647 v Reports for Gl imaging for patients on cancer pathways are not within TAT target CWCSS
26168 v Pathology IT support NMCPS
25870 v Network and communication services provision for UHNM gentrgl
unctions
. Central
9036 v Vulnerability to Cyber Attack Functions
8849 v Staff using unsecured and unlicensed personal phones for work email |(:3entr_al
unctions
21784 v Confidentiality, Integrity and Availability of Trust Information gen"?'
unctions
. . . . Central
23753 v Network failure due to multiple service providers Functions
24580 v Lack of a centralised information asset (systems) register |(:3entr_al
unctions
26487 v Lack of a digital solution to maintain confidentiality of patient information with the GP gjr?ct:;?c:ns
23331 v v MCHT Ceiling RAAC planks NMCPS
20315 Vv Interventional Room 5 does not meet Ventilation Building Regulations CWCSS
21697 v Recurrent CIP requirements for 22/23 and beyond not met in Trust due to lack of Central
focus on CIP Functions
21700 v Valuation of Rl and COPD sites in relation to funding of Project Star MSCP Business = Central
Case Functions
Central
22949 v IM&T Contract Management Functions
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Policies for Approval: FO1 Standing Financial

Report Title: Instructions, and FO2 Scheme of Reservation
and Delegation of Powers

XTSI Sarah Preston, Director of Strategic Finance

D CANNCAEHN Mark Oldham, Chief Financial Officer
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xecutive Summa

Policies FO1 Standing Financial Instructions and FO2 Scheme of Reservation and Delegation of Powers
have been reviewed as per the agreed timetable.

The key staff consulted and changes made are set out in this report. The policy changes have been
submitted to the Trust Policy Review Group for approval and 2 further changes were added.
The policy changes have been approved at Audit Committee on 2 February 2023.

A track change version of each policy is attached.

Recommendations

That the Trust Board give final approval for the policy changes and implementation from 1 March 2023.

High Quality Responsive Improving & Innovating System & Partners Resources

NHS

University Hospitals
of North Midlands
NHS Trust

N .
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Policies for Approval: F01 Standing Financial Instructions, and F02 Scheme of
Reservation and Delegation of Powers
02 February 2023

1. Introduction

Policies FO1 Standing Financial Instructions and FO02 Scheme of Reservation and Delegation of Powers
have been reviewed as per the agreed timetable, The key staff consulted and changes made are set out in
this report for consideration and approval by Audit Committee.

2. Staff Consulted

The people in the table below reviewed the policies and set out where changes were required:

Department Reviewer

Executive Team All of the Executive Directors
Governance Claire Cotton and Nicola Hassell
Internal Audit & LCFS RSM (Assam Hussein)

External Audit GT (Nicola Coombe)

Estates David Ruscoe

Finance and Contracting |Clare Riley, Nick Sone, David Roper, Kay Farrugia, Dylan Davies, Paul Brown, Chris Morris and Jonathan Tringham
People Jane Haire

Pharmacy Susan Thomson

IM&T Heidi Poole, Leah Carlisle

Charity Steve Rushton

Procurement Nathan Joy-Johnson and Joanne Roberts
Strategy Julie Wheat-Hattersley

3. Generic Changes Made

The table below sets out the changes made to the policies to reflect update in department names and job
titles:

Title / Generic changes made throughout both policies

All references to NHSI/E, NHS Improvement changed to NHSE, NHS England

All references to Director of Human Resources changed to Chief People Officer

All references to Director of Human Resources changed to Director of Digital Transformation

All references to Medical Director changed to Executive Medical Director

All references to Associate Director changed to Director of Operations

All references to Human Resources changed to People Directorate

All references to HR Manager changed to People Business Partner

All references to Director of Nursing Changed to Chief Nurse

All references to Director of Procurement changed to Group Director of Procurement

All references to His / Her changed to gender neutral

All references to Supplies and Procurement Department changed to Integrated Supplies and Procurement Department
All references to Associate Director of Governance changed to Associate Director of Corporate Governance
All references to Information Governance Team changed to Data, Security and Protection Team

All references to Designated Pharmaceutical Officer changed to Clinical Director of Pharmacy

2 FO01 and FO2 Revision for approval @@ w _—-
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4. Changes Made to Policy F01 Standing Financial Instructions

The changes to each policy have been separated into clarification changes, where additional clarification
has been made around specific points, and process changes where the change proposed in the policy will
result in a process change which is currently in place (ie changes to procurement rules to reflect the exit
from the EU) or will be made upon ratification of the policy. The changes are set out in the tables below:

Clarification Changes Made (F01)
Page Ref Change made By Department
4 1.7 Further clarification on non-compliance with SFIs re Fraud and Bribery Assam Hussein RSM
Removal of definition for his/her and she/he as these terms now removed in accordance
5 4.1 with change 10 above Nicola Hassall Governance
8 7.2.1 Trust policy review timetable is 3 years post ratification Sarah Preston Finance
10 1.2.2 (d) (i) Further clarification on the Internal Audit opinion Assam Hussein RSM
1.2.2 (b) & inclusion of adherence to adhere to the Public Sector Internal Audit standards for
10,11 |1.2.8 internal Audit Assam Hussein RSM
13,14 &
15 2 Specific inclusion of references to bribery (in addition to fraud) Assam Hussein RSM
13 2.1 Clarification on loss definition to include risk of loss Assam Hussein RSM
13 2.5 Update on definition relating to Corruption Assam Hussein RSM
14 2.9 Further detail on LCFS role Assam Hussein RSM
14 2.12 Clarification on fraud and corruption related policy Jane Haire HR
14 2.18 Update on Counter Fraud Specialist contact Assam Hussein RSM
15 2.19 Update on Anti bribery and Anti fraud policy title Assam Hussein RSM
19 4.3.2 Removed reference to vacancy control panels Dylan Davies Finance
24 5and 5.4 Amended title of Annual Report and Accounts to reflect updated wording Nick Sone Finance
24 5.4 Amended ref to Manual for Accounts to Group Accounting Manual Nick Sone Finance
6.2&6.2.1(a)
&6.3.1(a) & Updated reference of bank accounts to include Online Merchant Accounts and
25 6.3.2 explanation Nick Sone Finance
27 7.2.1 Changing of contract charges to refer to general guidance rather than national tariff Dylan Davies Finance
28 7.4.4 Reference to Patient Property Policy (F16) Sarah Preston Finance
32 8.5.11 Inclusion of Equality Act 2010 in supplier requirements Jo Roberts Procurement
33 8.5.17 Further information on procurement requirements for temporary staff Jo Roberts Procurement
36 8.9.2 Further clarification added for the circumstances where only one tender is received Nathan Joy-Johnson |Procurement
38 8.14.1 clarification of requirements for authorisation Jo Roberts Procurement
39 8.18.1 (b) Change of EU directive to UK Public Procurement Nathan Joy-Johnson |Procurement
49 11.2.4 Clarification of eReaf process in the authorisation of requisition for goods and services Nick Sone Finance
59 13.5.7 Illustrative narrative update to reflect increased NHSE authorisation limit Sarah Preston Finance
60 13.7.2 Clarification that assets are at a value as set by the Group Accounting Manual David Roper Finance
66 16.1.1 Data Protection act updated from 1998 to 2018 Policy Review Group
66 16.1.3 FOI responsibility updated to Data Security and Protection Team Policy Review Group
68 17.1.10 Paragraph added to link patients property to section 7.4.4 Safekeeping Sarah Preston Finance
72 20.1.2 Reference to Records Management code updated from 2016 to 2021 Nicola Hassall Governance
72 20.1.2 Update on policy numbers for Data Security and retention of documents Leah Carlisle IM&T /DSP
3 FO1 and FO2 Revision for approval
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Process Changes Made (F01)
Page Ref Change made By Department
10 1.1.4 (f) inclusion of audit committee role to review the write off of debts Nick Sone Finance
11 1.2.4e Removed as there are no specific assurance statements referred to by Internal Audit Assam Hussein RSM
11,58, [1.2.5&13.8.3 &
62 15.2.5 Clarification that LCFS must be notified of any irregularities Assam Hussein RSM
18 4.2.7 Inclusion of Budget Manager to authorise additions to the authorised signatory list Nick Sone Finance
18 43.1 Removed budgetary reporting against NHSIE targets as they are no longer used Dylan Davies Finance
20 4.4.3(e) Included Medical Director authorisation for virement of medical establishments Dylan Davies Finance
Budget virements between income pay or non pay authorisation by Head of Financial
21 4.4.5 Management Dylan Davies Finance
21 4.4.10 Removal of requirement to report budget virements to PFC on a regular basis Dylan Davies Finance
Clarification that additional costs through the PFl require authorisation as per the
22 4.6.1 business case process Kay Farrugia Finance
Narrative updated to reflect increased FEM business case approval limit of £500k (from
22 4.6.6 £250k) Mark Oldham Finance
22 4.6.7 Section removed re taking business case decisions to TEC for information Helen Ashley Strategy
Narrative updated to reflect increased FEM and PFC (£1m to £1.5m) business case
22 4.6.7 approval limit Mark Oldham Finance
4.6.8 & 4.6.9 & [Revenue Business Case approvals limits increased for FEM. PAF and Trust Board and to
22,23 |4.6.11 reflect NHSE uplift to £25m Mark Oldham Finance
Update of External Audit appointment from Public Sector Appointments body to the
24 5.3 Trust Nick Sone Finance
25 6.3.1 0 Inclusion of authorisation for ELFS within banking procedures Nick Sone Finance
27 7.2.7 Amended reference to national tariff to say where relevant Dylan Davies Finance
27 7.3.2 inclusion of audit committee consideration re write off of debts exceeding £1,000 Nick Sone Finance
Updated to clarify Trust is not liable for items not handed in for safekeeping as per policy
28 7.4.4 F16 Sarah Preston Finance
30,31 (8.1.1&8.5.6 Update of EU tender threshold from £122,976 to £138,760 Jo Roberts Procurement
8.1&82&
8.5.6&8.5.19&
30,31,32|11.3.1 & 11.5.1
49,50, (& 11.5.2&
54 13.2.11 Update of OJEU process to Public Contract Regulations (2015) Jo Roberts Procurement
31,33 |8.4&8.5.16 Update of Procure 22 Framework to Procure 23 now in place Dave Ruscoe Estates
32 8.5.9 Update of NHS Supplier Database to Contracts Finder Jo Roberts Procurement
35 8.8.1 (a) Update of authority for the opening of e-procurement tenders Nathan Joy-Johnson |Procurement
35 8.8.2 (a) Update of authority for the opening of non e-procurement tenders Nathan Joy-Johnson |Procurement
Section removed re PFI for capital procurement to reflect government announcement of
39 8.17 no further PFl schemes (Oct 18) David Roper Finance
46 10.5.1 (d) Further clarification of communication of pay rate variations to EDs Ro Vaughan HR
Update on requisition limit for PAF from £1m to £1.5m to align with revenue business
47 11.1.2 case limits at 4.6.7 Mark Oldham Finance
Update on Pharmacy Requisition limits to reflect updated structure and increasing cost  [Sue Thomson
47 11.1.3 and PFC limit upliftat 11.1.2 (&MO) Pharmacy
Clarification that additional costs through the PFI require authorisation as per the
49 11.2.5 standard requisition process Kay Farrugia Finance
11.7.4 & 11.7.5
and removal of
52 11.7.8 Updated process and information re leases to reflect the requirements of IFRS 16 Nick Sone Finance
Capital Business Case approvals limits increased for FEM. PAF and Trust Board and to
56 13.5.2 reflect NHSE uplift to £25m Mark Oldham Finance
57 13.5.5 Update of narrative on CIG limit to reflect table at 13.5.2 Sarah Preston Finance
Update on NHSE table to reflect increased authorisation limit of £25m (awaiting an
57 13.5.6 updated table from NHSE) Sarah Preston Finance
Updated instruction on the requirement for Trust and NHSE approval with regard to PFI
60 13.6.1 & 13.6.2 |variations. David Roper Finance
Section removed re PFI for capital procurement to reflect government announcement of
60 13.6.2 no further PFl schemes (Oct 18) David Roper Finance
4 FO1 and FO2 Revision for approval
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5. Changes Made to Policy F02 Scheme of Reservation and Delegation of
Powers

The changes to each policy have been separated into clarification changes, where additional clarification
has been made around specific points, and process changes where the change proposed in the policy will
result in a process change which is currently in place (ie changes to procurement rules to reflect the exit
from the EU) or will be made upon ratification of the policy. The changes are set out in the tables below:

Clarification Changes Made (F02)

Page Ref Change made By Department

14 4.3 Quality governance clarification re maternity and neonates Nicola Hassall Governance

15 6.1 Updates definition of the role of Transformation and People Committee Nicola Hassall Governance

15 6.2 Updates the role of Transformation and People Committee Nicola Hassall Governance

15 7 Updates the title of Trustee Committee to Charity Committee Nicola Hassall Governance

15 7.1(c Update assurance of committee from Trust Board to Corporate Trustee Nicola Hassall Governance

20 3.4.1 (h) Change reference to Council of Governors from previous title Nicola Hassall Governance

32 Appx A -8 Clarification re the process for procurement of medicines Sue Thomson Pharmacy

33 Appx A -10 Staff Retirement Policy amended to Flexible Retirement Guidelines Jane Haire HR

39 Appx A-15.1 [Change of definition of medical items to medical equipment items Sarah Preston Finance

Process Changes Made (F02)

Page Ref Change made By Department

15 8 Removal of Trust Executive Committee as a sub committee of the Trust Board Nicola Hassall Governance

32 Appx A -8 Update of EU tender threshold from £122,976 to £138,760 Jo Roberts Procurement

33 Appx A-8 Update of OJEU process to Find a Tender Service Jo Roberts Procurement

33 Appx A -10 Clarification of authorisation of new staff appointed above the bottom of pay scale Ro Vaughan HR

36 Appx A-11 Update on requisition limit for PAF from £1m to £1.5m to align with revenue business Mark Oldham Finance
Update on Pharmacy Requisition limits to reflect updated structure and increasing cost

36 Appx A-11 and PFC limit uplift above Sue Thomson (&MO]Pharmacy
Update on Capital Inverstment limits to reflect NHSE increased authorisation limit of

38 Appx A-13 £25m (awaiting an updated table from NHSE) Sarah Preston Finance

39 Appx A-15.1 [Inclusion of Director of Digital transformation for IM&T disposals Sarah Preston Finance

40 Appx A-18 Update of Charitable limits and process to reflect structure in place Steve Rushton Charity

44 Review of MRHA Recommendations updated to include Clinical Director of Pharmacy Sue Thomson Pharmacy

This policy will also need to be updated in to the current Trust format.

5
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6. Summary of Authorisation Changes

The changes to authorisation limits which are reflected in both policy FO1 and FO2 have been set out in the

table below for ease of reference:

Policies FO1 and FO2 - Summary of Authorisation level changes

Authorisation limits  |Revenue Capital only |Requisitions [Pharmacy Tender
uptof B Cases B Cases and non PO |[Requisitions [authorisation
Section (FO1) 4.6.11 13.8 11.1 11.1.3 8.14
Version 10 April 2021 | |

B Holder 20k 50k
D of Pharmacy 170k

DoF / CIG 100k 100k

CFO 25k 250k 250k 500k
CEO / Formal EDs 250k 1m 500k 500k Im
Perf & Finance Com Im 3m 1m 1m 3m
Trust Board 15m 15m Im + Im + 3m +
NHSE 15m + 15m +

Version 11 February 2023

Budget Holder 20k 50k
Pharmacy 250k

DoF / CIG 100k 100k

CFO 25k 250k 500k 500k
CEO / Formal EDs 500k im 500k Im im
Perf & Finance Com 1.5m 3m 1.5m 1.5m 3m
Trust Board 25m 25m 1.5m + 1.5m + 3m +
NHSE 25m + 25m +

matrix

= PFC

= PFC

Table at 13.8 shows

e.g cap £3.5m, rev £75k

e.g.revEl.lmcap £1m

7. Recommendations

L ]

Denotes change

That the Board provides final approval of the policies for implementation from 1 March 2023.

6 FO01 and FO2 Revision for approval
Trust Board 08 February 2023

QOO
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7 June 2017

8 February 2020 Approved by Audit Committee 23 January 2020. Approved by Trust
Board 05 February 2020 with changes to budget virement approval
table

9 April 2021 Minor amends — updated LCFS details

10 March 2022 Minor Amends - Reviewed the limits for capital business case
requirements in relation to Investment Capital.
This reflects the shift in role of the Executive Weekly meeting in
signing off business cases, along with the change in role of the
Capital Investment Group (CIG) which is now a more transactional
meeting with no ED attendance.

11 February 2023 Review in line with agreed timetable — all changes and

amendments as set out in paper to Audit Committee February 2023

Statement on Trust Policies

The latest version of ‘Statement on Trust Policies’ applies to this policy and can be accessed here
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INTRODUCTION

These Standing Financial Instructions (SFls) are issued in accordance with the Trust (Functions)
Directions 2000 issued by the Secretary of State which require that each Trust shall agree SFls
for the regulation of the conduct of its members and officers in relation to all financial matters with
which they are concerned. They shall have effect as if incorporated in the Standing Orders
(SOs).

These SFls detail the financial responsibilities, policies and procedures adopted by the Trust.
They are designed to ensure that the Trust's financial transactions are carried out in accordance
with the law and with Government policy in order to achieve probity, accuracy, economy,
efficiency and effectiveness. They should be used in conjunction with the Scheme of Reservation
and Delegation of Powers adopted by the Trust.

These SFls identify the financial responsibilities which apply to everyone working for the Trust
and its constituent organisations including Trading Units. They do not provide detailed
procedural advice and should be read in conjunction with the detailed departmental and financial
procedure notes. All financial procedures must be approved by the Chief Financial Officer.

Should any difficulties arise regarding the interpretation or application of any of the SFls then the
advice of the Chief Financial Officer must be sought before acting. The user of these SFls
should also be familiar with and comply with the provisions of the Trust’'s SOs.

The failure to comply with SFIs will be recorded by the Chief Financial Officer. Failure to
comply with SFls is a disciplinary matter and could result in dismissal.

Where appropriate, failure to comply with SFIs will be reported to the Audit Committee with full
details of the non-compliance and any justification for the non-compliance. The Audit Committee
will then either refer for action or ratify the non-compliance.

All members of the Trust Board and employees have a duty to disclose any non-compliance with
these SFls to the Chief Financial Officer as soon as possible. Any instances of non-compliance,
where fraud or bribery are suspected will be reported to the Local Counter Fraud Specialist as
soon as practicable and will be managed in line with the Anti-Bribery and Anti-Fraud Policy (G18).

STATEMENT

To provide detailed financial responsibilities, policies and procedures to be adopted by the Trust
and its employees or representatives.

SCOPE

This policy applies to all areas of the Trust and all individuals employed by the Trust including
contractors, voluntary workers, students, locum and agency staff and those holding honorary
contracts.

FO01 Standing Financial Instructions/V116/FINAL/February 2023Marech-2022/Page 4 of 74



4.

41

DEFINITIONS

Detailed below is a list of terms used in this document and a definition of their meaning.

University Hospitals of North Midlands NHS Trust
FO01 Standing Financial Instructions

Term

Definition

Budget

Resource, expressed in financial terms, proposed by the
Trust for the purpose of carrying out, for a specific period,
any or all of the functions of the Trust. The budget should,
where appropriate, also be supported by budgets relating to
workforce and workload.

Budget
Administrator

Employee with delegated authority from a Budget Manager
(to a limit of £5,000 inclusive of VAT) to manage finances
(income and expenditure) for a specific cost centre or group
of cost centres

Budget Manager

Employee with delegated authority from a Budget Holder (to
a limit of £25,000 inclusive of VAT) to manage finances
(income and expenditure) for a specific cost centre or group
of cost centres

Budget Holder

Director or employee with delegated authority from the Chief
Executive (to a limit of £50,000 inclusive of VAT) to manage
finances (income and expenditure) for a specific area of the
organisation

Departmental Director or Employee at Band 8a or above responsible for

Manager authorisation in line with Human—ResourcesPeople
Directorate policies

Chairman The person appointed to lead the Trust Board and to ensure

that it successfully discharges its overall responsibility for
the Trust as a whole

Chief Executive

Chief officer of the Trust and Accountable Officer

Chief Financial
Officer

Chief Financial Officer of the Trust

Director of Finance

Financial Director for the Trust with powers delegated from
the Chief Financial Officer

Do/s! T . . .
“I'le'e this tle”I lI appealls. H."S term-is 1o Isle talée'l' as |ele||||||gf
that-poest-holder-changes

Scheme of | Document which sets out the powers reserved by the Trust

Reservation  and | Board, while at the same time delegating to the appropriate

Delegation of | level the detailed application of Trust policies and

Powers. Policy | procedures. Referred to as ‘the Scheme of Delegation’

number F02 within this document.

Standing Financial
Instructions (SFls).
Policy number FO1

Document detailing the financial responsibilities, policies
and procedures adopted by the Trust. Referred to as ‘the
SFls’ within this document.

Standing  Orders.
Policy number G19

Document which sets out the regulation of the Trust
proceedings and business. Referred to as the SOs in this
document.

Trust University Hospitals of North Midlands NHS Trust
Trust Board Board of the Trust
Table 1

4.2 Wherever the title Chief Executive, Chief Financial Officer or other nominated officer is used in
these SFls, it shall be deemed to include such other Director or employees who have been duly
authorised to represent them.

4.3 Wherever the term “employee” and the context permits, it shall be deemed to include employees
of third parties contracted to the Trust when acting on behalf of the Trust.
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ROLES AND RESPONSIBILITIES

Role of the Trust Board

The Trust Board exercises financial supervision and control by:
(a) Formulating the financial strategy

(b) Requiring the submission and approval of budgets within approved allocations/overall
income

(c) Defining and approving essential features in respect of important procedures and financial
systems (including the need to obtain value for money)

(d) Defining specific responsibilities placed on members of the Trust Board and employees as
indicated in the Scheme of Delegation document

The Trust Board has resolved that certain powers and decisions may only be exercised by the
Trust Board in formal session. These are set out in the ‘Reservation of Matters Reserved to the
Board’ document. All other powers have been delegated to such other committees as the Trust
Board has established.

Under the Trust’'s scheme of delegation, amendments to these instructions need to be approved
at a Trust Board meeting.

Role of Chief Executive

The Chief Executive will, as far as possible, delegate his/hertheir detailed responsibilities, but
they remain accountable for financial control.

Within the SFls, it is acknowledged that the Chief Executive is ultimately accountable to the Trust
Board, and, as Accountable Officer, to the Secretary of State, for ensuring that the Trust Board
meets its obligation to perform its functions within the available financial resources. The Chief
Executive has overall executive responsibility for the Trust's activities; is responsible to the
Chairman and the Trust Board for ensuring that its financial obligations and targets are met and
has overall responsibility for the Trust’s system of internal control.

It is a duty of the Chief Executive to ensure that Members of the Board, employees and all new
appointees are notified of, and understand their responsibilities, within these SFls.

Role of Chief Financial Officer (CFO)

The Chief Financial Officer will, as far as possible, their delegate-histher-detailed responsibilities,
but they remain accountable for financial control.

The Chief Financial Officer is responsible for:

(a) Implementing the Trust’s financial policies and for coordinating any corrective action
necessary to further these policies

(b) Maintaining an effective system of internal financial control including ensuring that detailed
financial procedures and systems incorporating the principles of separation of duties and
internal checks are prepared, documented and maintained to supplement these instructions

(c) Ensuring that sufficient records are maintained to show and explain the Trust’s transactions,
in order to disclose, with reasonable accuracy, the financial position of the Trust at any time
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(d) The provision of financial advice to other members of the Board and employees
(e) The design, implementation and supervision of systems of internal financial control

(f) The preparation and maintenance of such accounts, certificates, estimates, records and
reports as the Trust may require for the purpose of carrying out its statutory duties.

The Chief Financial Officer will maintain a register of the required readers of the SFls. These
readers will predominantly be any authorised signatory for the Trust.

Role of all Directors and Officers

Powers are delegated to Directors and Officers on the understanding that they would not exercise
delegated powers in a matter in which their judgment was likely to be cause for public concern.

This policy shows only the “top level” of delegation within the Trust. The Scheme of Delegation is
to be used in conjunction with the system of budgetary control and other procedures within the
Trust.

In the absence of a Director or Officer to whom powers have been delegated, those powers shall
be exercised by that Director or Officers deputy unless alternative arrangements have been
requested by the Trust Board.

Role of all Trust Board members and employees

All members of the Trust Board and employees, severally and collectively, are responsible for:

(a) The security of the property of the Trust

(b) Avoiding loss

(c) Exercising economy and efficiency in the use of resources

(d) Conforming to the requirements of SOs, SFls, financial procedures and the Scheme of
Delegation

Individuals who are included on the register of required readers of the SFls are responsible for
ensuring they understand the guidance and will acknowledge this in writing to the Chief Financial
Officer.

For all members of the Board and any employees who carry out a financial function, the form in
which financial records are kept and the manner in which members of the Trust Board and
employees discharge their duties must be to the satisfaction of the Chief Financial Officer.

All members of the Trust Board and employees are expected to adhere to the Nolan Principles
which are the basis of ethical standards expected of public office holders. The seven principles
of public life apply to anyone who works as a public office holder and all people appointed to work
in public services including all people working within the health sector.

The seven principles are:
(a) Selflessness — holders of public office should act solely in terms of the public interest
(b) Integrity — Holders of public office must avoid placing themselves under any obligation to

people or organisations that might try inappropriately to influence them in their work. They
should not act or take decisions in order to gain financial or other material benefits for
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themselves, their family, or their friends. They must declare and resolve any interests and
relationships

(c) Objectivity — Holders of public office must act and take decisions impartially, fairly and on
merit, using the best evidence and without discrimination or bias

(d) Accountability — Holders of public office are accountable to the public for their decisions and
actions and must submit themselves to the scrutiny necessary to ensure this

(e) Openness — Holders of public office should act and take decisions in an open and
transparent manner. Information should not be withheld from the public unless there are
clear and lawful reasons for so doing

(f) Honesty — Holders of public office should be truthful

(g) Leadership — Holders of public office should exhibit these principles in their own behaviour.
They should actively promote and robustly support the principles and be willing to challenge
poor behaviour wherever it occurs

Role of contractors and their employees

Any contractor or employee of a contractor who is empowered by the Trust to commit the Trust to

expenditure or who is authorised to obtain income shall comply with these instructions. It is the
responsibility of the Chief Executive to ensure that such persons are made aware of this.

EDUCATION/TRAINING AND PLAN OF IMPLEMENTATION

The Finance Department will ensure that training is available to all authorised signatories and any
other staff member who requires training.

MONITORING AND REVIEW ARRANGEMENTS

Monitoring Arrangements

In accordance with SOs, the Trust Board shall formally establish a committee of independent
members, as an Audit Committee, with formal Terms of Reference, which includes ensuring
compliance with the SFis.

Failure to comply with this policy will be recorded by the Chief Financial Officer. Failure to
comply with the policy is a disciplinary matter, which may be reported to the Audit Committee,

and could result in dismissal.

All members of the Trust Board and employees have a duty to disclose any non-compliance with
this policy to the Chief Financial Officer as soon as possible.

Review

This policy will be reviewed threewe years post ratification, unless changes in national legislation
override this or there has been a specific request to review earlier.

REFERENCES

Standing Orders — G19
Scheme of Reservation and Delegation of Powers — F02
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Anti-Bribery and Anti-Fraud Policy (G18)

Disciplinary Policy (HR01).

Losses and Special Payments Policy (F09)

Management of Patient Property (F16)

Standards of Business Conduct Policy (G16)

ISPD Procurement Policy (SP01)

Charity Policy (F06)

Data Protection Security and Confidentiality Policy (DSP10)

Information Lifecycle and Records Management (Corporate Records) Policy (DSP16)
Risk Management Policy (RM01)

Appendix A — STANDING FINANCIAL INSTRUCTIONS

1.

1.1

1.1.1

AUDIT
Audit Committee

The Audit Committee’s primary role is to conclude upon the adequacy and effective operation of
the Trust’s overall internal control system. In performing that role the Committee’s work will
predominantly focus upon the framework of risks, controls and related assurances that underpin
the delivery of the Trust’'s objectives.

As a result, the Committee has a pivotal role to play in reviewing the disclosure statements that
flow from the Trust's assurance processes. In particular this includes the Annual Governance
Statement, included in the Annual Report, and this document should be presented to the
Committee before being submitted for approval to the Trust Board.

It is clearly the job of the Trust Board, Chief Executive and Executive Directors to establish and
maintain process for governance. The Committee independently monitors, reviews and reports
to the Trust Board on the processes of governance, and, where appropriate, facilitates, supports,
through its independence, the attainment of effective processes.

In accordance with SOs, the Trust Board shall formally establish an Audit Committee, that
includes independent members, with formal Terms of Reference to perform such monitoring,
reviewing and other functions as are appropriate and following guidance from the NHS Audit
Committee Handbook 2018, which will provide an independent and objective view of internal
control by:

(a) Overseeing Internal and External Audit services and assessing the work and fees of external
audit on an annual basis to ensure that the work is of a sufficiently high standard and that the
fees are reasonable

(b) Reviewing financial systems and monitoring the integrity of the financial statements and
reviewing significant financial reporting judgments

(c) Review the establishment and maintenance of an effective system of integrated
governance, risk management and internal control, across the whole of the Trust's
activities (both clinical and non-clinical), that supports the achievement of the
Trust’s objectives

(d) Monitoring compliance with SOs and SFls
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(e) Reviewing schedules of losses and compensations and making recommendations to the
Trust Board

(f) Reviewing the arrangements in place to support the Assurance Framework process prepared
on behalf of the Trust Board and advising the Trust Board accordingly

(g) Reviewing schedules of the write off of debts and making recommendations to the Trust
Board

1.1.5 The Trust Board should satisfy itself that at least one member of the Committee has recent and
relevant financial experience.

1.1.6  Where the Audit Committee considers there is evidence of ultra vires transactions, evidence of
improper acts, or if there are other important matters that the Committee wishes to raise, the
Chairman of the Audit Committee should raise the matter at a full meeting of the Trust Board.
Exceptionally, the matter may need to be referred to the Department of Health and Social Care,
Local Counter Fraud Office-Specialist or the Ppolice (but should be referred to the Chief Financial
Officer in the first instance).

1.2 Internal Audit

1.2.1 ltis the responsibility of the Chief Financial Officer to ensure an adequate Internal Audit service is
provided and the Audit Committee shall be involved in the selection process when/if an Internal
Audit service provider is re-appointed, extended or changed.

1.2.2 The Chief Financial Officer is responsible for:

(a) Ensuring there are arrangements to review, evaluate and report on the effectiveness of
internal financial control including the establishment of an effective Internal Audit function

(b) Ensuring that the purpose, authority and responsibility of Internal Audit is adequate, meets
the NHS mandatory audit standards, and is formally defined by the Trust in Terms of
Reference with regard to professional best practice_and adherence to the Public Sector
Internal Audit standards

(c) Deciding at what stage to involve the police in cases of misappropriation and other
irregularities not involving fraud or corruption

(d) Ensuring that an annual internal audit report is prepared for the consideration of the Audit
Committee and the Trust Board. The report must cover:

(i) A clear opinion on the effectiveness of internal control in accordance with current
assurance framework guidance issued by the Department of Health and Social Care
including for example compliance with control criteria and standards. The opinion should
cover the overall adequacy and effectiveness of the organisation’s framework for
governance, risk management and control.

(i) Major internal financial control weaknesses discovered

(iii) Progress on the implementation of internal audit recommendations
(iv) Progress against plan over the previous year

(v) Strategic audit plan covering the coming three years

(vi) A detailed plan for the coming year
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(e) In line with best practice, the Trust will undertake a market testing exercise for the
appointment of internal audit service provider at least once every 5 years

1.2.3 The Chief Financial Officer or designated internal and external auditors are entitled, without
necessarily giving prior notice, to require and receive:

(a) Access to all records, documents and correspondence relating to any financial or other
relevant transactions, including documents of a confidential nature

(b) Access at all reasonable times to any land, premises or members of the Board or employee
of the Trust

(c) The production of any cash, stores or other property of the Trust under a member of the
Board or an employee's control

(d) Explanations concerning any matter under investigation

1.2.4 Internal Audit will, in accordance with recognised professional best practice, review, appraise
and report upon:

(a) The extent of compliance with, and the financial effect of, relevant established policies, plans
and procedures

(b) The adequacy, efficiency and application of management’s systems of internal control
(incorporating the Trust’s system of internal financial control)

(c) The suitability of financial and other related management data

(d) The extent to which the Trust’'s assets and interests are accounted for and safeguarded from
loss of any kind, arising from:

(i) Fraud and other offences

(i) Waste, extravagance, inefficient administration

(iii) Poor value for money or other causes

1.2.5 Whenever any matter arises which involves, or is thought to involve, irregularities concerning
cash, stores, or other property or any suspected irregularity in the exercise of any function of a
pecuniary nature, the Chief Financial Officer must be notified immediately._. For any instances
where fraud or bribery is suspected, the Local Counter Fraud Specialists must also be notified as
soon as practicable.

1.2.6 The Head of Internal Audit or representative will attend Audit Committee meetings and has a right
of access to all Audit Committee members, the Chairman and Chief Executive of the Trust.

1.2.7 The Head of Internal Audit’s formal annual report to the Chief Executive, as Accountable Officer,
and the Audit Committee should present the opinion of the overall adequacy and effectiveness of
the organisations risk management, control and governance processes.

1.2.8 The Head of Internal Audit shall be accountable to the Chief Financial Officer. The reporting

system for internal audit shall be agreed between the Chief Financial Officer, the Audit
Committee and the Head of Internal Audit. The agreement shall be in writing and shall comply
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with the guidance on reporting contained in the NHS Internal Audit Standards_(encompassed by
Public Sector Internal Audit Standards. -

Internal Audit shall report findings of work completed, in the first instance, to the appropriate
Executive Director who shall refer audit reports to the appropriate members of staff. Failure to
take any necessary remedial action within a reasonable period shall be reported to the Audit
Committee.

1.2.10 Where, in exceptional circumstances, the use of normal reporting channels could be seen as a

possible limitation of the objectivity of the audit, the Head of Internal Audit shall seek the advice
of the Chairman of the Audit Committee.

1.2.11 All reports and responses from relevant Executive Directors will be reported by the Head of

Internal Audit to Audit Committee.

1.2.12 The Head of Internal Audit shall coordinate internal audit plans and activities with line managers,

external audit and other review agencies to ensure the most effective audit coverage is achieved
and duplication of effort is minimalised.

1.2.13 The Trust will provide the Head of Internal Audit with every facility and all information which

1.3

1.3.1

1.3.2

theyhe may reasonably require for the purposes of theirhis functions under the Terms of
Reference.

External Audit

The External Auditor is paid for by the Trust. The Audit Committee must ensure a cost-efficient
service. If there are any problems relating to the service provided by the External Auditor, then
this should be raised with the External Auditors and referred on if the issue cannot be resolved.

It is the responsibility of the Chief Financial Officer to ensure an adequate External Audit service
is provided and the Audit Committee shall be involved in the selection process when/if an
External Audit service provider is re-appointed, extended or changed.
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FRAUD AND BRIBERY

Fraud is defined as “dishonestly making a false representation, failing to disclose information or
abusing a position held, with the intention of making financial gain or causing a financial loss, or
risk of loss” as defined in the Fraud Act 2006.

Frauds can take various forms, including:

(a) Fraud by false representation; by dishonestly making a false representation by making the
representation to make a gain for yourself or another, or to cause loss to another or expose
another to risk of loss. A representation is false if it is untrue or misleading, and the person
making it knows that it is, or might be, untrue or misleading. An example of this would be an
employee submitting a false expenses claim form for payment.

(b) Fraud by failing to disclose information; by dishonestly failing to disclose to another person
information which you are under a legal duty to disclose and intends, by failing to disclose
the information, to make a gain for themselves or another, or to cause loss to another or
expose another to the risk of loss. An example of this would be an employee failing to
disclose a criminal conviction that would affect their working practices.

(c) Fraud by abuse of position; by occupying a position in which you are expected to safeguard,
or not to act against, the financial interests of another person, and dishonestly abusing that
position, intending, by means of the abuse of that position, to make a gain for themselves or
another, or to cause loss to another or to expose another to a risk of loss. An example of this
would be a Chief Financial Officer diverting company monies from an employer's bank
account into their own personal bank account.

The Bribery Act 2010 repealed previous corruption legislation and has introduced the offences of
offering and/or receiving a bribe. It also places specific responsibility on organisations including
NHS Trusts to have in place sufficient and adequate procedures to prevent bribery and corruption
taking place. From July 2011 when the Aact came into force, the four main offences of Bribery
are defined as:

(a) Offering a bribe;

(b) Receiving a bribe

(d) Bribing a foreign public official and;
(e) Failure to prevent bribery

Bribery is defined as “the offering, promising, giving, receiving, or soliciting of something of value
for the purpose of influencing the action of an official in the discharge of histhertheir public or
legal duties”. Bribery occurs when an individual offers, promises or gives a financial or other
advantage to another person and intends that advantage to a) induce a person to perform
improperly a relevant functions of activity in order and/or b) knows or believes that acceptance of
the advantage would itself constitute the improper performance of a relevant activity or function.

Corruption is broadly defined as “dishonest, fraudulent or morally unacceptable conduct by
|nd|V|duaIs tvplcallv those W|th power with the a|m of obtaln a beneflt or cause mfluencewhe#e

gwe—seme—advantage—te—themeeweee;—teanethe#” Corruptlon does not always result in Ioss The

corrupt person may not benefit directly from their deeds; however, they may be unreasonably
using their position to give some advantage to another.
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In line with their responsibilities, the Chief Executive and Chief Financial Officer shall monitor and
ensure compliance with Directions issued by the Secretary of State for Health on fraud, bribery
and corruption. The Audit Committee shall oversee the function.

The Trust Board shall nominate a suitable person to carry out the duties of the Local Counter
Fraud Specialist whose role and responsibilities are determined by the NHS Counter Fraud
Authority, the NHS Counter Fraud Authority NHS Anti-Fraud Manual and Service Condition 24 of
the Standard NHS Contract

The Local Counter Fraud Specialist shall report to the Chief Financial Officer and shall work with

staff in the NHS—Business—Service—AuthorityTrust in accordance with NHS Counter Fraud
Authority’s Anti-Fraud Manual

The Local Counter Fraud Specialist will provide a written report, and a work plan, at least
annually, on counter fraud work within the Trust:_as well as completing the annual Counter Fraud
Functional Standard Return and attending Audit Committees to present reports.

The Chief Financial Officer is responsible for providing detailed procedures to enable the Trust to
minimise and, where possible, to eliminate fraud, bribery and corruption. These procedures are
included in the Trust’s Anti-Bribery & Anti-Fraud policy (G18) which sets out action to be taken by
persons detecting a suspected fraud or bribe and persons responsible for investigating it.

The measures that are put in place shall be sufficient to satisfy all external bodies to whom the
Trust is accountable to, through:

(a) Encouraging prevention
(b) Promoting detection

(c) Ensuring investigation and remedial actions are undertaken promptly, thoroughly and
effectively

Fraud, bribery and corruption shall be dealt with as gross misconduct_in line with Disciplinary

Policy (HRO1).

It is expected that all officers shall act with the utmost integrity, ensuring adherence to all relevant
regulations and procedures. It is the responsibility of the Chief Financial Officer to produce and
issue such procedures to the appropriate Directors and Line Managers who should ensure that all
staff has access to these.

The Director-of HumanChief People Officer-Reseurces is responsible for ensuring that steps are
taken at the recruitment stage to establish as far as possible the previous record of potential
employees in terms of their propriety and integrity.

Staff are expected to act in accordance with the Trust's SOs and the NHS Code of Business
Conduct following guidance on the receipt of gifts and hospitality.

Independent members are subject to the same high standards of accountability and are required
to declare and register any interests which might potentially conflict with those of the Trust.

The Local Counter Fraud Specialist shall be informed of all suspected or detected fraud and/or
bribery so that they can consider the adequacy of the relevant controls and evaluate the
implication of fraud for their opinion on the system of risk management, control and guidance.

Staff are required to raise any concerns they may have regarding suspected fraud, bribery and/or
corruption by informing their line manager, Internal Audit, Chief Financial Officer, the Trust’s

Local Counter Fraud Specialists at RSM (Sephie—CeosterEmily wood, RSM,
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Emily.woodSephie.cester@rsmuk.com or the NHS National Fraud and Corruption Reporting line
on 0800 0284060 or www.reportnhsfraud.nhs.uk. Further details can be found on the Counter
Fraud intranet pages.

2.19 The Chief Financial Officer is responsible for ensuring that action is taken to investigate any
allegations of fraud, bribery or corruption through the Local Counter Fraud Specialist. The steps
to be taken are detailed in the Trust’'s Anti-Bribery and Anti-Fraud Ppolicypeliey (G18).

2.20 Senior managers are expected to deal firmly and promptly and in accordance with the Trust’s
disciplinary procedure with anyone who attempts to defraud the Trust, or engages with bribery or
acts in a corrupt manner.
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3. SECURITY MANAGEMENT

3.1 In line with their responsibilities, the Chief Executive will monitor and ensure compliance with
Directions issued by the Secretary of State for Health on NHS security management and ensure
compliance with the current NHS Standard Contract.

3.2 The Trust shall nominate a suitable person to carry out the duties of the Local Security
Management Specialist (LSMS) as specified by the Secretary of State for Health guidance on
NHS security management and in compliance with the current NHS Standard Contract.

3.3 The Chief Executive has overall responsibility for controlling and coordinating security. However,

key tasks are delegated to the Security Management Director (SMD) and the appointed Local
Security Management Specialist (LSMS).
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ALLOCATIONS, BUSINESS PLANNING, BUDGETS, BUDGETARY CONTROL AND
MONITORING

Preparation and Approval of Business Plans and Budgets

The Chief Executive will from time to time compile and submit to the Trust Board an Integrated
Business Plan (IBP). In addition annual operating plans will be submitted to the Board in
accordance with NHSHE requirements which takes into account the IBP, financial targets and
forecast limits of available resources. The IBP and annual operating plans will contain:

(a) A statement of the significant assumptions on which the plans are based

(b) Details of major changes in workload, delivery of services or resources required to achieve
the plan

Prior to the start of the financial year, the Chief Financial Officer will, on behalf of the Chief
Executive, prepare and submit budgets for approval by the Trust Board. Such budgets will:

(a) Be in accordance with the aims and objectives set out in the IBP

(b) Be in accordance with workload and workforce plans

(c) Be produced following discussion and agreement with appropriate Budget Holders
(d) Be prepared within the limits of available funds

(e) Identify potential risks and mitigations

(f) Have due consideration of the impact on the quality and safety of patient care

The Chief Financial Officer shall continually monitor financial performance against budget and the
IBP, periodically review them, and report to the Trust Board.

All Budget Holders must provide financial or non-financial information as required by the Chief
Financial Officer to enable budgets to be compiled.

All Budget Holders will confirm acceptance to their allocated budgets prior to the start of the
financial year (i.e. 1st April). The Trust will prepare documentation which summarises all internal
financial plans by the end of April of each new financial year. The Chief Financial Officer will
ensure that divisions are notified in writing of their budget with:

(a) A clear definition of the functions/services for which the budget is provided

(b) The amount of the budget

(c) The planned levels of the activity/service provision

The Chief Financial Officer has a responsibility to ensure that adequate training is delivered on an
on-going basis to Budget Holders to help them manage their budgets successfully.

Budgetary Delegation
The Chief Executive may delegate the management of a budget to a Budget Holder to permit the
performance of a defined range of activities. This delegation must be in writing and be

accompanied by a clear definition of:

(a) The amount of the budget
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(b) The purpose/s of each budget heading
(c) Individual and group responsibilities

(d) Authority to exercise virement

(e) Achievement of planned levels of service
(f) The provision of regular reports

Budgetary responsibility is delegated at the start of each financial year to the relevant Executive
Director, Clinical Director or Head of Service. These are known as ‘Budget Holders’.

In turn, an Executive Director, Clinical Director or Head of Service (Budget Holder) may make
recommendations to the Chief Financial Officer to delegate the management of the budget (or
any part of it) to a designated ‘Budget Manager’. Account shall be taken of the scope and
approximate value of resources and the seniority and management potential of a prospective
Budget Manager

If individual cost centres are delegated further it will be to a designated ‘Budget Administrator’.
Although management of a budget can be devolved by Budget Holders, ultimate responsibility for
delivery of the annual budget lies with the Budget Holder. Therefore, the Budget Manager or
Budget Administrator will be responsible for the day-to-day management of the budget.

The Scheme of Delegation clearly sets out the authorisation limits for these levels of
management. On no account can a member of staff authorise expenditure against a cost centre
for which he-ershe-isthey are not an authorised signatory. A list of authorised signatories is kept
by the Chief Financial Officer.

The term “authorised signatories” referred to throughout these SFIs refers to Budget
Administrators, Budget Managers and Budget Holders, along with the Chief Financial Officer and
, Chief Executive who are all authorised signatories for the Trust.

Any additions to the authorised signatory list should be approved by the Budget Manager or
Budget Holder and the Chief Financial Officer

The Trust Board, acting upon the advice of the Chief Financial Officer, will periodically review and
approve the income and expenditure limits within which Budget Holders, Managers and
Administrators operate. These limits will be laid down in the Scheme of Delegation.

The Chief Executive, in conjunction with the Chief Financial Officer, will periodically re-assess all
functions of the Trust that incur financial consequences and ensure that responsibility for
exercising budgetary control for each and every function is delegated to an appropriate Budget
Holder.

Budgetary Control and Reporting

The Chief Financial Officer will devise and maintain systems of budgetary control and financial
reporting. These will include:

(a) Monthly financial reports to the Trust Board in a form approved by the Trust Board
containing:

iy Por net NHSUE rick rafi
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() Income and expenditure year to date, showing variances to plan, trends and
forecast year end position

EB(ii) Statement of Financial Position (Balance Sheet) year to date, showing variances
to plan and forecast year-end position

(i) Cash flow statement year to date, showing variances to plan and forecast year-
end position

4(iv) Contract performance year to date

a)(v) Cost improvement plan savings year to date and full year values / forecast outturn
with analysis of the type of i.e. recurrent or non recurrent savings

{vi(vi)  Capital project spend year to date, showing variances to plan and projected
outturn against plan

{vii(vii)  Explanations of any material variances from plan
{bo(viii)  Details of any corrective action where necessary and the Chief Executive's and/or
Chief Financial Officer's view of whether such actions are sufficient to correct the

situation

The issue of timely, accurate and comprehensible advice and financial reports to each
Budget Holder, covering the areas for which they are responsible

Investigation and reporting of variances from financial, workload and workforce budgets
Monitoring of management action to correct variances within agreed timeframes
Arrangements for the authorisation of budget transfers in accordance with the virement rules
The financial consequences of changes in policy, pay awards and other events and trends

affecting budgets and shall advise on the financial and economic aspects of future plans and
projects.

Each Budget Holder is responsible for ensuring that:

(a)

(b)

Ensuring expenditure is appropriately managed within budget escalating any issues and
overspends through management structures

The amount provided in the approved budget is not used in whole or in part for any purpose
other than that specifically authorised subject to the rules of virement

No permanent employees are appointed outside the funded establishment without the
approval of the Chief Executive on recommendation from the Chief People Officer Birector-of
Human-Resources-and the Chief Financial Officer or any locally or Trust-wide established
control procedures {such-as-vacanecy-control-panels)-agreed by the Chief Executive and in

line with delegated limits.

No expenditure is incurred against a budget outside of their particular remit without the
express consent of the delegated Budget Holder for the budget concerned

The systems of budgetary control established by the Chief Financial Officer are complied
with fully
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The Chief Executive is responsible for identifying and implementing cost improvements and
income generation initiatives in accordance with the requirements of the IBP, annual operating
plans and a balanced budget.

All employees of the Trust, especially those involved with the budgetary process, have a
responsibility to the Trust Board for identifying all possible opportunities to make savings or to
use Trust resources more effectively. All such opportunities should be brought to the attention of
the appropriate Executive Director, Clinical Director or Head of Service for consideration and
possible inclusion in the plans of the division.

The budgetary process requires adherence to particular timescales for the performance of
routines and duties. These timescales change periodically and will be issued by the Finance
Department annually. The Chief Financial Officer is responsible for issuing and reviewing
guidance on budgetary timetables. It is the responsibility of all Executive Directors, Clinical
Directors and Head of Services concerned to adhere to such timetables and to inform the Chief
Financial Officer of any reasons preventing the achievement of a specific deadline.

The Trust Board is responsible for ensuring that the Trust’s financial performance is within the
targets agreed by the Department of Health and Social Care. In exercising this responsibility, the
Trust Board will be guided by the advice of the Chief Executive and the Chief Financial Officer.
The Chief Financial Officer reserves the right to have access to all Budget Holders and has the
authority to require explanations on performance and spending and income trends within the
remit of the Budget Holder. In normal circumstances, access will be through the relevant
Executive Director and/or Divisional Manager.

Virements

Virement is defined as the transfer of budget sums within the areas for which a budget holder is
responsible, or transfers to other budget holders i.e. any redistribution of budgeted amounts.

There are occasions where virement is generally appropriate, these include:

(a) Adjustments to reflect changes that could not have been foreseen at the start of the financial
year

(b) Where planned actions by managers mean that resources previously allocated for one
purpose are no longer required for that purpose

There are occasions where virement is not ‘generally’ appropriate:

(a) Smoothing budget statements to mask underlying issues

(b) Using fortuitous underspends to support pressures in other areas

(c) Funding additional establishment through savings in non-pay budget.

(d) Changing nurse establishments within funding baseline without the prior agreement of the
Director of Nursing

(e) Changing medical establishments within funding baseline without the prior agreement of the
Medical Director

To maintain central control of funding and recognising the need for the Trust to meet its statutory
financial duties, limitations on the extent to which virement can be applied are needed. These
limits provide a degree of flexibility for budget holders whilst recognising the need for overall
control of spending within the Trust.
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4.4.5 The following types of virement will generally not be considered unless a very strong case of

need is made by the Budget Holder with agreement by the Chief Financial Officer:
(a) Virement between non recurrent and recurrent resources

(b) Virement between income and any other category

(c) Virement from non pay to create additional establishment

The Trust Board has defined appropriate rules for virement between budgets. These rules are
based upon an escalating basis of significance of the virement:

Virement Authorisation Required from:

Re-phasing of Budgets Chief Financial Officer

Budget moves between income, pay or non | Budget Holder and Head of Financial

pay Management
Budget moves between pay to pay or non Budget Holder and Deputy Director of
pay to non pay Finance
CIP transactions As above + Director of PMO
Changes to Nursing Establishment As above + Chief Nurse
Changes to Medical Establishment As above + Medical Director
Virement Authorisation Required from:
Re-phasing of Budgets Chief Financial Officer
Budget moves between income, pay or non |Budget Holder and Deputy Director of
pay Finance
Budget moves between pay to pay or non pay|Budget Holder and Deputy Director of
to non pay Finance
CIP transactions As above + Director of PMO
Changes to Nursing Establishment As above + Chief Nurse
Changes to Medical Establishment As above + Medical Director
Table 2
4.4.6 All virements must be communicated to the appropriate Divisional Business Advisor/Financial
Manager and authorised through completion of the required virement authorisation form.
4.4.7 The Chief Executive and delegated budget holders must not exceed the budgetary total or
virement limits set by the Trust Board.
4.4.8 Any budgeted funds not required for their designated purpose/s revert to the immediate control of
the Chief Executive, subject to any authorised use of virement.
4.4.9 Non-recurring budgets should not be used to finance recurring expenditure without the authority

in writing of the Chief Executive, as advised by the Chief Financial Officer.

4.5

4.5.1

Reserves

The Chief Financial Officer, on behalf of the Chief Executive, will endeavour to create such
reserves as are deemed necessary to secure the ability of the Trust to meet its financial targets.
Reserves may include sums to cover future pay awards, price inflation, unforeseen
contingencies, non recurrent spending and other specific items as yet not allocated to individual
budgets.
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4.5.2 The Chief Financial Officer may exercise discretion to partly, or wholly, allocate reserves directly
to the Divisions or subsequent allocation to specific budgets. In these circumstances, a clear
definition of the rules governing the authority to apply the reserve/s will be required.

4.5.3 Applications to draw down reserves must follow the process specified by the Chief Financial
Officer and be approved by the Budget Holder and Chief Financial Officer.

4.6 Revenue business cases

4.6.1 Revenue business cases are required to allocate additional revenue funding from that specified in
the annual budget setting process (including supporting invest to save proposals that require
additional funding with a view to producing additional income/savings (CIP))._This process
includes the additional revenue cost of any PFI variations.

4.6.2 If a source of funds is deemed readily available then investments of £25,000 or less can be
authorised by the Chief Financial Officer without the need to produce a full business case. If
approved, the division will need to apply for a virement (see SFl 4.4).

4.6.3 For replacement consultant posts only, the Clinical Director and Asseciate—Directors_ of
Operations are responsible for approving the business case for such posts as such posts are
deemed to be within the Trust's workforce plan. Any new consultant posts should follow the
business case process as for any other revenue funding.

4.6.4 Any revenue business cases developed should have the support of the Divisional management
team or Corporate Director as appropriate and should be in line with the Trust’'s priorities as
outlined in the Integrated Business Plan and Annual Plan.

4.6.5 The Performance and Finance Committee (PFC) will approve the revenue business case
process.

4.6.6 All completed business cases will be reviewed by the Formal Executive Meeting (FEM). FEM
has delegated authority from the Trust Board to approve revenue business cases of up to
£2500,000.

4.6.84.6.7 Cases between £2500,000 and £1,5000,000 will be taken to the Performance and Finance
Committee (PFC) for approval. Any cases over £1,5000,000 will require Trust Board approval.

4.6.94.6.8 NHS Improvement/England (NHSHE) is also required to approve any revenue business
cases which exceed £245,000,000, following Trust Board approval being given. This limit can be
reduced at the discretion of the NHSHE where a Trust is reporting a year end deficit.

4.6-104.6.9 Revenue business cases have to go through all the relevant approval groups dependent on
values, so for example a case of over £245,000,000 will require approval from FEM, who will
recommend to PFC, who will recommend to Trust Board for approval. The case will then be
recommended to NHSHE for approval.

4.68.114.6.10 The values quoted in SFI 4.6.2 and 4.6.6 to 4.6.9 are inclusive of VAT and represents
either annual expenditure or annual income level, whichever the greater. No netting off between
expenditure and income should be undertaken in identifying these annual values.

4.6.11 Business cases which have both capital and revenue funding requirements should be fully
completed (i.e. including all capital and revenue implications) and the capital funding source
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should be confirmed (via the Capital Investment Group (CIG)) prior to the business case being
resented to FEM

i Formal Performance
Chief Executive and Finance
Einancial i : Trust Board | NHSE
Officer | Meeting Committee
E— (FEM) (PFC)

Formal Performance

Chief E " 4 Fi
Financial xecutive and Finance Trust Board [NHSI/E

) Meeting Committee
Officer (FEM) (PFC)

Table 3

4.6.12 A benefits review will take place at a time determined by FEM at the time of approval for all
approved business cases which will assess the success of the revenue business case based on
Key Performance Indicators (KPIs) included within the revenue business case. Regular reports
on benefits reviews undertaken will be submitted by FEM to PFC.

4.7 Monitoring Returns

4.7.1 The Chief Executive is responsible for ensuring that the appropriate monitoring forms are
submitted to the requisite monitoring organisation in the format and timeframes required.

4.7.2 The internal monitoring of the Trust's and departmental business plans will take place through
regular performance reviews at Executive level with appropriate support.
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ANNUAL REPORT AND ACCOUNTS-AND-REPORTS

The Chief Financial Officer, on behalf of the Trust, will:

(a) Prepare financial returns in accordance with the accounting policies and guidance given by
the Department of Health and Social Care and the Treasury, the Trust’'s accounting policies,
and generally accepted accounting practice

(b) Prepare and submit annual financial reports to the Department of Health and Social Care
certified in accordance with current guidelines

(c) Submit financial returns to the Department of Health and Social Care for each financial year
in accordance with the timetable prescribed by the Department of Health and Social Care

The Trust’s audited annual reports and accounts, and any report of the auditor on them, must be
presented to the Trust Board for approval.

The Trust's annual accounts must be audited by an auditor appointed by the Trust following

procurement procedures.PublicPublic—Sector—Audit—-Appointments—body- The Trust's audited

annual accounts must be presented to a public meeting and made available to the public.

The Trust will publish thear annual report_ and accounts, in accordance with guidelines on local
accountability. This will be presented to the Trust Board for approval.. The annual report and
accounts will also be presented at a public meeting. The document will comply with the
Department of Health and Social Care's Group Accounting Manual (GAM).Manualfor-Accounts-
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BANK ACCOUNTS

General

The Chief Financial Officer is responsible for managing the Trust's banking arrangements and for
advising the Trust on the provision of banking services and operation of accounts. This advice
will take into account guidance and directions issued from time to time by the Department of
Health and Social Care.

The Trust Board shall approve the banking arrangements.

The Trust operates one bank account under the Government Banking Service (GBS) with RBS.

Bank and Online Merchant Accounts

In line with public sector practice, the Trust's principal bank is the GBS. However, these SFls will apply

to any other accounts opened in the name of the Trust or its associated Charity from time to time

referred to in 6.2.2(a) below

6.2.1

6.3

6.3.1

6.3.2

The Chief Financial Officer is responsible for:

(a) Bank accounts and online merchant accounts

(b) Establishing separate bank accounts for the Trust's non-exchequer (donated) funds_as
appropriate.

(c) Ensuring payments made from bank accounts do not exceed the amount credited to the
account except where arrangements have been made

(d) Reporting to the Trust Board all arrangements made with the Trust’s bankers for accounts to
be overdrawn

(e) Monitoring compliance with Department of Health and Social Care guidance on the level of
cleared funds

(f) Establishing treasury policies and procedures to ensure the effective management of cash
and bank balances

Banking Procedures

The Chief Financial Officer will prepare detailed instructions on the operation of bank accounts
which must include:

(@) The conditions under which each bank account and online merchant account is to be
operated

(b) Those authorised to sign cheques or other orders drawn on the Trust’s accounts

(c) Access for East Lancashire Financial Services (ELFS) to process bank transactions,
payments and reconciliations on the Trust’s behalf

All funds shall be held in accounts in the name of the Trust. No officer other than the Chief
Financial Officer shall open any bank account or online merchant account in the Trusts name or
include the name of the Trust.
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6.3.3 The Chief Financial Officer shall advise the bankers in writing of the officer(s) and or Director(s)
authorised to release money from, and draw cheques on, each bank account of the Trust.

6.3.4 All payments shall be supported by two authorised signatories on the cheque or authority to pay,
as appropriate. Cheques will not be drawn for cash.

6.3.5 All bank cheques or other orders for payment shall be ordered only upon the authority of the
Chief Financial Officer, who shall make proper arrangements for their safe custody.
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INCOME, FEES AND CHARGES AND SECURITY OF CASH, CHEQUES AND OTHER
NEGOTIABLE INSTRUMENTS

Income Systems

The Chief Financial Officer is responsible for designing, maintaining and ensuring compliance
with systems for the proper recording, invoicing, and collection and coding of all monies due.

The Chief Financial Officer is also responsible for the prompt banking of all monies received.

Any income raised from income generation and from contracts with non NHS bodies will be
reinvested in service provision.

Fees and Charges

The Trust shall follow the Department of Health and Social Care’s Operating Framework and
NationalTariff Payment-system-in agreeing and setting prices for NHS service agreements.

The Chief Financial Officer is responsible for approving and regularly reviewing the level of all
fees and charges other than those determined by the Department of Health and Social Care or
by Statute. Independent professional advice on matters of valuation shall be taken as necessary.

Where sponsorship income (including items in kind such as subsidised goods or loans of
equipment) is considered the guidance in the Department of Health and Social Care’s
Commercial Sponsorship — Ethical standards in the NHS shall be followed.

All employees must ensure that the appropriate Trust financial procedures are followed with
regards to accurately and promptly recording any money due to the Trust arising from
transactions which they initiate/deal with, including all contracts, leases, tenancy agreements,
private patient undertakings and other transactions.

The Chief Financial Officer shall be responsible for implementing any such guidance issued by
the Department of Health and Social Care in relation to the costing and pricing of services, and in
particular services provided to NHS commissioning bodies.

The preparation and signing of all tenancy agreements and licenses in respect of staff
accommodation shall be the responsibility of the Chief Executive Officer.

Where applicable pPatient activity income will be subject to compliance with the latest applicable
National Tariff Payment system guidance.

Debt Recovery

The Chief Financial Officer is responsible for the appropriate recovery action on all outstanding
debts.

The Chief Financial Officer shall establish procedures for the write off of debts after all
reasonable steps have been taken to secure payments, including debt recovery by external
organisations. Where sums to be written off exceed £1,000, the Chief Financial Officer will seek
the consent of the Chief Executive and items exceeding £50,000 will require consent of the Trust
Board. The Audit Committee will consider the write off of all debts exceeding £1,000.

Income not received should be dealt with in accordance with the Trust's Losses and Special
Payments Policy (F09).

Overpayments should be detected (or preferably prevented) and recovery initiated.
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Security of Cash, Cheques and other Negotiable Instruments
The Chief Financial Officer is responsible for:

(a) Approving the form of all receipt books, agreement forms, or other means of officially
acknowledging or recording monies received or receivable

(b) Ordering and securely controlling any such stationery

(c) The provision of adequate facilities and systems for employees whose duties include
collecting and holding cash, including the provision of safes or lockable cash boxes, the
procedures for keys, and for coin operated machines

(d) Prescribing systems and procedures for handling cash and negotiable securities on behalf of
the Trust

“Official money” shall not under any circumstances be used for the encashment of private
cheques or IOUs.

All cheques, postal orders, cash etc., shall be banked intact. Disbursements shall not be made
from cash received, except under arrangements approved by the Chief Financial Officer.

The holders of safe keys shall not accept patient or other unofficial funds for depositing in their
safes unless such deposits are in special sealed envelopes or locked containers. It shall be
made clear to the depositors that the Trust is not to be held liable for any loss in relation to items
not handed in for safe keeping, and written indemnities must be obtained from the organisation or
individuals absolving the Trust from responsibility for any loss. The rules around the Safekeeping
of Patient Property are set out in Policy - Management of Patient Property (F16).

The opening of cash tills, telephone and coin operated machines, and the counting and recording
of the takings shall be undertaken by two members of staff together. The coin box keys shall be
securely held by a nominated member of staff.

The Chief Financial Officer shall prescribe the system for the transporting of cash and other
negotiable instruments. Wherever practicable, the services of a specialist security firm will be
employed.

All unused cheques and other orders shall be subject to the same security precautions as are
applied as cash. Bulk stocks of cheques shall be retained by the Trust under appropriate security
arrangements and a record maintained of cheques used.

All cheques shall be subject to special security precautions as may be required from time to time
by the Chief Financial Officer.

Staff shall be informed in writing on appointment, by the appropriate departmental or senior
member of staff of their responsibilities and duties for the collection, handling or disbursement of
cash, cheques, etc.

Any loss or shortfall of cash, cheques or other negotiable instruments, however occasioned, shall
be reported immediately in accordance with the Losses and Special Payments policy (F09).

All payments made on behalf of the Trust to third parties should normally be made using the
Bankers Automated Clearing System (BACS) or by Faster Payments and drawn in accordance
with these instructions, except with the agreement of the Chief Financial Officer, as appropriate,
who shall be satisfied about security arrangements.
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7.4.12 To comply with money laundering legislation, under no circumstances will the Trust accept cash
payments in excess of £10,000 in respect of any single transaction. Any attempts by an individual
to effect payment above this amount shall be notified immediately to the Chief Financial Officer.
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8.1 Duty to comply with SOs and SFls
8.1.1 The procedure for making all contracts by, or on behalf of, the Trust shall comply with these SOs
and SFls (except where SO 3.13 Suspension of SOs is applied).
Detailed below is a summary table of the process to follow dependent upon the value of the
intended expenditure. Please note this is purely a summary and the full SFI detail held within this
section should be read and understood but the below is given as an aid for users.VAT, apply
Value of intended
expenditure or £250 to £5,000 to £20,000 to
income (total £4.999 £19.999 £49.999 SR el Elee
contract value)
N.B. Values stated above are inclusive of VAT, apply to both capital and
revenue expenditure and relate to total contract life cycle spend (i.e. total
amount of expenditure being committed)
At least 2
individuals/firms to be
invited to tender
Spend over the Public
At least 3 Contract Regulations
N/A — otations o | Atleast 3 formal | (2015) (PCR) limit
Competitive (i.e. | formal ge obtained quotes advertised | of £138,760 (including
formal) competition where via contracts VAT) is to follow the
not required ticabl finder Public Contract
practicable Requlations (2015)
(PCR)Spend-over-the
istofollow-the OJEU
sebsdiosmoniand
procurement-process
To be followed if To be followed if
gg?;:ggt?nngﬁ circumstances detailed
8.13.3 met in SF1 8.5.3 & 8.5.4 met
At least 3
- quotations i
l\.lon-.compennve to be N/A Single quotation Single tendgr
(i.e. informal) . : documentation to be
obtained documentation to completed and
verbally be completed and | o v rised by Chief
?lei\tiz(;rllz?r?:n?i/al Financial Officer &
Off Chief Executive (where
icer .
appropriate)
Table 4
8.2 Public Contract Requlations (2015) (PCR)EU directives governing public procurement
8.2.1 Directives in line with the Public Contract Requlations (2015) by-the-Counecil-of-the-European

Unien-promulgated by the Department of Health and Social Care (DHSC) prescribing procedures
for awarding all forms of contracts shall have effect as if incorporated in these SFls.
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Reverse eAuctions

The Trust will seek advice from a relevant collaborative partner on the operation of Reverse
eAuctions via the Integrated Supplies and Procurement Department.

Capital Investment Manual and other Department of Health and Social Care guidance

The Trust shall comply as far as is practicable with the requirements of the Department of Health
and Social Care "Capital Investment Manual" and “Estate code” and “Procure 232" (normally to
be considered for all schemes in excess of £1 million) in respect of capital investment and estate
and property transactions.

In addition, “Concode (volume 1 — 3)” and “NHS Estates Agreement for the Appointment of

Architects, Surveyors and Engineers for Commissions in the National Health Service” provides

specific guidance relating to the procurement and execution of construction contracts and design

consultant commissions.

In the case of management consultancy contracts the Trust shall comply as far as is practicable

with Department of Health and Social Care guidance "The Procurement and Management of

Consultants within the NHS".

Formal competitive tendering

The Trust shall ensure that competitive tenders are invited for:

(a) The supply of goods, materials and manufactured articles

(b) The rendering of services including all forms of management consultancy services (other
than specialised services sought from or provided by the Department of Health and Social
Care)

(c) For the design, construction and maintenance of building and engineering works (including
construction and maintenance of grounds and gardens); for disposals

Where the Trust is obligated to invite tenders for the supply of healthcare services these SFls
shall apply as far as they are applicable to the tendering procedure.

Formal tendering procedures need not be applied where:

(a) The estimated expenditure or income does not, or is not reasonably expected to, exceed
£50,000 (inclusive of VAT)

(b) Where the supply is proposed under special arrangements negotiated by the Department of
Health and Social Care in which event the said special arrangements must be complied with

(c) Regarding disposals as set out in SFI 8.21

Formal tendering procedures may be waived in the following circumstances:

(@) In very exceptional circumstances where the Chief Executive or their nominated officer
decides that formal tendering procedures would not be practicable or the estimated
expenditure or income would not warrant formal tendering procedures, and the
circumstances are detailed in an appropriate Trust record

(b) Where the requirement is covered by an existing contract and the requirement does not
constitute a material change of contract
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(c) Where there are collaborative arrangements and market testing has already formally taken
place. e.g., through Crown Commercial Services

(d) Where the timescale genuinely precludes competitive tendering but failure to plan the work
properly would not be regarded as a justification for a single tender

(e) Where specialist expertise is required and is proven to be available from only one source

(f) When the task is essential to complete the project, and arises as a consequence of a
recently completed assignment and engaging different consultants for the new task would be
inappropriate

(g) There is a clear benefit to be gained from maintaining continuity with an earlier project.
However in such cases the benefits of such continuity must outweigh any potential financial
advantage to be gained by competitive tendering

(h) Where allowed and provided for in the Capital Investment Manual

The waiving of competitive tendering procedures should not be used to avoid competition or for
administrative convenience or to award a further contract or work to a provider originally
appointed through a competitive procedure.

Under no circumstances can procurement, with a total contract lifecycle value (i.e. minimum 3
years, if not specified), over the current minimum Public Contract Regulations (2015) -(PCR))

Official—Journal—of European—Union—{(OJEY) spend threshold (currently_£138,760 including
VATEA22,-976) be waivered.

Where it is decided that competitive tendering is not applicable and should be waived, the fact of
the waiver and the reasons should be documented and recorded in an appropriate Trust record
(i.e. a Single Tender waiver form contained within the electronic Request for Executive Approval
Form (eReaf) system), authorised by the Chief Financial Officer and Chief Executive (where
appropriate) and reported to the Audit Committee at each meeting.

Where the exceptions set out in SFI 8.5.4 apply, the Trust shall ensure that invitations to tender
are sent to a sufficient number of firms/individuals to provide fair and adequate competition as
appropriate, and in no case less than two firms/individuals, having regard to their capacity to
supply the goods or materials or to undertake the services or works required.

The Trust does not maintain an approved supplier list, except for building and engineering works
(see SFI 8.5.16) and temporary agency recruitment (see SFI 8.5.17). Firms who apply for
consideration will be directed to the Contracts Finder (Find a Tender Service) NHS-Supplier
Information-Database-(NHS-SID}-in the first instance. Suppliers not on NHS SID will be assessed
for technical and financial competence during the procurement process and the level of
assessment will be comparable to the value of business being procured.

8.5.10 All suppliers must be made aware of the Trust's terms and conditions of contract.

8.5.11

8.5.12

Firms who apply to tender shall ensure that when engaging, training, promoting or dismissing
employees or in any conditions of employment, shall not discriminate against any person
because of colour, race, ethnic or national origins, religion or sex, and will comply with the
provisions of the Equal Pay Act 1970, the Sex Discrimination Act 1975, the Race Relations Act
1976, and the Disabled Persons (Employment) Act 1944 and the Equality Act 2010 and any
amending and/or related legislation.

Firms shall conform at least with the requirements of the Health and Safety at Work Act and any
amending and/or other related legislation concerned with the health, safety and welfare of
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workers and other persons, and to any relevant British Standard Code of Practice issued by the
British Standard Institution. Firms must provide, to the appropriate manager, a copy of its safety
policy and evidence of the safety of plant and equipment, when requested.

The Chief Financial Officer may make or institute any enquiries he deems appropriate concerning
the financial standing and financial suitability of approved contractors. The Director with lead
responsibility for clinical governance will similarly make such enquiries as is felt appropriate to be
satisfied as to their technical/medical competence.

If in the opinion of the Chief Executive and the Chief Financial Officer or the Director with lead
responsibility for clinical governance it is impractical to use a potential contractor from the list of
approved firms/individuals (for example where specialist services or skills are required and there
are insufficient suitable potential contractors on the list), or where a list for whatever reason has
not been prepared, the Chief Executive should ensure that appropriate checks are carried out as
to the technical and financial capability of those firms that are invited to tender or quote.

8.5.15 An appropriate record contained within the eReaf system, should be made of the reasons for

8.5.16

8.5.17

8.5.18

8.5.19

8.5.20

8.5.21

8.5.22

inviting a tender or quote other than from an approved procurement route / approved list.

The Trust will use contractors registered on Construction Line (www.constructionline.co.uk) as
vetted and approved contractors for capital developments or the Procure 232 Framework.

The Trust has in place an approved supplier list for temporary agency recruitment_which complies
with nationally approved frameworks. Theseis frameworks havelist-has been subject to due
procurement process. Suppliers from this list must be utilised by the budget
administrator/manager/holder in all cases of temporary staff recruitment via an external agency.
Temporary agency recruitment should be booked using the Trust’s contracted direct engagement
and master vendor contracts where appropriate.

It is the budget administrators/manager/holder’s responsibility to ensure full awareness of the
supplier's terms and conditions of engagement before committing to recruit any temporary
agency resource. Failure to understand the terms and conditions of engagement fully, could
result by default, as an acceptance of the suppliers own Terms and Conditions of contract,
exposing the Trust to unnecessary contractual risk and financial exposure (for example,
significantly high introductory fees if the Trust proceeds to employ permanently the temporary
agency resource).

If a budget administrator/manager/holder uses a supplier for temporary agency recruitment that is
not on the approved supplier list, the use of such a supplier could lead to a contravention of
Public Contract Regulations (2015) (PCR)Official—dJournal—of—European—Union—(OJEY)
Procurementregulations. The noncompliance would also be a breach of these SFls which could
result in disciplinary proceedings and be reported to Audit Committee (as per SFI 1.5 and 1.6).

It is the responsibility of the budget administrator/manager/holder who is committing the trust to
temporary resource to ensure that all relevant pre-employment checks have been completed to
avoid exposing the Trust and patients to unnecessary risk. The use of suppliers for temporary
agency resource who are not on the approved supplier list may not in some cases have adopted
a policy of conducting these checks prior to supplying the temporary resource to the Trust.

Further commercial advice regarding the recruitment of temporary agency staff should be sought
from the relevant category lead for agency within the Integrated Supplies and Procurement
department.

Competitive tendering cannot be waived for building and engineering construction works and
maintenance (other than in accordance with Concode) without Departmental of Health approval.
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8.5.23 Items estimated to be below the limits set in these SFls, for which formal tendering procedures

8.6

8.6.1

8.7

8.7.1

8.7.2

8.8

8.8.1

are not used, which subsequently prove to have a value above such limits shall be reported to
the Chief Executive or their nominated officer, and be recorded in an appropriate Trust record.

Contracting/tendering procedure
For all tenders (both e-procurement and non e-procurement):

(a) All invitations to tender shall state the date and time as being the latest time for the receipt
of tenders and that no tender will be accepted beyond this date

(b) Every tender for goods, materials, services or disposals shall embody such of the NHS
Standard Terms and Conditions as are applicable

(c) Every tender for building and engineering construction works (except in some circumstances
for maintenance work only where HBNOO-08 guidance should be followed), shall embody or
be in the terms of the current edition of the appropriate Joint Contracts Tribunal (JCT) or
New Engineering Contract (NEC) or Department of the Environment (GC/Wks) standard
forms of contract amended to comply with Concode., When the content of the works is
primarily engineering, tenders shall embody or be in the terms of the General Conditions of
Contract recommended by the Institutions of Mechanical Engineers and the Association of
Consulting Engineers (Form A) or, in the case of civil engineering work, the General
Conditions of Contract recommended by the Institution of Civil Engineers. . The standard
documents should be amended to comply with Concode and, in minor respects, to cover
special features of individual projects. The NEC form of contract and the Model Form of
Engineering Contract should be used whenever applicable. Tendering based on other forms
of contract (P22) may be used following consultation with the Department of Health and
Social Care.

Receipt and safe custody of tenders

For e-Procurement tenders:

(a) All tenders received through the e-Procurement portal will be stored within the system until
the time appointed for their opening, the e-Procurement function will not allow any member of

the originating department or the wider Trust to access tenders before the specified date

(b) The e-Procurement function will automatically create a log that records the date and time of
receipt of each tender

For non e-Procurement tenders:

(a) A member of the originating department (band 5 or above) will be responsible for the receipt,
endorsement and safe custody of tenders received until the time appointed for their opening

(b) The date and time of receipt of each tender shall be endorsed on the tender
envelope/package

(c) The ‘originating’ Department will be taken to mean the Department sponsoring or
commissioning the tender. Any person directly involved in the tender process or subsequent
evaluation should be the person responsible for the receipt and safe custody and tenders

Opening tenders and register of tenders

For e-Procurement tenders:
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As soon as practicable after the date and time stated as being the latest time for the receipt
of tenders the Group Dlrector of Procurement ora deleqated officer have the authorltv to an

duﬂng—the—tendeﬁng—preeess—wnt—aeeessopen tenders via the Trust eleotronlc -procurement

system-and-authorise-the-electronic-opening-of-all- submitted-tenders

The e-Procurement system will automatically register the details of opening i.e. date, time,
authorised person

The e-Procurement system will retain a log for each set of competitive tender invitations
dispatched:

(i) The name of the individuals invited
(i) The names of firms individuals from which tenders have been received
(iii) The price shown on each tender

Incomplete tenders, i.e. those from which information necessary for the adjudication of the
tender is missing, should be dealt with in the same way as late tenders (see SFI 8.10).

For non e-Procurement tenders:

(c)

As soon as practicable after the date and time stated as being the latest time for the receipt
of tenders—an—authensed—persen the Group D|rector of Procurement or a deleqated ofﬂcer

tendemg—preeess—wﬂ have the authorltv to open att—tender offers recelved at the Trust

Every tender received shall be marked with the date of opening and initialled by those
present at the opening

A register shall be maintained to show for each set of competitive tender invitations
despatched:

(i) The name of all firms individuals invited

(i) The names of firms individuals from which tenders have been received
(i) The date the tenders were opened

(iv) The persons present at the opening

(v) The price shown on each tender

(vi) A note where price alterations have been made on the tender

Each entry to this register shall be signed by those present

A note shall be made in the register if any one tender price has had so many alterations that
it cannot be readily read or understood

Incomplete tenders, i.e. those from which information necessary for the adjudication of the
tender is missing, and amended tenders i.e., those amended by the tenderer upon his-their
own initiative either orally or in writing after the due time for receipt, but prior to the opening
of other tenders, should be dealt with in the same way as late tenders (see SFI 9.10).
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(g) The ‘originating’ Department will be taken to mean the Department sponsoring or
commissioning the tender. Any person directly involved in the tender process or subsequent
evaluation should be the person responsible for the opening or registration of tenders

Admissibility

If for any reason the designated officers are of the opinion that the tenders received are not
strictly competitive (for example, because their numbers are insufficient or any are amended or
incomplete) no contract shall be awarded without the approval of the Chief Executive or their
nominated officer.

Where only one tender is sought and/or received, the Chief Executive or their nominated officer
and Chief Financial Officer shall, as far as practicable, ensure that the price to be paid is fair and
reasonable and will ensure value for money for the Trust_by utilising, for example, comparable
commercial information from historic benchmarking data, other Trust information or market
intelligence available at that point in time.-

Late tenders

Tenders received after the due time and date, but prior to the opening of the other tenders, may
be considered only if the Chief Executive or their nominated officer decides that there are
exceptional circumstances i.e. despatched in good time but delayed through no fault of the
tenderer.

Only in the most exceptional circumstances will a tender be considered which is received after
the opening of the other tenders and only then if the tenders that have been duly opened have
not been received by the person carrying out the tender process or if the process of evaluation
and adjudication has not started.

While decisions as to the admissibility of late, incomplete or amended tenders are under
consideration, the tender documents shall be kept strictly confidential, recorded, and held in safe
custody either by the duly authorised person within the originating department or within the
relevant portal of the e-procurement system.

Acceptance of formal tenders

Any discussions with a tenderer which are deemed necessary to clarify technical aspects of
theirhis tender before the award of a contract will not disqualify the tender.

The lowest acceptable tender, if payment is to be made by the Trust, or the highest, if payment is
to be received by the Trust, shall be accepted unless there are good and sufficient reasons to the
contrary. Such reasons, which may include technical suitability, adherence to the specification,
service record of the proposed successful supplier and other non-financial factors that have a
bearing on the total cost and are relevant to the procurement in question, shall be recorded in
either the contract file, or other appropriate record.

It is accepted that for professional services such as management consultancy, the lowest price
does not always represent the best value for money. Other factors affecting the success of a
project include:

(a) Experience and qualifications of team members

(b) Understanding of client’s needs

(c) Feasibility and credibility of proposed approach

(d) Ability to complete the project on time
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Where other factors are taken into account in selecting a tenderer, these must be clearly
recorded and documented in the contract file, and the reason(s) for not accepting the lowest
tender clearly stated.

No tender shall be accepted which will commit expenditure in excess of that which has been
allocated by the Trust and which is not in accordance with these SFIs except with the
authorisation of the Chief Executive or their nominated officer

The use of these procedures must demonstrate that the award of the contract was:
(a) Notin excess of the going market rate/price current at the time the contract was awarded
(b) That best value for money was achieved.

All tenders should be treated as confidential and should be retained for inspection. Records may
be kept electronically in accordance with the HSC 1999/053.
Tender reports to the Trust Board

Reports to the Trust Board will be made on an exceptional circumstance basis only.
Quotations: Competitive and non-competitive

Quotations are required where formal tendering procedures are not adopted and where the
intended expenditure or income exceeds, or is reasonably expected to exceed £20,000 but not
exceed £50,000 (inclusive of VAT).

For competitive quotations, quotations should be :

(a) Obtained from at least 3 firms/individuals based on specifications or Terms of Reference
prepared by, or on behalf of, the Trust (where this number of suppliers exist for the
requirement)

(b) In writing unless carried out using the e-procurement system, or unless the Chief Executive
or their nominated officer determines that it is impractical to do so, in which case quotations
may be obtained by telephone. Confirmation of telephone quotations should be obtained as
soon as possible and the reasons why the telephone quotation was obtained should be set
out in a permanent record

(c) Treated as confidential and be retained for inspection

(d) Evaluated by the nominated person from the originating department and the quote which
gives the best value for money should be selected

(e) If the selected quote is not the lowest quotation, if payment is to be made by the Trust or the
highest, if payment is to be received by the Trust, then the choice made and the reasons why
should be recorded in a permanent record

For non-competitive quotations, quotations in writing may be obtained in the following
circumstances:

(a) The supply of proprietary or other goods of a special character and the rendering of services
of a special character, for which it is not, in the opinion of the responsible officer, possible or
desirable to obtain competitive quotations

(b) The supply of goods or manufactured articles of any kind which are required quickly and are
not obtainable under existing contracts
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(c) Miscellaneous services, supplies and disposals

(d) Where the goods or services are for building and engineering maintenance the responsible
works manager must certify that the first two conditions of this SFI (i.e. (a) and (b) of this SFI)

apply

No quotation shall be accepted which will commit expenditure in excess of that which has been
allocated by the Trust and which is not in accordance with these SFls except with the
authorisation of either the Chief Executive, or their nominated officer, or the Chief Financial
Officer.

Authorisation of tenders and competitive quotations

Providing all the conditions and circumstances set out in these SFls have been fully complied
with, formal authorisation and awarding of a contract may be decided by the following staff to the
value of the contract as follows_(noting the formal delegated responsibility of authorising/signing
of all commercial contracts outlined in section 8.18.2 below). These levels of authorisation may
be varied or changed and need to be read in conjunction with the Trust Board’s Scheme of
Delegation.

Contract value Authorisation by
(Inclusive of VAT)
£0 - £50,000 Budget Holder
£50,001 - £100,000 Director of Finance
£100,001 to £500,000 Chief Financial Officer
£500,001 to £1,000,000 Chief Executive
£1,000,001 to £3,000,000 Performance and Finance Committee
£3,000,001 and above Trust Board
Table 5

Formal authorisation must be put in writing. In the case of authorisation by the Trust Board this
shall be recorded in their minutes.

8.14.3 The Group Director of Procurement will report proposed procurements over the value of £1m to

8.15

the Performance and Finance Committee prior to the award of any contract, and also provide a
contract award report for all procurements over a value of £500,000 to the Chief Executive Officer
on a monthly basis.

Instances where formal competitive tendering or competition quotation is not required

8.15.1 Where competitive tendering or a competitive quotation is not required the Trust should adopt

8.16

one of the following alternatives:

(@) The Trust shall use the “nominated national NHS Logistics provider” for procurement of all
goods and services unless the Chief Executive or their nominated officer deems it
inappropriate. The decision to use an alternative source must be documented

(b) If the Trust does not use “nominated national NHS logistics provider” — where tenders and
quotations are not required, because expenditure is below £5,000, the Trust shall procure
goods and services in accordance with procurement procedures approved by the Chief
Financial Officer

Procurement processes for pharmacy medicines

8.16.1 Where a Commercial Medicines Unit (CMU) hospital framework contract exists, the Trust will

purchase medicines under this contract.
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8.16.2 The CMU is part of the Medicine, Pharmacy and Industry Group of the Department of Health and
Social Care. The focus of the work of the CMU is on strategic supply management and
procurement of medicines for use in secondary care. The CMU works in partnership with hospital
procurement colleagues across the NHS in England; this includes leading a selective competitive
tendering work plan for the implementation of hospital framework contracts.

8.16.3 Where no CMU contract exists, and where applicable, the Trust will comply with the quotation,
tendering and contract procedures detailed in SFI 18 and support will be provided by the
Integrated Supplies and Procurement Department accordingly. However, for many medicines
there is only one supplier and therefore the conditions where formal tendering procedures may
be waived (detailed in SFI 8.5.4) are applicable.

Private Finance for-capital-procurement- Removed

8.18

8.18.1

Compliance requirements for all contracts

The Trust Board may only enter into contracts on behalf of the Trust within the statutory powers
delegated to it by the Secretary of State and shall comply with:

(@)
(b)
(c)

The Trust’s SOs and SFls

E UK Public Procurementd Directives and other statutory provisions

Any relevant directions including the Capital Investment Manual, Estatecode and guidance
on the Procurement and Management of Consultants

Such of the NHS Standard Terms and Conditions as are applicable

Contracts with Foundation Trusts must be in a form compliant with appropriate NHS
guidance

Where appropriate contracts shall be in or embody the same terms and conditions of
contract as was the basis on which tenders or quotations were invited

In all contracts made by the Trust, the Trust Board shall endeavour to obtain best value for
money by use of all systems in place. The Chief Executive shall nominate an officer who
shall oversee and manage each contract on behalf of the Trust
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The Chief Executive Officer delegates the responsibility of authorising/signing of all commercial
contracts to the Group Director of Procurement, with the exception of building and works
contracts which is delegated to the Director of Estates, Facilities and PFI’. The conditions set out
in 18.18.1 must be satisfied.

Personnel and Agency or Temporary Staff Contracts

The Chief Executive shall nominate officers with delegated authority to enter into contracts of
employment, regarding staff, agency staff or temporary staff service contracts.

Healthcare Services Agreements

Service agreements with NHS providers for the supply of healthcare services shall be drawn up
in accordance with the NHS and Community Care Act 1990 and administered by the Trust.
Service agreements are not contracts in law and therefore not enforceable by the courts.
However, a contract with a Foundation Trust, being a PBC, is a legal document and is
enforceable in law.

8.20.2 The Chief Executive shall nominate officers to commission service agreements with providers of

8.21

8.21.1

8.22

healthcare in line with a commissioning plan approved by the Board.

Disposals

Competitive tendering or quotation procedures shall not apply to the disposal of:

(a) Any matter in respect of which a fair price can be obtained only by negotiation or sale by
auction as determined (or pre-determined in a reserve) by the Chief Executive or theirhis

nominated officer

(b) Obsolete or condemned articles and stores, which may be disposed of in accordance with
the ISPD Procurement Ppolicy (SP01) of the Trust

(c) ltems to be disposed of with an estimated sale value of less than £5,000, this figure to be
reviewed on a periodic basis

(d) Items arising from works of construction, demolition or site clearance, which should be dealt
with in accordance with the relevant contract

(e) Land or buildings concerning which DH guidance has been issued but subject to compliance
with such guidance

In-house services

8.22.1 The Chief Executive shall be responsible for ensuring that best value for money can be

8.22.2

demonstrated for all services provided on an in-house basis. The Trust may also determine from
time to time that in-house services should be market tested by competitive tendering.

In all cases where the Trust Board determines that in-house services should be subject to
competitive tendering the following groups shall be set up:

(a) Specification group, comprising the Chief Executive or nominated officer/s and specialist

(b) In-house tender group, comprising a nominee of the Chief Executive and technical support
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(c) Evaluation team, comprising normally a specialist officer, a Supplies and Procurement officer
and a Chief Financial Officer representative. For services having a likely annual expenditure
exceeding £100,000, a Non-executive Director should be a member of the evaluation team

All groups should work independently of each other and individual officers may be a member of
more than one group but no member of the in-house tender group may participate in the
evaluation of tenders.

The evaluation team shall make recommendations to the Trust Board.

If in-house services are outsourced, the Chief Executive shall nominate an officer to oversee and
manage the contract on behalf of the Trust.

Applicability of SFls on tendering and contracting to funds held in trust

These SFls shall not only apply to expenditure from Exchequer funds but also to works, services
and goods purchased from the Trust’s trust funds and private resources.

Use of local and smaller suppliers

The Trust will strive to ensure that local and smaller suppliers are not discriminated against in the
procurement process and specifications.

Delegated Orders

The Estates, Facilities and PFI Division have delegated authority in regard to the raising of
purchase orders in relation to MTC related purchase orders and emergency orders only. (These
can be emergency orders required at any time, but should not be confused with urgent orders).
As outlined in section 11.5.1 all emergency orders must subsequently be confirmed by an official
purchase order and clearly marked “Confirmation Order”.

It should also be noted that a fully authorised electronic Request for Executive Approval Form
(eReaf) is still required for all MTC related purchase order and emergency order expenditure
exceeding £20,000 (including VAT).
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NHS SERVICE AGREEMENTS CONTRACTING FOR PROVISION OF SERVICES

Contractual agreements

The Chief Executive, as the Accountable Officer, is responsible for ensuring contracts are
suitably negotiated with commissioners for the provision of services to patients in accordance
with the Integrated Business Plan and subsequent Annual Business Plan, and for establishing
the arrangements for providing extra-contractual services.

These contracts are not legally binding.

In carrying out these functions, the Chief Executive should take into account the advice of the
Chief Financial Officer regarding:

(a) Costing and pricing of services

(b) National Tariff Payment system

(c) Payment terms and conditions

(d) Penalty and fine implications

(e) Billing systems and cash flow management

(f) Any other matters of a financial nature

(g) The contract negotiation process and timetable

(h) The provision of contract data

(i) Contract management and monitoring arrangements

(j) Amendments to contracts and extra-contractual arrangements

(k) Targets and performance/quality standards specified in the contract
() Any other matters relating to contracts of a legal or non-financial nature
(m) Any other / new innovative payment methodologies

Contracts should be so devised as to minimise the risk whilst maximising the Trust’'s opportunity
to generate income.

Any pricing of contracts at marginal cost must be undertaken by the Chief Financial Officer and
where material reported to the Trust Board.

Contracts with NHS commissioning bodies require the signature of the Chief Executive or the
Chief Financial Officer.

The Trust will maintain a public and up to date schedule of the authorised goods and services
which are being currently provided, including non-mandatory health services.

Reports to Trust Board on contractual agreements

The Chief Executive, as the Accountable Officer, will need to ensure that regular reports are
provided to the Trust Board detailing actual and forecast income from the contractual
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agreements. This will include information on costing arrangements, in line with the National Tariff
Payment system. Where specific services are outside the scope of National Tariff Payment
system, all parties should agree a common currency for application across the range of
contractual agreements.

9.2.2 The report should also include information regarding the risks and mitigations in place relating to
the contract.
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TERMS OF SERVICE, ALLOWANCES AND PAYMENT OF MEMBERS OF THE TRUST
BOARD AND EXECUTIVE COMMITTEE AND EMPLOYEES

Nominations and Remuneration Committee

In accordance with SOs the Trust Board shall establish a Nominations and Remuneration
Committee, with clearly defined Terms of Reference, specifying which posts fall within its area of
responsibility, its composition, and the arrangements for reporting. (See NHS guidance
contained in the Higgs report.)

The Committee will:

(a) Advise the Trust Board about appropriate remuneration and terms of service for the
Executive Directors (i.e. Trust Board voting and non-voting members), the Chief Executive
and posts assigned to the Very Senior Manager framework. This will include:

(i) All aspects of salary (including any performance-related elements/bonuses)
(i) Provisions for other benefits, including pensions and cars
(iii) Arrangements for termination of employment and other contractual terms

(b) Monitor and evaluate the performance of individual Directors (with the advice of the Chief
Executive)

(c) Advise on and oversee appropriate contractual arrangements for Executive Directors, and
when required, consider issues relating to remuneration, terms of service and performance
issues for senior management staff

The Committee Chairman shall report to the Closed Trust Board the basis for its
recommendations. The Trust Board shall use the report as the basis for their decisions, but
remain accountable for taking decisions on the remuneration and terms of service of officer
members. Minutes of the Trust Board's meetings should record such decisions.

The Trust Board will consider and need to approve proposals presented by the Chief Executive
for the setting of remuneration and conditions of service for those employees and officers not
covered by the Committee.

The Trust will pay allowances to the Chairman and Non-Executive members of the Trust Board in
accordance with instructions issued by the Secretary of State for Health.

Funded Establishment

The workforce plans incorporated within the annual budget will form the funded establishment.
Staff Appointments

No officer or Member of the Trust Board or employee may engage, re-engage, or re-grade

employees, either on a permanent or temporary nature, or hire agency staff, or agree to changes
in any aspect of remuneration:

(a) Unless authorised to do so by the Chief Executive and Chief People OfficerDirector—of
Human-Resourees-; and

(b) And is within the limit of their approved budget and funded establishment, and
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And is in accordance with any local or Trust-wide controls placed on recruitment to vacant
positions, such as vacancy control panels

10.3.2 The Board will approve procedures presented by the Chief Executive for the determination of
commencing pay rates, condition of service, etc., for employees.

10.3.3 A manager may only action such a change against those cost centres/budgets for which
theyhe/she haves formal responsibility.

10.3.4 Advertisements for all posts must be placed via the Human-ResourcesPeople Directorate

10.4 Processing Payroll

10.4.1 The Chief Financial Officer is responsible for:

(@)

(b)

(c)

Performance managing the outsourced payroll provision to ensure it is in line with the
contract and service continuity in maintained

Where necessary reporting any variations to the contract or significant areas of risk in
relation to the service to the Trust Board

Specifying timetables for submission of properly authorised time records and other
notifications

The final determination of pay and allowances
Making payment on agreed dates

Agreeing method of payment

10.4.2 The Chief Financial Officer will issue instructions regarding:

(@)
(b)

()
(k)

Verification and documentation of data

The timetable for receipt and preparation of payroll data and the payment of employees and
allowances

Maintenance of subsidiary records for superannuation, income tax, social security and other
authorised deductions from pay

Security and confidentiality of payroll information
Checks to be applied to completed payroll before and after payment
Authority to release payroll data under the provisions of the Data Protection Act

Methods of payment available to various categories of employee and officers. This will be by
bank credit direct to a bank or other financial institution nominated by the employee

Procedures for payment by cheque or bank credit to employees and officers
Procedures for the recall of cheques and bank credits
Pay advances and their recovery

Maintenance of regular and independent reconciliation of pay control accounts
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Separation of duties of preparing records and handling cash

(m) A system to ensure the recovery from those leaving the employment of the Trust of sums of

money and property due by them to the Trust

10.4.3 Appropriately nominated managers, including HR representatives have delegated responsibility

for:

(@)
(b)

(c)

Submitting time records, and other notifications in accordance with agreed timetables

Completing time records and other notifications in accordance with the Chief Financial
Officer's instructions and in the form prescribed by the Chief Financial Officer

Submitting termination forms in the prescribed form immediately upon knowing the effective
date of employees or officer’s resignation, termination or retirement. Where an employee
fails to report for duty or to fulfil obligations in circumstances that suggest they have left
without notice, the appropriate Director or Budget Holder and payroll must be informed
immediately

10.4.4 Regardless of the arrangements for providing the payroll service, the Chief Financial Officer shall
ensure that the chosen method is supported by appropriate (contracted) terms and conditions,
adequate internal controls and audit review procedures and that suitable arrangements are made
for the collection of payroll deductions and payment of these to appropriate bodies.

10.5 Contracts of Employment

| 10.5.1 The Board shall delegate responsibility to the Human-Resources-DirectorChief People Officer for:

(@)

(b)

Ensuring that all employees are issued with a Contract of Employment which complies with
employment legislation

Ensuring controls are in place for actioning variations to, or termination of, contracts of
employment. The transacting of this responsibility has been delegated to the line manager

Any pay rates outside national terms and conditions will need prior agreement by the Chief
Financial Officer and the Chief People OfficerHuman—Resources—Director; this will include
changes to bank rates as well as substantive posts.

The Chief People Human-Resources-Director-willOfficer will maintain a schedule of all pay
rates outside the national terms and conditions and will notify payroll of any changes. The
Chief People officer will notify Executive Directors of this schedule at least on an annual
basis.
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11. NON-PAY EXPENDITURE

1.1 Delegation of Authority

11.1.1  The Trust Board will approve the level of non-pay expenditure on an annual basis and the Chief
Executive will determine the level of delegation to Budget Holders prior to the start of the
financial year to which the budget relates.

11.1.2 The Chief Executive will set out in the Scheme of Delegation:

(a) The list of employees who are authorised to place requisitions for the supply of goods and
services

(b) The maximum level of each requisition and the system for authorisation above that level.

Authorisation of
Non Purchase Order
Invoices *

Requisition of

Authority Delegated To Goods and Services

Budget Administrators £0 to £5,000 £0 to £5,000

Budget Managers £0 to £20,000 £0 to £20,000

Budget Holders £0 to £20,000 £0 to £20,000

Director of Finance £20,001 to £100,000 £20,001 to £100,000

Chief Financial Officer £100,001 to £250,000 | £100,001 to £250,000

Chief Executive £250,001 to £500,000 | £250,001 to £500,000

Performance and Finance £500,001 to £500,001 to

Committee £1,500,000 £1,500,000
Trust Board £1,500,001 and above | £1,500,001 and
above

Requisition of Goods Authorisation of Non

Authority Delegated To and Services Purc.hase Order
Invoices *
Budget Administrators £0 to £5,000 £0 to £5,000
Budget Managers £0 to £20,000 £0 to £20,000
Budget Holders £0 to £20,000 £0 to £20,000

Director of Finance

£20,001 to £100,000

£20,001 to £100,000

Chief Financial Officer

£100,001 to £250,000

£100,001 to £250,000

Chief Executive

£250,001 to £500,000

£250,001 to £500,000

Performance and Finance Committee

£500,001 to £1,000,000

£500,001 to £1,000,000

Trust Board

£1,000,001 and above

£1,000,001 and above

Table 6

*As per the agreed Non PO lists (section 11.2.24)

11.1.3 The authorisation levels for pharmacy drugs requisitions are separately agreed as set out in the
table below. Requisitions up to a value of £25470,000 are authorised within the Pharmacy team.

Requisition of Goods
and Services (Drugs
and Pharmacy
Consumables)

Pharmacy Only : Authority Delegated To

Senior Assistant Technical Officer (Band 3) Procurement or
Senior Assistant Technical Officer (Band 3) Cancer Services

£0 to £35,000
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Senior Pharmacy Technician (Band 5) Procurement or
Senior Pharmacy Technician (Band 5) Cancer Services

£0 to £65,000

Lead Procurement Pharmacy Technician (Band 6) or

Lead Cancer /Technical Services Pharmacy Technician (Band 6)
or Chief Clinical Information Pharmacy Technician (Band 7) or
Chief Pharmacy Technician Cancer / Technical Services (Band 7)
or Pharmacy Supply Chain Manager (Band 7) or £65,001 to £150,000
Procurement and Renal Pharmacist (Band 7) or

High Cost and Homecare Pharmacist (Band 8a) or

Clinical Commissioning and Medicines Value Lead (Band 8b) or
Advanced Specialist Pharmacist Cancer (Band 8a/8b)

(Cg;lcal Director of Pharmacy or Deputy / Principal Pharmacist £120.001 to £250.000

Chief Financial Officer £250,001 to £500,000

Chief Executive £500,001 to £1,000,000
. . £1,000,001 to

Performance and Finance Committee £1.500.000

Trust Board £1,500,001 and above

113

Requisition of Goods and
Pharmacy Only : Authority Delegated To Services (Drugs and
Pharmacy Consumables)

Senior Assistant Technical Officer (ATO) Procurement and
Senior Pharmacy Technician

Lead Procurement Technician (Band 6) or Chief Clinical
Information Technician (Band 7) or Pharmacy Supply Chain
Manager (Band 7) or High Cost and Homecare Pharmacist |£35,001 to £120,000
(Band 8a) or Clinical Commissioning and Medicines Value
Lead (Band 8b).

Clinical Director of Pharmacy or Deputy / Principal
Pharmacist (8c).

£0 to £35,000

£120,001 to £170,000

Chief Financial Officer £170,001 to £250,000
Chief Executive £250,001 to £500,000
Performance and Finance Committee £500,001 to £1,000,000
Trust Board £1,000,001 and above
Table 7

11.1.4 The Chief Executive shall set out procedures on the seeking of professional advice regarding
the supply of goods and services.

11.2 Choice, Requisitioning, Ordering, Receipt and Payment for Goods and Services

11.2.1 The requisitioner, in choosing the item to be supplied (or the service to be performed) shall
always obtain the best value for money for the Trust. In so doing, the advice of the Trust's
Integrated Supplies and Procurement department shall be sought. Where this advice is not
acceptable to the requisitioner, the Chief Financial Officer (and/or the Chief Executive) shall be
consulted.

11.2.2 The Integrated Supplies and Procurement Department, with input from the Finance Department,
will be responsible for maintaining the list detailing the areas of expenditure that do not require a
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Purchase Order. This list will be known as the ‘Agreed Non Purchase Order List’ and will list
specific suppliers. Any suppliers contained within the Agreed Non Purchase List will not require
a purchase order and will therefore be exempt from the Trusts requisition approval process.

11.2.3 __Under no circumstances should a requisition be split in such a way to circumvent particular
spending limits attached as per the Scheme of Delegation.

11.2.4 The limits set out for the requisition of goods and services in table 6 are managed by the use of

the Trust eREAF approval system.

114-2311.2.5 A separate system will be in place within the Estates, Facilities and PFl Department for

the requisition of additional goods and services through the PFI. This will maintain delegated

limits and authorization levels as shown in Table 7 above.

14.2.411.2.6 _The Chief Financial Officer shall be responsible for the prompt payment of accounts,
invoices and claims. Payment of contract invoices shall be in accordance with contract terms,
or otherwise, in accordance with national guidance.

14.2.511.2.7 The Chief Financial Officer will:

(@)

(b)

(c)
(d)

Advise the Trust Board regarding the setting of thresholds above which quotations
(competitive or otherwise) or formal tenders must be obtained; and, once approved, the
thresholds should be incorporated in SFls and regularly reviewed

Prepare procedural instructions, or guidance within the Scheme of Delegation, on the
obtaining of goods, works and services incorporating the thresholds

Be responsible for the prompt payment of all properly authorised accounts and claims

Be responsible for designing and maintaining a system of verification, recording and
payment of all amounts payable. The system shall provide for:

(i) Alist of Board employees (including specimens of their signatures) authorised to certify
invoices against specific cost centre codes

(i) Certification that goods have been duly received, examined and are in accordance with
specification or work done or services rendered have been satisfactorily carried out in
accordance with the order, the prices are correct and, where applicable, the materials
used are of the requisite standard and the charges are correct

(iii) In the case of contracts based on the measurement of time, materials or expenses, the
time charged is in accordance with the time worked, the rates of labour are in
accordance with the appropriate rates, the materials have been checked as regards
quantity, quality, and price and the charges for the use of vehicles, plant and machinery
have been examined

(iv) Where appropriate, the expenditure is in accordance with regulations and all necessary
authorisations have been obtained

(v) The account is arithmetically correct
(vi) The account is in order for payment
(vii) A timetable and system for submission to the Chief Financial Officer of accounts for

payment; provision shall be made for the early submission of accounts subject to cash
discounts or otherwise requiring early payment.
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(viii) Instructions to employees regarding the handling and payment of accounts within the
Finance Department

(e) Be responsible for ensuring that payment for goods and services is only made once the
goods and services are received. The only exceptions are set out in SFI 11.3.

1.3 Prepayments

11.3.1 Prepayments for goods and services where the Trust is paying in advance of receipt of the
goods or services, excluding payments for training courses, subscriptions and membership fees
up to the value of £5,000 (inclusive of VAT) are only permitted where exceptional circumstances
apply. In such instances:

(a) Prepayments are only permitted where the financial advantages outweigh the
disadvantages and with the explicit approval of the Chief Financial Officer

(b) The appropriate officer must provide, in the form of a written report, a case setting out all
relevant circumstances of the purchase. The report must set out the effects on the Trust if
the supplier is at some time during the course of the prepayment agreement unable to meet
his commitments

(c) The Chief Financial Officer will need to be satisfied with the proposed arrangements before
contractual arrangements proceed (taking into account the Public Contract Reqgulations

(2015) (PCR) EUpublic—procurement—rules—where the contract is above a stipulated

financial threshold)

(d) The Budget Holder is responsible for ensuring that all items due under a prepayment
contract are received and they must immediately inform the appropriate Director or Chief
Executive if problems are encountered
11.4 Official purchase orders
11.4.1 Official purchase orders must:
(a) Be consecutively numbered
(b) Be in a form approved by the Chief Financial Officer
(c) State the Trust’s terms and conditions of trade
(d) Only be issued to, and used by, those duly authorised by the Chief Executive

11.5 Duties of Managers and Officers

11.5.1 Managers and officers must ensure that they comply fully with the guidance and limits specified
by the Chief Financial Officer and that:

(a) All contracts (except as otherwise provided for in the Scheme of Delegation), leases, tenancy
agreements and other commitments which may result in a liability are notified to the Chief
Financial Officer in advance of any commitment being made

(b) Contracts above specified thresholds are advertised and awarded in accordance with Public
Contract Regulations (2015) (PCR) EU-rules-on public procurement

(c) Where consultancy advice is being obtained, the procurement of such advice must be in
accordance with guidance issued by the Department of Health and Social Care
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(d) In accordance with the Trust’'s Standards of Business Conduct Policy (G16), no order shall
be issued for any item or items to any firm which has made an offer of gifts (see SFI 19),
reward or benefit to Directors or employees, other than:

(i) Isolated gifts of a trivial character or inexpensive seasonal gifts, such as calendars
(i) Conventional hospitality, such as lunches in the course of working visits

(e) No requisition/order is placed for any item or items for which there is no budget provision
unless authorised by the Chief Financial Officer on behalf of the Chief Executive

(f) All goods, services, or works are ordered on an official purchase order except for purchases
from petty cash or with explicit approval of the Chief Financial Officer

(g) Verbal orders must only be issued very exceptionally, by an employee designated by the
Chief Executive and only in cases of emergency. These must be confirmed by an official
purchase order and clearly marked "Confirmation Order"

(h) Orders are not split or otherwise placed in a manner devised so as to avoid the financial
thresholds and should be placed for the value for the life of the contract.

(i) Goods are not taken on ftrial or loan in circumstances that could commit the Trust to a future
uncompetitive purchase

(i) Purchases from petty cash are restricted to a maximum value of £50 and by type of purchase
in accordance with instructions issued by the Chief Financial Officer

(k) Petty cash records are maintained in a form as determined by the Chief Financial Officer

Ensure that the arrangements for financial control and financial audit of building and engineering
contracts and property transactions comply with the guidance contained within Public Contract
Regulations (2015) (PCR)EU-regulatiens, PFI and P22 (including NEC contracts) and Health
Building Note 00-08. The technical audit of these contracts shall be the responsibility of the
relevant Director.

Joint Finance Arrangements with Local Authorities and Voluntary Bodies

Payments to local authorities and voluntary organisations, made under the powers of section
28A of the NHS Act, for the provision of social care for people who otherwise would be the
responsibility of the NHS, shall comply with procedures laid down by the Chief Financial Officer
which shall be in accordance with these Acts.

Where NHS Trusts are proposing to enter into partnership arrangements e.g. joint ventures,
joint arrangements or special vehicles. NHSIE will reserve the right to review these on a case
by case basis and these schemes may require NHSHE approval to proceed.

Leases

The Chief Financial Officer must ensure that any lease entered into on behalf of the Trust
represents value for money.

A commercial lease is a legally binding contract made a landlord and a business tenant. The
lease gives a tenant the right to use certain property for a business or commercial activity for a
period of time (minimum 6 months) in exchange for consideration (i.e. money) paid to the
landlord. A commercial lease offers exclusive possession of a defined area (demise), with the
main legislation being the Landlord and Tenant Act 1954.
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11.7.3 A licence to occupy is a legal agreement between the licensor (the party who owns the
property/land) and the licensee (the party seeking to occupy the property/land), giving the
licensee the right to occupy a designated area of the property for a defined length of time (i.e.
there is no minimum of maximum period but is usual for licences to be for 1 day to 6 months or
more). Licences do not offer exclusive possession but rather the designated area can be
relocated.

11.7.4 Contracts for goods and services can also contain leases_under IFRS16, which defines a lease
as as “a contract, or part of a contract, that conveys the right to use an asset for a period of time
in exchange for consideration”. These contracts will contain a lease if the following three criteria
are met

e there is an ‘identified asset’;
e we obtain substantially all of the economic benefits from the use of the asset; and
we have the right to direct the use of the asset

11-7411.7.5 These three main indicators will determine whether an arrangement is a lease, and a

balanced judgement needs to be taken which considers the indicators as a whole. Guidance
must be obtained from the Finance Department regarding the accounting treatment of leases
and all other contracts that may be defined as a lease as described in 11.7.4 above

1+1+7-511.7.6 _Once appropriate guidance has been obtained alllAll leases and contracts for goods and
equipment must be forwarded to the Integrated Supplies and Procurement Department to
validate the legal content of the lease/contract and for inclusion on the goods and equipment
Lease Contracts Register.

14.7.611.7.7 _Once appropriate guidance has been obtained alllAll leases and contracts for premises

must be forwarded to the Estates, Facilities and PFI Department to validate the legal content of
the lease/contract and for inclusion on the premises Lease Contracts Register.
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EXTERNAL BORROWING
Borrowings

The Chief Financial Officer will advise the Trust Board concerning the Trust’'s ability to pay
dividend on, and repay Public Dividend Capital (PDC) and any proposed new borrowing, within
the limits set by the Department of Health and Social Care. The Chief Financial Officer is also
responsible for reporting periodically to the Board concerning the PDC debt and all loans.

The Trust Board will agree the list of employees (including specimens of their signatures) who
are authorised to make short term borrowings on behalf of the Trust. This must contain the
Chief Executive and the Chief Financial Officer.

The Chief Financial Officer must prepare detailed procedural instructions concerning
applications for loans.

All short-term borrowings should be kept to the minimum period of time possible, consistent with
the overall cash flow position, represent good value for money and comply with the latest
guidance from the Department of Health and Social Care.

Any short-term borrowing must be with the authority of two members of an authorised panel,
one of which must be the Chief Executive or the Chief Financial Officer. The Trust Board must
be made aware of all short term borrowings at the next Board meeting.

All long-term borrowing must be consistent with the plans outlined in the Integrated Business
Plan and be approved by the Trust Board.
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CAPITAL INVESTMENT, PRIVATE FINANCING, ASSET REGISTERS AND SECURITY OF
ASSETS

Capital Investment

The Chief Executive:

(a) Shall ensure that there is an adequate appraisal and approval process in place for
determining capital expenditure priorities and the effect of each proposal upon business

plans

(b) Is responsible for the management of all stages of capital schemes and for ensuring that
schemes are delivered on time and to cost

(c) Shall ensure that the capital investment is not undertaken without confirmation of
purchaser/s support and the availability of resources to finance all revenue consequences,
including capital charges. Any resource requirements outside of agreed budgets will be
taken through the required authorisation process

(d) That a Capital Investment Programme, produced on an annual basis, is submitted to and
approved by the Trust Board prior to the start of the financial year

The approval of a capital programme shall not constitute approval for expenditure on any

scheme, i.e. a completed capital bid and, where applicable, capital business case will still be

required.

For all capital expenditure proposals the Chief Executive shall ensure that:

(a) A capital bid is prepared and approved through the agreed process

(b) All proposals to lease, hire or rent tangible and intangible assets have been subject to
appraisal of their impact on the Trust's ability to achieve its financial targets and, where
appropriate, subject to legal advice from the Trust's legal advisor on the terms of the
proposed contract

The Chief Executive shall issue to the manager responsible for any scheme:

(a) Specific authority to commit expenditure

(b) Authority to proceed to tender

(c) Approval to accept a successful tender

The Chief Executive will issue a scheme of delegation for capital investment management in
accordance with "Estatecode" guidance and the Trust’'s SOs and SFls.

The Chief Financial Officer shall issue procedures governing the financial management,
including variations to contract, of capital investment projects and valuation for accounting
purposes. These procedures shall fully take into account the delegated limits for capital
schemes included in Annex C of HSC (1999) 246.

Delegation and reporting

The general rules applying to delegation and reporting shall also apply to capital expenditure.

Expenditure on tangible and intangible assets for the Trust must follow the correct delegation
and reporting lines specifically designed for approval of capital expenditure detailed in the
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Scheme of Delegation. Accounting for tangible and intangible assets must comply with the
DHSC Group Accounting Manual

A separate capital budget must be prepared for each capital scheme.

Each capital allocation is made on an expenditure basis for a specific financial year. Any
proposed/anticipated slippage or variation in cost on a capital scheme must be reported to the
Chief Financial Officer at the earliest opportunity.

Any proposed advancement of all, or part of, a capital scheme must receive the authorisation of
the Chief Financial Officer prior to its execution. The Chief Financial Officer may, in
consultation with the responsible Director, approve variations to schemes included within the
capital programme as approved by the Trust Board.

Progress on each capital scheme should be reviewed at least monthly and a projection to the
year end updated. Any significant changes must be notified to the Trust Board at the earliest
opportunity.

The Chief Financial Officer will specify the process and timetable to be followed by the Trust for
compiling the annual and future capital plans for the Trust.

For capital schemes where the contracts stipulate stage payments, the Chief Executive will
issue procedures for their management, incorporating the recommendations of “Estatecode”.

The Chief Financial Officer shall assess on an annual basis the requirement for the operation of
the construction industry tax deduction scheme in accordance with HMRC guidance.

The Chief Financial Officer shall issue procedures for the regular reporting of expenditure and
commitment against authorised expenditure.

The relevant capital project Director is responsible for the selection of architects, quantity
surveyors, consultant engineers, IT engineers, other professional advisors and service
providers within procurement and Public Contract Regulations (2015) (PCR)EU-regulations.

Capital charges

Prior to the commencement of a financial year, at a time determined by the Chief Financial
Officer, an estimate of capital values and capital charges incurred by the Trust for the ensuing
year will be calculated. This will be based on the current asset register and will take account of
known future purchases, sales, revaluations and any other anticipated transactions.

During the financial year the capital charges will be calculated on a monthly basis. Projections
for the remainder of the financial year will be updated taking into account any revised
expectation of the timing and value of transactions on the asset register.

Capital definition and criteria

Capital expenditure is defined as expenditure on a tangible or intangible productive resource
with an expected life in excess of one year.

The capitalisation limit is expenditure of £5,000 (inclusive of VAT) or more on:
(a) A discrete asset

(b) A collection of assets which individually may be valued at less than £5,000 but which
together form a single collective asset because the items fulfil all of the following criteria:
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(i)

(i) The items are acquired at about the same date and are planned for disposal at about
the same date

The items are functionally interdependent

(iii) The items are under single managerial control
(iv) The items have an individual value of £250 or more

(c) At the Trust discretion, a collection of assets which individually may be valued at less than
£5,000 but which form part of the initial equipping and setting up of a cost of a new building

13.4.3 Capital budgets must not be used to cover purchases that do not conform to the current capital
definition as specified by the Department of Health and Social Care.

13.4.4 Major expenditure on maintaining the condition of an asset will normally be treated as a revenue
item except that any proportion relating to an enhancement to the asset will be treated as
capital.

13.4.5 For land and building payments the amount capitalised can include lump sum payments for
related rights (including capitalised rents) and payments made under the Land Compensation
Act 1973.

13.4.6 Bids for capital spend should be made following the process as specified by the Chief Financial
Officer. Capital bids will be classified as either investment capital or replacement capital, these
are defined as:

(a) Investment capital - this is capital spend for new assets where it likely that the Trust will
incur additional revenue consequences for example. staffing, consumables etc. A
supporting case, relevant to the level of investment is required for investment capital
funding — see 13.5.2

(b) Replacement capital — this is capital spend which is replacing an existing asset that the
Trust already holds, it is unlikely that a result of this additional capital spend, additional
revenue consequences will be incurred. Business cases may be required at the discretion
of the Chief Financial Officer

13.5 Capital business cases

13.5.1 A supporting case, relevant to the level of investment, is required for all new capital investment,
investment capital, if it is not relating to the replacement of an existing asset

13.5.2 The annual budget will detail the Capital schemes for the coming year. A summary of the
internal capital approval limits for schemes included in the annual plan is as below:

. Incremental (additional) income or revenue
Capital Investment (higher of) included within ALL Capital bids
Approval Value £
Limits ae =
- <£25K £25k to £500kto | £1.5m to

- <£500k <£1.5m <£25m

= Statement | Business Business %

<£100k of Need to | case to case to Trust

- CIG Exec Team | PFC F—

Board
Investment | £100k - Business Business Business Business
capital <£1m case to case to case to case Trust
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Exec Team | Exec Team | PEC Board
Business Business Business Business
case to
case to case to case to —Trust
PFC PFC PFC -
— — — Board
. Business Business Business
Business
—case o case to case to case to
moar d Trust Trust Trust
———— — | Board Board Board
. . Business
Business Business -
No case case to
— case to case to —
required Exec Team | PEC Trust
Board

| Statement of E:::I;} 5;!(81: Business S::;n::?rmﬁl
Need to CIG case to PFC
Team Board
B Bsiness case il Biigiiiass Business
: gl TT case to Exec case to PEC |6@5€ Trust
EXEC | &am
| Team Board
| Business case [l Business S::;nf: ?I‘rusl
N to PFC case to PFC |[case to FFC
; Board
: Business Business Business
|case to Trust |case to Trust [case to Trust [case to Trust
|Board Board Board Board
INo case Business Business Business
required case to Exec case to PFC case to Trust
q Team Board

Table 8

13.:56:213.5.3 Schemes not identified in the annual plan will require Executive Team sign off,  unless

agreed as part of the business case process or agreed by the Trust Board.

13.56.313.5.4 The Performance and Finance Committee (PFC) will approve the capital business case
process.

13.5413.5.5 The Trust Board will approve the capital programme as part of the annual plan. The
Trust’s Capital Investment Group (CIG) has delegated authority from the Trust Board to approve
capital investment cases up to £1;000,000 as identified in the programme approval table at
13.5.2

13.5.6 NHSHE is also required to approve any individual capital investments which exceed
£245,000,000, following Trust Board approval being given. The limit can be reduced at the
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discretion of NHSIE where a Trust is reporting a year end deficit. A summary of the external
business case approval limits is shown below. The approval process for investments below the
values quoted but falling within the exceptions criteria will be agreed with NHSIKE on an
individual basis.

Up to £25m Internal Trust’'s internal | No Internal
governance
process
£25m to £30m | NHSE and OBC and FBC | Yes, plus the 8 weeks
DHSC required (SOC | clinical quality
also required checklist for all
for any scheme | business
requiring cases with a
DHSC finance) | patient facing
or business
case aspect.
£30m to £560m | NHSE SOC,0OBC and | Yes, plus the 8 - 12 weeks
Resources FBC required clinical quality
Committee and | (or SOC, ABC, | checklist for all
DHSC CBC or Lift business
stage 1 and 2 cases with a
equivalent for patient facing
PFI/PF2 or or business
LIFT) case aspect.
Over £50m NHSE SOC,0OBC and | Yes, plus the 8 - 12 weeks
Resources FBC required clinical quality | Plus
Committee and | (or SOC, ABC, | checklist for all
Board, DHSC CBC or Lift business
and HMT stage 1 and 2 cases with a
equivalent for patient facing
PFI/PF2 or or business
LIFT) case aspect.
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Up to £15m Internal Trust’s internal  |No Internal
governance
process
£15mto £30m |NHSI/E and OBC and FBC |Yes, plus the 8 weeks
DHSC required (SOC |clinical quality
also required for |checklist for all
any scheme business cases
requiring DHSC |with a patient
finance) facing or
business case
£30m to £50m [NHSI/E SOC,0OBC and |Yes, plus the 8 - 12 weeks
Resources FBC required (or |clinical quality
Committee and |SOC, ABC, CBCjchecklist for all
DHSC or Lift stage 1 business cases
and 2 equivalent |with a patient
for PFI/PF2 or |[facing or
LIFT) business case
Over £50m NHSI/E SOC,0OBC and |Yes, plus the 8 - 12 weeks
Resources FBC required (or |clinical quality Plus
Committee and |SOC, ABC, CBC|checklist for all
Board, DHSC |or Lift stage 1 business cases
and HMT and 2 equivalent |with a patient
for PFI/PF2 or |facing or
LIFT) business case
aspect.
Table 9

13-6-:613.5.7 Capital business cases have to go through all the relevant approval groups dependent on
values, so for example, a case of over £245,000,000 will require approval from CIG, who will
then recommend to PFC, who will recommend to Trust Board for approval. The case will then

be recommended to NHSVE for approval.

13.56:.613.5.8 The values quoted in SFI 13.8 are inclusive of VAT.

13-56-713.5.9 For capital schemes relating to I.T, leased equipment, leased property, managed
equipment and managed service schemes, the delegated limits apply to whole life costs, not
just the capital cost. Schemes with whole life costs in excess of NHS Trust delegated limits will
require NHSHE approval in line with the delegated limits.13.5.9 For leased property; the limits

apply to the whole-life cost of the transaction, rather than just capital cost.

13-5-:813.5.10 Total capital cost to the private sector (i.e. Private Finance Initiatives (PFI)) includes the
cost of construction, equipment, professional fees, rolled-up interest and financing costs such
as bank arrangements fees, bank due diligence fees, banks lawyers’ fees, and third party equity
costs plus irrecoverable VAT. Any capital cost that will be incurred directly by the NHS in
progressing the schemes must also be included. Typical examples include land purchased from

outside the NHS, equipment and enabling works.

43.5:913.5.11 Where NHS Trusts are requesting transfers of assets and/or services between
organisations NHS Trusts are asked to contact the relevant NHSHE Director of Delivery and
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Development and/or Business Support teams who will advise on how to take these forward.
Asset transfers with a value in excess of NHS Trust delegated limits will require a business case
and NHSIE approval in line with the delegated limits detailed in SFI 13.5.5.

Private Finance Initiatives (PFI)

Any contract variations to the PFl schemes—involving—PFl{(new—schemes—or—contract

vafiations)require approval in line with trust processes. Any additional cost impact of these
variations will require business case and requisition approval as set outin 4.6.1 and 11.2.5.

If the Trust was classified as being in distress, any variations, irrespective of value, will also
require discussion with the NHSHE to agree the approval requirements._This approval would not
apply to variations which relate to building or service changes where there is no change in risk
profile required to deliver the changing requirements of NHS services.

Asset Registers

The Chief Executive is responsible for the maintenance of registers of assets, taking account of
the advice of the Chief Financial Officer concerning the form of any register and the method of
updating, and arranging for a physical check of assets against the asset register to be
conducted on a rolling programme detailed within financial procedures for tangible and
intangible assets.

The Trust shall maintain an asset register recording tangible and intangible assets_at a value as
required by the Group Accounting Manual.

Additions to the tangible and intangible asset register must be clearly identified to an
appropriate asset manager and be validated by reference to:

(a) Properly authorised and approved agreements, architect's certificates, supplier's invoices
and other documentary evidence in respect of purchases from third parties

(b) Stores, requisitions and wages records for own materials and labour including appropriate
overheads;

(c) Lease agreements in respect of assets held under a right of use asset.
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Where capital assets are sold, scrapped, lost or otherwise disposed of, their value must be
removed from the accounting records and each disposal must be validated by reference to
authorisation documents and invoices (where appropriate).

The Chief Financial Officer shall approve procedures for reconciling balances on the relevant
general ledger against balances on the asset registers.

The carrying value of each asset shall be assessed and impaired or revalued to current values
in accordance with the Trust’'s Accounting Policies and relevant accounting standards.

The value of each asset shall be depreciated using methods and rates as specified in the
Trust’'s Accounting Policies and relevant accounting standards.

Security of Assets

The overall control of assets is the responsibility of the Chief Executive.

Asset control procedures (including tangible and intangible assets, cash, cheques and
negotiable instruments, and also including donated assets) must be approved by the Chief
Financial Officer. This procedure shall make provision for:

(a) Recording managerial responsibility for each asset

(b) Identification of additions and disposals

(c) Identification of all repairs and maintenance expenses

(d) Physical security of assets

(e) Verification of the existence of, condition of, and title to, assets recorded

(f) Identification and reporting of all costs associated with the retention of an asset

(g) Reporting, recording and safekeeping of cash, cheques, and negotiable instruments

All discrepancies revealed by verification of physical assets to the asset register shall be notified

to the Chief Financial Officer. Where instances of theft or fraud are suspected, a report will be
made to the Local Security Management Specialist or the Local Counter Fraud Specialist, as

applicable.

Whilst each employee and officer has a responsibility for the security of property of the Trust, it
is the responsibility of Trust Board members and senior employees in all disciplines to apply
such appropriate routine security practices as may be determined by the Trust Board. Any
breach of agreed security practices must be reported in accordance with agreed procedures.

Any damage to the Trust’'s premises, vehicles and equipment, or any loss of equipment, stores
or supplies must be reported by employees and officers in accordance with the policy for
reporting losses.

Where practical, assets should be marked as Trust property.

All budget and department managers are responsible for confirming the accuracy of the asset
register of all assets of the Trust within their area of responsibility.
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STORES AND RECEIPT OF GOODS
General position

Stores, defined in terms of controlled stores and departmental stores (for immediate use) should
be:

(a) Kept to a minimum

(b) Subjected to minimum annual stock take

(c) Valued at the lower of cost and net realisable value

Control of stores, stocktaking, condemnations and disposal

Subject to the responsibility of the Chief Financial Officer for the systems of control, overall
responsibility for the control of stores shall be delegated to an employee by the Chief Executive.
The day-to-day responsibility may be delegated by him/her to departmental employees and
stores managers/keepers, subject to such delegation being entered in a record available to the
Chief Financial Officer. The control of any Pharmaceutical stocks shall be the responsibility of
thea desighated—Pharmaceutical-OfficerClinical Director of Pharmacy, the control of theatre
stocks shall be the responsibility of the designated theatres manager and the control of any fuel,
oil and coal of a designated estates manager.

The responsibility for security arrangements and the custody of keys for any stores and
locations shall be clearly defined in writing by the designated manager/Pharmaceutical
OfficerClinical Director of Pharmacy. Wherever practicable, stocks should be marked as NHS
property.

The Chief Financial Officer shall set out procedures and systems to regulate the stores
including records for receipt of goods, issues, and returns to stores, and losses.

Stocktaking arrangements shall be agreed with the Chief Financial Officer and there shall be a
physical check covering all items in store at least once a year

Where a complete system of stores control is not justified, alternative arrangements shall
require the approval of the Chief Financial Officer.

The designated Manager shall be responsible for a system approved by the Chief Financial
Officer for a review of slow moving and obsolete items and for condemnation, disposal, and
replacement of all unserviceable articles. The designated Officer shall report to the Chief
Financial Officer any evidence of significant overstocking and of any negligence or malpractice.
Procedures for the disposal of obsolete stock shall follow the procedures set out for disposal of
all surplus and obsolete goods.

Goods supplied by NHS Supply Chain

For goods supplied via the NHS Supply Chain central warehouses, the Chief Executive shall
identify those authorised to requisition and accept goods from the store. The authorised person
shall check receipt against the delivery note before forwarding this to the Chief Financial Officer
who shall satisfy himself that the goods have been received before accepting the recharge.

Consignment stock

Consignment stocks are those items that remain the property of the supplier until used, but
remain on the Trust’s site for practical reasons.
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14.4.2 Any consignment stock held must have been approved in accordance with the delegation of
authority and must be kept to an agreed minimum level. Consignment stock must not be
included in the Trust’s stock value but separate records must be kept

14.4.3 It is the responsibility of the authorised senior manager / Associate—DirecterDirector of
Operations to ensure that SFI 14.4 is followed.

14.4.4 Any documentation that sets out the terms and conditions of the consignment stock

arrangements must be approved by the Trust's Integrated Supplies and Procurement
Department.
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DISPOSALS AND CONDEMNATIONS, LOSSES AND SPECIAL PAYMENTS
Disposals and Condemnations

The Chief Financial Officer must prepare detailed procedures for the disposal of assets
including condemnations, and ensure that these are notified to managers.

When it is decided to dispose of a Trust asset, the Budget Manager or authorised deputy will
determine and advise the Chief Financial Officer of the estimated market value of the item,
taking account of professional advice from the Integrated Supplies and Procurement
department where appropriate.

All unserviceable articles shall be:

(a) Condemned or otherwise disposed of by an employee authorised for that purpose by the
Chief Financial Officer

(b) Recorded by the Condemning Officer (Budget Manager) in a form approved by the Chief
Financial Officer which will indicate whether the articles are to be converted, destroyed or
otherwise disposed of. All entries shall be confirmed by the countersignature of a second
employee authorised for the purpose by the Chief Financial Officer. For any tangible and
intangible asset disposals this should be accompanied by a completed asset disposal form.

The Condemning Officer (Budget Manager) shall satisfy himself as to whether or not there is
evidence of negligence in use and shall report any such evidence to the Chief Financial Officer
who will take the appropriate action.

A business case will need to be submitted to NHSHE where disposal proceeds are above the
Trust’s delegated limits. The business case will need to make the case for both the disposal and
the retention of proceeds. The Trust will retain and reinvest the proceeds subject to business
case approval by NHSHE. As a minimum the disposal and retention business case will need to
give indication of what the retained receipts will be used for example reinvested in healthcare
buildings/infrastructure. The authorisation limits applicable to capital disposals are in line with
those for capital investment as detailed in SFI 13.5.

Losses and Special Payments

The Chief Financial Officer must prepare procedural instructions on the recording of and
accounting for losses and special payments.

Any employee or officer discovering or suspecting a loss of any kind must either immediately
inform their head of department who must immediately inform the Chief Executive and the Chief
Financial Officer or inform an officer charged with responsibility for responding to concerns
involving loss. This officer will then appropriately inform the Chief Financial Officer and/or the
Chief Executive.

If any level of theft or criminal damage is suspected the Chief Financial Officer must
immediately inform the police and Security Management Director

For losses or special payments caused or apparently caused by theft, fraud (see SFI 2),
criminal damage (including arson), and neglect of duty or gross carelessness (except if trivial
/immaterial) the Chief Financial Officer must immediately notify the Trust Board and the External
Auditor.
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15.2.5 In all cases of alleged fraud, bribery or corruption the Local Counter Fraud Specialist must be
notified, as well as the NHS—CounterNHS Counter Fraud Authority must-be—informed—in
accordance with the Secretary of State directions.

15.2.6  Within limits delegated to it by the Department of Health and Social Care, the Trust Board shall
approve the writing-off of losses and special payments.

15.2.7 The Chief Financial Officer shall be authorised to take any necessary steps to safeguard the
Trust’s interests in bankruptcies and company liquidations.

15.2.8 For any loss, the Chief Financial Officer should consider whether any insurance claim can be
made against insurers.

15.2.9 The Chief Financial Officer shall maintain a Losses and Special Payments Register and the
Audit Committee may at any time request to see this register.

15.2.10 All losses and special payments must be reported to the Audit Committee at every meeting.

15.2.11 The Scheme of Delegation details the financial limits in respect of losses and special payments.
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INFORMATION TECHNOLOGY (IT)

Responsibilities and duties of the Director of IM&TDigital Transformation

The Director of IM&TDigital Transformation, who is responsible for the security of the
computerised financial data of the Trust, shall:

(a) Devise and implement any necessary procedures to ensure adequate (reasonable)
protection of the Trust’'s data, programs and computer hardware for which they arehe/she
is responsible from accidental or intentional disclosure to unauthorised persons, deletion or
modification, theft or damage, having due regard for the Data Protection Act 49982018

(b) Ensure the safe environment of the system, its security, privacy, data back-ups and
protection against viruses,

(c) Ensure that adequate controls exist such that the computer operation is separated from
development, maintenance and amendment

(d) Ensure that an adequate management (audit) trail exists through the computerised system
and that such computer audit reviews as the Director may consider necessary are being
carried out

The Chief Financial Officer shall need to ensure that new financial systems and amendments to
current financial systems are developed in a controlled manner and thoroughly tested prior to
implementation following Information Technology Infrastructure Library (ITIL) procedures.
Information and guidance on these procedures can be obtained from the ICT Service Delivery
Manager. Where this is undertaken by another organisation, Trust ITIL procedures must be
followed by them prior to implementation and assurances of adequacy obtained.

The Clinical-Governance,-Audit-and-Risk-DepartmentData Security and Protection team shall

publish and maintain a Freedom of Information (FOI) Publication Scheme, or adopt a model
Publication Scheme approved by the information Commissioner. A Publication Scheme is
a complete guide to the information routinely published by a public authority. It describes the
classes or types of information about our Trust that we make publicly available.

Responsibilities and duties of other Directors and Officers in relation to computer
systems of a general application

The Director of IM&TDigital Transformation manages the Information Technology (IT) function.

16.2.2. In the case of computer systems which are proposed General Applications (i.e. normally

16.2.3

16.3

16.3.1

those applications which the majority of Trust's in the region wish to sponsor jointly) all
responsible Directors and employees will send to the Chief Financial Officer:

(a) Details of the outline design of the system

(b) In the case of packages acquired either from a commercial organisation, from the NHS or
from another public sector organisation, the operational requirement

The Director of Digital IM&TF-shaliTransformation shall ensure that all computer software held by
the Trust is properly licensed and operated in accordance with the terms of the license.

Contracts for Computer Services with other healthcare bodies or outside agencies

The Director of Digital IM&T—shalTransformation shall ensure that contracts for computer
services for financial applications with another health organisation or any other agency shall
clearly define the responsibility of all parties for the security, privacy, accuracy, completeness,
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and timeliness of data during processing, transmission and storage. The contract should also
ensure rights of access for audit purposes.

16.3.2 Where another health organisation or any other agency provides a computer service for
financial applications, the Chief Financial Officer shall periodically seek assurances that
adequate controls are in operation.

16.4 Risk Assessment

16.4.1. The Director of Digital IM&F-shaliTransformation shall ensure that risks to the Trust arising from
the use of IT systems are effectively identified and considered and appropriate action taken to
mitigate or control risk. This shall include the preparation and testing of appropriate disaster
recovery plans.

16.5 Requirements for computer systems which have an impact on corporate financial
systems

16.5.1 Where computer systems have an impact on corporate financial systems the Chief Financial
Officer shall need to be satisfied that:

(a) Systems acquisition, development and maintenance are in line with corporate policies such
as an Information Technology Strategy

(b) Data produced for use with financial systems is adequate, accurate, complete and timely,
and that a management (audit) trail exists

(c) Finance staff have access to such data
(d) Such computer audit reviews, as are considered necessary, are being carried out

16.5.2 Any changes to such systems must be notified to and approved by the Chief Financial Officer.
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PATIENTS' PROPERTY

The Trust has a responsibility to provide safe custody for money and other personal property
(hereafter referred to as "property") handed in by patients, in the possession of unconscious or
confused patients, or found in the possession of patients dying in hospital or dead on arrival.

The Chief Executive is responsible for ensuring that patients or their guardians, as appropriate,
are informed before or at admission by:

(a) Notices and information booklets (notices are subject to sensitivity guidance)
(b) Hospital admission documentation and property records

(c) The oral advice of administrative and nursing staff responsible for admissions
(d) Trust website

The Trust will not accept responsibility or liability for patients' property brought into Trust
premises, unless it is handed in for safe custody and a copy of an official patients' property
record is obtained as a receipt.

The Chief Financial Officer must provide detailed written instructions on the collection, custody,
investment, recording, safekeeping and disposal of patients' property (including instructions on
the disposal of the property of deceased patients and of patients transferred to other premises)
for all staff whose duty is to administer, in any way, the property of patients. Due care should
be exercised in the management of a patient's money in order to maximise the benefits to the
patient.

Property handed over for safe custody shall be placed into the care of the Chief Financial
Officer, or theirhis nominee, except where there are no administrative staff present, in which
case the property shall be placed into the care of the most senior member of the nursing staff
on duty. A member of staff receiving patients’ property handed over to him/her by other staff
shall sign for its receipt.

Where Department of Health and Social Care instructions require the opening of separate
accounts for patients' moneys, these shall be opened and operated under arrangements agreed
by the Chief Financial Officer.

In all cases where property of a deceased patient is of a total value in excess of £5,000 (or such
other amount as may be prescribed by any amendment to the Administration of Estates, Small
Payments, Act 1965), the production of Probate or Letters of Administration shall be required
before any of the property is released. Where the total value of property is £5,000 or less forms
of indemnity shall be obtained.

Staff should be informed, on appointment, by the appropriate departmental or senior manager
of their responsibilities and duties for the administration of the property of patients.

Where patients' property or income is received for specific purposes and held for safekeeping
the property or income shall be used only for that purpose, unless any variation is approved by
the donor or patient in writing.

17.1.10 Patient Property must be managed as set out in Policy - Management of Patient Property (F16)

and as per section 7.4.4 of this policy.
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18. FUNDS HELD ON TRUST (DONATED /CHARITABLE FUNDS)

18.1

18.1.1

18.1.2

18.1.3

18.2

18.2.1.

18.2.2

18.2.3

18.3

18.3.1.

18.3.2

18.4

18.4.1

18.4.2

18.4.3

UHNM Charity

UHNM Charity was set up by the Department of Health and Social Care as the official Charity
for the Trust to receives all voluntary income (donated funds) given in support of UHNM NHS
Trust (its hospitals, divisions and research etc.)

Donated funds include legacies, donations, grants, trading and money from fundraising
activities (including gaming). These may be received from patients, families, members of the
public, community groups, grant making trusts and foundations, and businesses, the donated
funds are held, on trust, in separate charitable funds that meets the wishes of the donor.

As established by the Secretary of State for Health, UHNM Charity is managed by the UHNM
Trust Board as a Corporate Trustee.

Corporate Trustee

SOs outline the Trust’'s responsibilities as a corporate trustee (all voting members of the Trust
Board are defined as Trustees) for the management of funds it holds on trust, along with SFls
that defines the need for compliance with Charities Commission latest guidance and best
practice.

The discharge of the Trust's corporate trustee responsibilities are distinct from its
responsibilities for exchequer funds and may not necessarily be discharged in the same
manner, but there must still be adherence to the overriding general principles of financial
regularity, prudence and propriety. Trustee responsibilities cover both charitable and non-
charitable purposes.

The Chief Financial Officer shall ensure that each trust fund which the Trust is responsible for
managing is managed appropriately with regard to its purpose and to its requirements.

Accountability to Charity Commission and Secretary of State for Health

The trustee responsibilities must be discharged separately and full recognition given to the
Trust’s dual accountabilities to the Charity Commission for charitable funds held on trust and to
the Secretary of State for all funds held on trust.

The Schedule of Matters Reserved to the Board and the Scheme of Delegation make clear
where decisions regarding the exercise of discretion regarding the disposal and use of the funds
are to be taken and by whom. All Trust Board members and Trust officers must take account of
that guidance before taking action.

Applicability of Standing Financial Instructions to funds held on Trust

In so far as it is possible to do so, most of the sections of these Standing Financial Instructions
will apply to the management of funds held on trust.

The over-riding principle is that the integrity of each Trust must be maintained and statutory and
Trust obligations met. Materiality must be assessed separately from Exchequer activities and
funds.

The Trust Board, through delegation to a Sub-Committee, shall approve and monitor spend
against an annual budget for the charitable fund.
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18.4.4 A schedule of the balances of all general and specific funds will be regularly maintained and
periodically published to all appropriate responsible officers. Details of any current proposals
for deployment of fund balances will be included in the schedule.

18.4.5 The Charity’s audited annual reports and accounts, and any report of the auditor on them, must
be presented to the Trust Board in its capacity as the Corporate Trustee for approval.

18.4.6 The Chief Executive will, in respect of each separate specific fund, nominate an appropriate
Director, Consultant or Manager to exercise first level authorisation up to the prescribed limit.
For expenditure above this level the authorisation of appropriate managers, Executive Directors,
Chief Financial Officer or Chief Executive will be required. The limits for authorisation are
specified within the Scheme of Delegation.

18.4.7 Further details regarding donated funds held on trust, including the responsibility staff have
when receiving a donation, are detailed in policy FO8-UHNM Charity Policy (F06).
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19 HOSPITALITY AND GIFTS (RECEIVING)

19.1 General

19.1.1 The Chief Financial Officer shall ensure that all staff are made aware of the Trust policy on
acceptance of gifts and other benefits in kind by staff, as set out in Policy on Standards of

Business Conduct (G16). This policy is deemed to be an integral part of these SFls and should
be referred to in conjunction with these SFls.
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RETENTION OF DOCUMENTS

All NHS records are public records under the terms of the Public Records Act 1958 Sections 3

(1) = (2).

The Trust has a duty under the Public Records Act along with the Records Management Code
of Practice for Health and Social Care 202146 to ensure the safekeeping and eventual disposal
of all types of document. The requirements of all staff members are set out in the Trust’'s Data
Protection Security and Confidentiality Policy (1G46DSP10) and Information Lifecycle and
Records Management (Corporate Records) Policy (DSP16)Cerporate—Records—Management
Poliey{G11)—These policies are deemed to be an integral part of these SFls and should be
referred to in conjunction with these SFls

The Chief Executive shall be responsible for maintaining archives for all records required to be
retained in accordance with Department of Health and Social Care guidelines.

The records held in archives shall be capable of retrieval by authorised persons.
Records held in accordance with latest Department of Health and Social Care guidance shall
only be destroyed at the express instigation of the Chief Executive. Detail shall be maintained of

records so destroyed.

Where records are required to be stored off-site the Trust will use approved suppliers. Detail
available from the Data, Security and Protection Infermation-Governance-Team.
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RISK MANAGEMENT AND INSURANCE

Risk Management Policy

The Chief Executive shall ensure that the Trust has a Risk Management Policy that meets legal,
regulatory and best practice standards, which must be approved and monitored by the Trust

Board.

The Trust’s Risk Management Policy (RM01) is deemed to be an integral part of these SFls and
should be referred to in conjunction with these SFls

Compliance with the Risk Management Policy (RM01) supports the Trust's Annual Governance
Statement included within the Annual Report and Accounts.

21.2 Insurance: Risk Pooling Schemes administered by NHSLA

21.21

The Trust Board shall decide if the Trust will insure through the risk pooling schemes
administered by the NHS Litigation Authority or self-insure for some or all of the risks covered
by the risk pooling schemes. If the Trust Board decides not to use the risk pooling schemes for
any of the risk areas (clinical, property and employers/third party liability) covered by the
scheme this decision shall be reviewed annually.

21.3 Insurance Arrangements with Commercial Insurers

21.3.1 There is a general prohibition on entering into insurance arrangements with commercial insurers.

There are, however, three exceptions when Trust’s may enter into insurance arrangements with
commercial insurers. The exceptions are:

(a) Trust’'s may enter into commercial arrangements for insuring motor vehicles owned by the Trust

including insuring third party liability arising from their use

(b) where the Trust is involved with a consortium in a Private Finance Initiative contract and the

other consortium members require that commercial insurance arrangements are entered into

(c) Where income generation activities take place. Income generation activities should normally be

insured against all risks using commercial insurance. If the income generation activity is also an
activity normally carried out by the Trust for a NHS purpose the activity may be covered in the
risk pool. Confirmation of coverage in the risk pool must be obtained from the Litigation
Authority. In any case of doubt concerning a Trust’s powers to enter into commercial insurance
arrangements the Chief Financial Officer should consult the Department of Health and Social
Care

21.4 Trust Board Procedures for Insurance Cover

21.41

21.4.2

Where the Trust Board decides to use the risk pooling schemes administered by the NHS
Litigation Authority the Chief Financial Officer shall ensure that the arrangements entered into
are appropriate and necessary. The Chief Financial Officer shall ensure that documented
procedures cover these arrangements.

Where the Trust Board decides not to use the risk pooling schemes administered by the NHS
Litigation Authority for one or other of the risks covered by the schemes, the Chief Financial
Officer shall ensure that the Trust Board is informed of the nature and extent of the risks that
are self-insured as a result of this decision. The Chief Financial Officer will draw up formal
documented procedures for the management of any claims arising from third parties and
payments in respect of losses which will not be reimbursed.
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21.4.3 All the risk pooling schemes require Scheme members to make some contribution to the
settlement of claims (the ‘deductible’). The Chief Financial Officer should ensure documented
procedures also cover the management of claims and payments below the deductible limit in
each case.
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Statement on Trusft Policies fo be included in all policies

Staff Side and Trade Unions

The University Hospitals of North Midlands NHS Trust is committed to ensuring that, as far as is reasonably
practicable, the way in which we provide services to the public and the way in which we treat our staff reflects
their individual needs and does not discriminate against individuals or groups on any grounds.

Equality and Diversity
The University Hospitals of North Midlands aims to promote equality and diversity and value the benefits this
brings. It is our aim to ensure that all staff feel valued and have a fair and equitable quality of working life.

Equality Impact Assessment

The organisation aims to design and implement services, policies and measures that meet the diverse needs
of our service, population and workforce, ensuring that none are placed at a disadvantage over others. The
Equality Impact Assessment tool is designed to help you consider the needs and assess the impact of your
policy.

Information Governance

Any Trust policy which impacts on or involves the use and disclosure of personal information (patient or
employee) must make reference to and ensure that the content of the policy is comparable with the relevant
statutory or legal requirement and ethical standards

Data Protection Bill, General Data Protection Regulations (GDPR) and the NHS Code of Confidentiality
GDPR replaces the EU Data Protection Directive of 1995 and supersedes the law of member states that were
developed in compliance with the Data Protection Directive 95/45/EC. Its purpose is to protect the “right and
freedom” of natural persons (i.e. livening individuals) and to ensure that personal data is not processed
without their knowledge, and, wherever possible, that it is processed with their consent.

Processing includes holding, obtaining, recording, using and disclosing of information and applies to all forms
of media, including paper and images. It applies to confidential patient information but is far wider in its
scope, e.g. it also covers personal records

Whiles GDPR applies to both patient and employee information, the Confidentiality Code of Practice (COP)
applies only to patient information. The COP incorporates the requirements of GDPR and other relevant
legislations together with the recommendations of the Caldicott report and medical ethics considerations, in
some cases extending statutory requirements and provides detailed specific guidance.

Freedom of Information Act 2000

The Freedom of Information Act 2000 (FOIA) is an Act which makes legal provision and creates a legal
gateway and timetable for the disclosure, to the public, of the majority of corporate information held (but not
necessarily created) by this Trust. The Trust has a legal responsibility to proactively provide a large amount of
information to the public and to pro-actively respond to specific requests for information. Information will not
be disclosed when the Trust can claim legal exemption. Any non-disclosure must be conveyed in writing;
quoting the relevant exemption together with signposting to internal and external methods of compliant.
Locally, guidance on the DPA, FOIA and COP can be obtained from the Information Governance Manager or
the Caldicott Guardian.

Mental Capacity Act

Any Trust policy which may affect a person who may lack capacity should comply with the requirements of the
Mental Capacity Act 2005 (MCA)
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The MCA and its associated Code of Practice provides the framework for making decisions on behalf of
individuals who lack the mental capacity to do these acts or make these decisions for themselves. Everyone
working with and/or caring for adults who lack capacity, whether they are dealing with everyday matters or
life-changing events in the lives of people who lack capacity must comply with the Act.

In a day to day context mental capacity includes making decisions or taking actions affecting daily life — when
to get up, what to wear, what to eat etc. In a legal context it refers to a person’s ability to do something,
including making a decision, which may have legal consequences for the person lacking capacity, or for other
people.

The Code provides guidance to all those working with and/or caring for adults who lack capacity, including
family members, professionals and carers. It describes their responsibilities when acting or making decisions
with, or on behalf of, individuals who lack the capacity to do this for themselves. In particular, it focuses on
those who will have a duty of care to a person lacking capacity and explains how the legal rules set out in the
Act will work in practice.

The Health Act: Code of Practice for the Prevention and Control of Health Care Associated Infections
The purpose of the Code is to help NHS bodies plan and implement how they can prevent and control HCAI.
It sets out criteria by which managers of NHS organisations are to ensure that patients are cared for in a
clean, safe environment, where the risk of HCAI is kept as low as possible. Failure to observe the Code may
either result in an Improvement Notice being issued by the Care Quality Commission, or in the Trust being
reported for significant failings and placed on ‘Special Measures’.

The Code relates to healthcare provided by all NHS bodies. Each NHS body is expected to have systems in
place sufficient to comply with the relevant provisions of the Code, so as to minimise the risk of HCAI to
patients, staff and visitors.

The Trust Board must have an agreement outlining its collective responsibility for minimising the risks of
infection and the general means by which it prevents and controls such risks.

Effective prevention and control of HCAI must be embedded into everyday practice and applied consistently
by all staff.

Human Rights

The Trust is committed to the principles contained in the Human Rights Act. We aim to ensure that our
employment policies protect the rights and interests of our staff and ensure that they are treated in a fair,
dignified and equitable way when employed at the Trust.

Sustainable Development

The University Hospitals of North Midlands NHS Trust (UHNM) is committed to demonstrating leadership in
sustainability and has a Trust Board approved Sustainable Development Management Plan (SDMP): Our
2020 Vision: Our Sustainable Future which sets out the route to developing a world-class healthcare system
that is financially, socially and environmentally sustainable.

There are three ‘Key Priorities’ to aim for by 2020. With the help of employees, key partners and other
stakeholders the trust will embed opportunities to:

1. Reduce our environmental impact, associated carbon emissions and benefit from a healthier environment;
Improve the resilience of our services and built environment as a result of severe environmental and
climatic changes;

3. Embed sustainable models of care and support our local community to be well-connected, healthy,
resilient, independent and managing their lives in a positive way.

The SWITCH campaign is designed to achieve these priorities. It is relevant to all departments and all
members of staff. The focus is on using resources sustainably in order to provide better patient care, improve
health and our working environment.

F02 Scheme of Reservation and Delegation of Powers Policy for the Standing Financial Instructions
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INTRODUCTION

Standing Order (SO) 4 “Arrangements for the exercise of Trust functions by
delegation” states that subject to such directions as may be given by the Secretary of
State, the Trust Board may make arrangements for the exercise, on behalf of the
Trust Board, of any of its functions by a Committee, Sub-Committee appointed by
virtue of SO 4, or by an officer of the Trust, or by another body as defined in SO
4.1.2, in each case subject to such restrictions and conditions as the Trust thinks fit.

The purpose of this policy is to set out the powers reserved by the Trust Board, while
at the same time delegating to the appropriate level the detailed application of Trust
policies and procedures. The Trust Board remains accountable for all of its functions;
even those delegated to the Chairman, individual directors or officers and therefore,
expect to receive information about the exercise of delegated functions to enable it to
maintain a monitoring role.

STATEMENT

To provide details of the powers reserved by the Trust Board and the powers
delegated to other officers of the Trust.

SCOPE
This policy applies to all areas of the Trust and all individuals employed by the Trust

including contractors, voluntary workers, students, locum and agency staff and those
holding honorary contracts.

DEFINITIONS

Detailed below is a list of terms used in this document and a definition of their
meaning.

Term Definition

Budget Resource, expressed in financial terms, proposed by the
Trust for the purpose of carrying out, for a specific period,
any or all of the functions of the Trust. The budget should,
wherever possible, also be supported by budgets relating to
workforce and workload.

Budget Employee with delegated authority from a Budget Manager
Administrator (to a limit of £5,000 inclusive of VAT) to manage finances
(income and expenditure) for a specific cost centre or group
of cost centres

Budget Manager Employee with delegated authority from a Budget Holder (to
a limit of £25,000 inclusive of VAT) to manage finances
(income and expenditure) for a specific cost centre or group
of cost centres

Budget Holder Director or employee with delegated authority to manage

finances (Income and expenditure to a limit of £50,000) for a
Departmental Director or Employee at Band 8a or above responsible for
Manager authorisation in line with Human-ResourcesPeople

Directorate policies
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Term Definition
specific area of the organisation
Chairman The person appointed to lead the Trust Board and to ensure

that it successfully discharges its overall responsibility for
the Trust as a whole

Chief Executive Chief officer of the Trust

Chief Chief Financial Officer of the Trust

Financial
Officer
Director of Finance | Financial Director for the Trust with powers delegated from
the Chief Financial Officer

He/lshe-or-his/her Where-this-term-appears-this-term-is-to-be-taken-as-referring
to-the-post-holder-and-is-interchangeable-as-the-gender-of

that-post-holder-changes
Scheme of Document which sets out the powers reserved by the Trust
Reservation and Board, while at the same time delegating to the appropriate
Delegation of level the detailed application of Trust policies and
Powers. Policy procedures. . Referred to as ‘the Scheme of Delegation’
number F02 within this document.

Standing Financial | Document detailing the financial responsibilities, policies
Instructions (SFls). | and procedures adopted by the Trust. . Referred to as ‘the
Policy number FO1 | SFIs’ within this document.

Standing Orders. Document which sets out the regulation of the Trust
Policy number G19 | proceedings and business. Referred to as the SOs in this
document.
Trust University Hospital of North Midlands NHS Trust
Trust Board Board of the Trust
Table 1

Wherever the title Chief Executive, Chief Financial Officer or other nominated officer
is used in this Scheme of Reservation and Delegation of Powers, it shall be deemed
to include such other Director or employees who have been duly authorised to
represent them.

Wherever the term “employee” and the context permits, it shall be deemed to include
employees of third parties contracted to the Trust when acting on behalf of the Trust.

ROLES AND RESPONSIBILITIES
Role of Chief Executive

All powers of the Trust which have not been retained as reserved by the Trust Board
or delegated to an Executive Committee or Sub-Committee shall be exercised on
behalf of the Trust Board by the Chief Executive. The Chief Executive shall prepare a
Scheme of Delegation identifying which functions they shall perform personally and
which functions have been delegated to other Directors and Officers.

All powers delegated by the Chief Executive can be reassumed by him/her should
the need arise. As Accounting Officer the Chief Executive is accountable for the
funds entrusted to the Trust.
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5.2 Role of all Directors and Officers

5.2.1 Powers are delegated to Directors and Officers on the understanding that they would
not exercise delegated powers in a matter in which their judgment was likely to be
cause for public concern.

5.2.2 This policy shows only the “top level” of delegation within the Trust. The Scheme of
Delegation is to be used in conjunction with the system of budgetary control and
other procedures within the Trust.

5.2.3 In the absence of a Director or Officer to whom powers have been delegated, those
powers shall be exercised by that Director or Officers deputy unless alternative
arrangements have been requested by the Trust Board.

6. EDUCATION/TRAINING AND PLAN OF IMPLEMENTATION

6.1 Training or support on the use of this policy can be obtained from the Assistant
Deputy Director of Finance — Financial Controller_and the Director of Strategic
Finance-

7. MONITORING AND REVIEW ARRANGEMENTS

71 Monitoring Arrangements

7.1.1 In accordance with SOs, the Trust Board shall formally establish a committee of
independent members, as an Audit Committee, with formal Terms of Reference,
which includes ensuring compliance with the Scheme of Reservation and Delegation
of Powers.
As well as ensuring policy compliance through the Trust’s own internal systems and
controls, this policy is also audited as part of the key financial systems and controls
annual audit and any such breaches are reported to audit committee

7.1.2 Failure to comply with this policy will be recorded by the Chief Financial Officer.
Failure to comply with the policy is a disciplinary matter, which may be reported to the
Audit Committee, and could result in dismissal.

7.1.3 All members of the Trust Board and employees have a duty to disclose any non-
compliance with this policy to the Chief Financial Officer as soon as possible.

7.2 Review

7.2.1 This policy will be reviewed two years post ratification, unless changes in national
legislation override this or there has been a specific request to review earlier.

8. REFERENCES

Standing Orders —(G19)
Standing Financial Instructions (-F01)

FO02 Trust Policy for Scheme of Reservation and Delegation of Powers Page 9 of 43



University Hospitals of North Midlands NHS Trust
Trust Policy for Scheme of Reservation and Delegation of Powers

Appendix A - RESERVATION OF POWERS TO THE TRUST BOARD

1.

1.1

1.2

1.2.1

1.3

1.3.1

1.3.2

1.3.3

1.34

1.3.5

1.3.6

1.3.7

1.3.8

1.3.9

1.3.10

1.3.11

1.3.12

1.3.13

1.3.14

1.3.15

GENERAL

The Code of Accountability which has been adopted by the Trust requires the Trust
Board to determine those matters on which decisions are reserved unto itself. These
reserved powers are set outin 1.2 — 1.9 below.

General Enabling Provision

The Trust Board may determine any matter, for which it has delegated or statutory
authority, it wishes in full session within its statutory powers.

Regulation and Control

Approval of Standing Orders (SOs), a schedule of matters reserved to the Trust
Board and Standing Financial Instructions (SFls) for the regulation of its proceedings
and business.

Suspend SOs.

Vary or amend the SOs.

Ratify any urgent decisions taken by the Chairman and Chief Executive in public
session in accordance with SO 4.2.

Approve a scheme of delegation of powers from the Trust Board to Committees.
Require and receive the declaration of Trust Board members’ interests that may
conflict with those of the Trust and determining the extent to which that member may

remain involved with the matter under consideration.

Require and receive the declaration of officers’ interests that may conflict with those
of the Trust.

Disciplining Directors who are in breach of statutory requirements or SOs.
Approve arrangements for dealing with complaints.

Adopt the organisation structures, processes and procedures to facilitate the
discharge of business by the Trust and to agree modifications thereto.

Receive reports from Committees including those that the Trust is required by the
Secretary of State or other regulation to establish and to take appropriate action on.

Confirm the recommendations of the Trust's Committees where the Committees do
not have executive powers.

Approve arrangements relating to the discharge of the Trust’s responsibilities as a
corporate trustee for funds held on trust.

Establish Terms of Reference and reporting arrangements of all Committees and
Sub-Committees that are established by the Board.

Approve arrangements relating to the discharge of the Trust’s responsibilities as a
bailer for patients’ property.
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1.3.16 Authorise use of the seal.

1.3.17 Ratify or otherwise instances of failure to comply with SOs brought to the Chief
Executive’s attention in accordance with SO 4.6.

1.3.18 Approval of disciplinary procedure for Directors and Officers of the Trust.
1.4 Appointments and dismissals

1.4.1 Appoint and dismiss Committees (and individual members) that are directly
accountable to the Trust Board.

1.4.2 Appoint the Vice Chairman of the Board.
1.4.3 Appoint, appraise, discipline and dismiss Executive Directors.

1.4.4 Confirm appointment of Members of any Committee of the Trust as representatives
on outside bodies.

1.4.5 Appoint, appraise, discipline and dismiss the Associate Director of Corporate Governance.
1.4.6 Approve proposals from the Remuneration and Nominations Committee regarding
directors and senior employees and those of the Chief Executive for staff not covered
by the Remuneration and Nominations Committee.
1.5 Policy determination
1.5.1 The approval of management policies including People Directorate Human

Resources-policies incorporating the arrangements for the appointment, removal and
remuneration of staff.

1.6 Strategy and Business Plans and Budgets

1.6.1 Define the strategic aims and objectives of the Trust.

1.6.2 Approve proposals for ensuring quality and developing clinical governance in
services provided by the Trust, having regard to any guidance issued by the
Secretary of State.

1.6.3 Approve and monitor the Trust’s policies and procedures for the management ofrisk.

1.6.4 Approve the Capital Programme.

1.6.5 Approve annually plans in respect of health investment & services provision and the
application of available financial resources.

1.6.6 Approve annually Trust’s proposed organisational development proposals.
1.6.7 Ratify proposals for acquisitions and disposals.

1.6.8 Approve PFI proposals for new PFI schemes.

1.6.9 Approve proposals on individual contracts (other than NHS contracts) of a capital or
revenue nature as per scheme of delegation approved limits.
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1.6.10 Approve proposals for action on litigation against or on behalf of the Trust.

1.6.11

1.7

1.7.1

1.7.2

1.7.3

1.7.4

1.8

1.8.1

1.8.2

1.8.3

1.8.4

1.9

1.9.1

1.9.2

1.9.3

1.94

Review use of NHS Litigation Authority (NHSLA) risk pooling schemes
(LPST/CNST/RPST).

Direct Operational Decisions

Acquisition, disposal or change of use of land and/or buildings.

The introduction or discontinuance of any significant activity or operation. An activity
or operation shall be regarded as significant if it has a gross (i.e. including VAT)
annual income or expenditure (that is before any set off) of £500,000.

Approval of individual compensation payments over £25,000.

Agree action on litigation against or on behalf of the Trust.

Financial and Performance Reporting Arrangements

Continuous appraisal of the affairs of the Trust by means of the receipt of reports as it
sees fit from Directors, Committees and officers of the Trust as set out in
management policy statements. All monitoring returns required by NHS Improvement
and the Charity Commission shall be reported, at least in summary, to the Trust
Board.

Approve the opening and closing of bank accounts.

Receipt and approval of a schedule of NHS contracts signed in accordance with
arrangements approved by the Chief Executive.

Receipt and approval of the Trust’s Annual Report including the annual accounts.
Audit Arrangements

Receipt of the annual management letter received from the external auditor and
agreement of action on the recommendations, where appropriate, of the Audit

Committee.

Receipt of the annual report received from the internal auditor and agreement of
action on the recommendations, where appropriate, of the Audit Committee.

Ratify the approval of the appointment or dismissal of the external auditor.

Approval of external auditor’'s arrangements for the separate audit of funds held on
Trust.
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Appendix B - RESERVATION OF POWERS TO THE COMMITTEES OF THE TRUST
BOARD

1.

1.1

2.1

2.2

3.1

Delegation to Committees

The Trust Board may determine that certain powers shall be exercised by Standing
Committees. The composition and Terms of Reference of such committees shall be
that determined by the Trust Board from time to time taking into account where
necessary the requirements of Department of Health and Social Care, NHS
Improvement and/or the Charity Commission. The Trust Board shall determine the
reporting requirements in respect of these committees. In accordance with SO 4.3
committees may not delegate executive powers to their sub groups unless expressly
authorised by the Trust Board.

Audit Committee

The Audit Committee will support the Trust Board in their responsibilities for issues of
risk control and governance by reviewing the comprehensiveness of assurances in
meeting the Trust Board and Accounting Officer's assurance needs and review the
reliability and integrity of these assurances.

The Committee will advise the Trust Board and Accounting Officer on:

(a) The strategic processes for risk, control and governance and the Annual
Governance Statement

(b) The accounting policies, the accounts, and the annual report of the
organisation, including the process for review of the accounts prior to
submission for audit, levels of error identified, and management’s letter of
representation to the external auditors

(c) The planned activity and results of both internal and external audit including
Counter Fraud arrangements

(d) Adequacy of management response to issues identified by audit activity,
including external audit’s management letter

(e) Assurances relating to the corporate governance requirements for the
organisation

() (Where appropriate) proposals for tendering for either internal or external
audit services, or for purchase of non-audit services from contractors who
provide audit services

(9) Anti-fraud policies, whistle-blowing processes, and arrangements for special
investigations

Nominations and Remuneration Committee

The Committee will:

(a) Advise the Trust Board about appropriate remuneration and terms of service
for the Executive Directors (i.e.: Trust Board voting and no-voting members),

the Chief Executive and posts assigned to the Very Senior Manager
framework. .This will include:
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(i)  All aspects of salary (including any performance-related
elements/bonuses)

(i)  Provisions for other benefits, including pensions and cars

(i)  Arrangements for termination of employment and other
contractual terms

(b) Monitor and evaluate the performance of individual Directors (with the advice
of the Chief Executive)

(c) Advise on and oversee appropriate contractual arrangements for Executive
Directors, and when required, consider issues relating to remuneration, terms
of service and performance issues for senior management staff

The Committee Chairman shall make recommendations to the Trust Board regarding
the Composition of the Trust Board to ensure there are robust processes in place to
review the role and performance of Non-Executive Directors and the Chairman, and
to advise the Chairman regarding the filling of Non-Executive Vacancies.

The Committee is also responsible for reviewing and advising the Trust Board on the
appointment process for Non-Executive Directors.

Quality Governance Committee

The Quality Governance Committee will assure the Trust Board of the organisation’s
performance against quality and research objectives. This assurance is secured
through the Assurance Framework, the Corporate Risk Register and the audit plans,
which focus on the quality and research objectives of the Trust.

The primary duties of the Committee are:
(a) To provide assurance to the Trust Board, of the level, adequacy and
maintenance of integrated governance, risk management and internal control

across quality and research governance activities

(b) In respect of this Committee, quality is defined as made up of three elements;
patient safety, clinical best practice and patient experience.

Matters specifically related to maternity and neonates will be considered on a
quarterly basis via a separate Maternity Quality Governance Committee meeting

Performance and Finance Committee

The Performance and Finance Committee will oversee all aspects of the Trust's
financial, workforce and performance management arrangements, and provide robust
assurance in these areas to the Trust Board. The Trust Board will continue to have
primary responsibility for the financial, organisational development and business
performance of the Trust and all Trust Board Directors will continue to be
accountable in this respect.

The Committee will:
(a) Consider financial, operational and workforce strategies, prior to submission

to the Trust Board for approval
(b) Approve business cases in accordance with delegated authority from the
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Trust Board

(c) Review progress against the delivery of business plans

(d) Oversee financial, operational and workforce related strategic risks, and their
mitigation plans, through the Board Assurance Framework on a quarterly
basis

(e) Escalation of matters to Trust Board as agreed by the Committee

6. Transformation and People Committee

6.1 The Committee will assure the Trust Board in—relation-that strateqic transformation

6.2

b)(@) Approve new Workforce / Organisational Development projects and practices
and monitor progress and effectiveness of these, paying particular attention to

the impact on patient experience, quality, efficiency, equality and diversity and
workforce

{e)(b) Approve the development implementation and evaluation of Leadership and
Management Development, Talent Management & Succession Planning,
Wellbeing Plans and Apprenticeship and Widening participation activity.

(c) Approve mandated workforce reporting returns including workforce equality,
revalidation and Safe Staffing reports

(d) Ensure direction and priorities for internal and external system wide
transformation, including partnership working, aligns with both the Trust's
overall strateqgy and future developments and with the developing Integrated
Care System Strategy

7. Frustee-Charity Committee
71 The Committee will:
(a) Be responsible for all aspects of the management of the investment of funds
held in the Trust (i.e. Charitable Funds) and for the effective utilisation of
those funds

(b) Ensure Charities Commission requirements are fulfilled

(c) Provide assurance to the Trust-BeoardCorporate Trustee that systems have

been established to manage the funds ensuring that the identification,
assessment and management of risk is linked to the achievement of the
charity’s operational objectives.
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Appendix C - SCHEME OF DELEGATION

1. General

1.1.1 The Scheme of Delegation has been designed to be a comprehensive response to
the range of delegated matters identified in nationally promulgated guidance to the
NHS and in the Trust’'s own SFls and SOs.

1.1.2 Delegated matters in respect of decisions which may have a far reaching effect must
be reported to the Chief Executive. The delegation shown below is the lowest level to
which authority is delegated. Delegation to lower levels is only permitted within the
written approval of the Chief Executive who will, before authorising such delegation,
consult with other Senior Officers as appropriate.

1.1.3 Certain matters needing to be covered in the Scheme of Delegation are not covered
by SFlIs or SOs or they do not specify the responsible officer. These are included in
the Detailed Scheme of Delegation (section 5).

1.1.4 This Scheme of Delegation covers only matters delegated by the Trust Board to
Directors and certain other specific matters referred to in SFls. Each Director is
responsible for the delegation within his/hertheir directorate. He/she—They must
produce a scheme of delegation for matters within his/hertheir directorate, which
must receive the written approval of the Chief Executive. In particular the Scheme of
Delegation should include how the directorate budget and procedures for approval of
expenditure are delegated.

2, Duties delegated as per the Accounting Officer Memorandum

2.1 The Accounting Officer Memorandum is strictly applicable to NHS bodies
accountable to the Secretary of State.

2.2 Chief Executive
2.2.1 Duties delegated:

(a) Accountable through NHS Accounting Officer to Parliament for stewardship of
Trust resources

(b) Sign a statement in the accounts outlining responsibilities as the Accountable
Officer

(c) Ensure effective management systems that safeguard public funds and assist
the Trust Chairman to implement requirements of corporate governance
including ensuring managers:

(i)  Have a clear view of their objectives and the means to assess
achievements in relation to those objectives

(i) Be assigned well defined responsibilities for making best use of
resources

(i) Have the information, training and access to the expert advice
they need to exercise their responsibilities effectively

(d) Achieve value for money from the resources available to the Trust and avoid
waste and extravagance in the organisation's activities
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(e) Follow through the implementation of any recommendations affecting good
practice as set out in reports from such bodies as the External Auditors

() Primary duty to see that Chief Financial Officer discharges this function.

(9) Ensuring that expenditure by the Trust complies with Parliamentary
requirements.

(h) If the Chief Executive considers the Trust Board or Chairman is doing
something that might infringe probity or regularity, he/shethey should set this
out in writing to the Chairman and the Trust Board. If the matter is unresolved,
helshethey should ask the Audit Committee to inquire and if necessary NHS
Improvement (NHSHE) and Department of Health and Social Care

(i If the Board or Chairman is contemplating a course of action that raises an
issue not of formal propriety or regularity but affects the Chief Executive’s
responsibility for value for money, the Chief Executive should draw the
relevant factors to the attention of the Trust Board. If the outcome is that the
Chief Executive is overruled it is normally sufficient to ensure that the Chief
Executive’s advice and the overruling of it are clearly apparent from the
papers. Exceptionally, the Chief Executive should inform NHS Improvement
(NHSHE) and the Department of Health and Social Care. In such cases, and
in those described in paragraph 19 of the Accountable Officer Memorandum,
the Chief Executive should, as a Member of the Trust Board, vote against the
course of action rather than merely abstain from voting.

2.3 Chief Executive and Chief Financial Officer
2.3.1 Duties delegated:

(a) Ensure the accounts of the Trust are prepared under principles and in a
format directed by the Secretary of State. Accounts must disclose a true and
fair view of the Trust’s income and expenditure and its state of affairs

(b) Sign the accounts on behalf of the Trust Board

(c) Chief Executive, supported by Chief Financial Officer, to ensure appropriate
advice is given to the Trust Board on all matters of probity, regularity, prudent
and economical administration, efficiency and effectiveness

24 Chief Financial Officer
2.4.1 Duties delegated:

(a) Operational responsibility for effective and sound financial management and
information

2.5 Chairman and Associate Director of Corporate Governance
2.4.1 Duties delegated:

(a) Implement requirements of Corporate Governance
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3. Duties delegated from the Code of Conduct and Accountability

3.1 The Codes of Conduct and Accountability represent standard good practice within
the NHS and are applicable to the behaviour or Directors and officers of the Trust.

3.2 Trust Board

3.2.1 Duties delegated:

(a)
(b)

(c)

(d)

(e)

Approve procedure for declaration of hospitality and sponsorship

Ensure proper and widely publicised procedures for voicing complaints,
concerns about misadministration, breaches of Code of Conduct, and other
ethical concerns

Chair and non-officer members are responsible for monitoring the executive
management of the organisation and are responsible to the Secretary of State
for the discharge of those responsibilities

The Board has six key functions for which it is held accountable by the
Department of Health and Social Care on behalf of the Secretary of State:

(v)

(vi)

To ensure effective financial stewardship through value for
money, financial control and financial planning and strategy

To ensure that high standards of corporate governance and
personal behaviour are maintained in the conduct of the
business of the whole organisation

To appoint, appraise and remunerate senior executives

To ratify the strategic direction of the organisation within the
overall policies and priorities of the Government and the NHS,
define its annual and longer term objectives and agree plans to
achieve them

To oversee the delivery of planned results by monitoring
performance against objectives and ensuring corrective action
is taken when necessary

To ensure effective dialogue between the organisation and the
local community on its plans and performance and that these
are responsive to the community's needs

It is the Trust Board’s duty to:

(i)
(ii)

(iii)

Act within statutory financial and other constraints

Be clear what decisions and information are appropriate to the
Board and draw up, approve, implement and communicate
SOs, a schedule of decisions reserved to the Board and SFls
to reflect these

Ensure that management arrangements are in place to enable
responsibility to be clearly delegated to senior executives for
the main programmes of action and for performance against
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programmes to be monitored and senior executives held to
account

(iv) Establish performance and quality measures that maintain the
effective use of resources and provide value for money

(V) Specify its requirements in organising and presenting financial
and other information succinctly and efficiently to ensure the
Board can fully undertake its responsibilities

(vi) Establish Audit and Remuneration Committees on the basis of
formally agreed Terms of Reference that set out the
membership of the Sub-Committee, the limit to their powers,
and the arrangements for reporting back to the main Board

(f) NHS Trust Boards must comply with legislation and guidance issued by the
Department of Health and Social Care on behalf of the Secretary of State,
respect agreements entered into by themselves or in on their behalf and
establish terms and conditions of service that are fair to the staff and
represent good value for taxpayers' money

3.3 All Trust Board Members

3.3.1 All Trust Board Members must subscribe to the Code of Conduct and share
corporate responsibility for all decisions of the Trust Board

34 Chairman
3.4.1 ltis the Chairman’s duty to:
(@) Provide leadership to the Trust Board

(b) Enable all Trust Board members to make a full contribution to the Trust
Board's affairs and ensure that the Trust Board acts as ateam

(c) Ensure that key and appropriate issues are discussed by the Trust Board in a
timely manner

(d) Ensure the Trust Board has adequate support and is provided efficiently with
all the necessary data on which to base informed decisions

(e) Lead Non-Executive Trust Board members through a formally-appointed
Remuneration Committee of the main Trust Board on the appointment,
appraisal and remuneration of the Chief Executive and (with the latter) other
Executive Board members

() Appoint Non-Executive Trust Board members to an Audit Committee of the
main Board

(9) Advise the Secretary of State on the performance of Non-Executive Trust
Board members

(h) Chair the Council of Governors Membership-CounciliShadow-Membership-council-

when established

FO02 Trust Policy for Scheme of Reservation and Delegation of Powers Page 20 of 43



University Hospitals of North Midlands NHS Trust
Trust Policy for Scheme of Reservation and Delegation of Powers

3.5 Chief Executive

3.5.1 The Chief Executive is accountable to the Chairman and Non-Executive members of
the Trust Board for ensuring that its decisions are implemented, that the organisation
works effectively, in accordance with Government policy and public service values
and for the maintenance of proper financial stewardship

3.5.2 The Chief Executive should be allowed full scope, within clearly defined delegated
powers, for action in fulfilling the decisions of the Board

3.5.3 The other duties of the Chief Executive as Accountable Officer are laid out in the
Accountable Officer Memorandum

3.6 Non-Executive Directors

3.6.1 Non-Executive Directors are appointed by Appointments Commission to bring
independent judgment to bear on issues of strategy, performance, key appointments
and accountability through the Department of Health and Social Care to Ministers
and to the local community

3.7 Chairman and Directors

3.7.1 ltis the duty of the Chairman and all Directors to declare any conflicts of interest.
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4. Duties delegated from the Trust’s Standing Orders (SOs)

4.1 Detailed below is a summary of the items held within the SFIs which are delegated
and details are provided as to who these matters are delegated to. The below is not
intended to replace the detail included within the SFIs and is to be read alongside the
SFls.

SO Ref. Authority Duties delegated
delegated to
4.1 Chairman Final authority in interpretation of SOs
14 Trust Board Appointment of Vice Chairman/Senior Independent
Director (If either appointed)
2.1 Chairman Call meetings
2.9 Chairman Chair all Trust Board meetings and associated
responsibilities
210 Chairman Give final ruling in questions of order, relevancy and
regularity of meetings
212 Chairman Having a second or casting vote
213 Trust Board Suspension of SOs
2.13 Audit Committee Audit Committee to review every decision to suspend
SOs (power to suspend SOs is reserved to the Trust
Board)
214 Trust Board Variation or amendment of SOs
3.5 Trust Board Formal delegation of powers to Sub-Committees or joint
committees and approval of their constitution and Terms
of Reference. (Constitution and Terms of Reference of
Sub Committees may be approved by the Chief
Executive)
4.2 Chairman & Chief | The powers which the Trust Board has retained to itself
Executive within these SOs may in emergency be exercised by the
Chairman and Chief Executive after having consulted
with at least two Non-Executive members
44.2 Chief Executive The Chief Executive shall prepare a Scheme of
Delegation identifying his/hertheir proposals that shall be
considered and approved by the Trust Board, subject to
any amendment agreed during the discussion
4.6 All Staff Disclosure of non-compliance with SOs to the Chief
Executive as soon as possible
51.2 Trust Board Declare relevant and material interests
5.2 Chief Executive Maintain Register(s) of Interests.
5.4.1 All Staff Comply with national guidance contained in NHS
England’s “Managing Conflicts of Interest in the NHS”
544 All Staff Disclose relationship between self and candidate for staff
appointment. (Chief Executive to report the disclosure to
the Trust Board)
6.1/6.3 Chief Executive Keep seal in safe place and maintain a register of sealing
6.4 Chief Executive Approve and sign all documents which will be necessary
and Executive in legal proceedings
Director
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5. Duties delegated from the Trust’s Standing Financial Instructions (SFls)

5.1 Detailed below is a summary of the items held within the SFIs which are delegated
and details are provided as to who these matters are delegated to. The below is not
intended to replace the detail included within the SFIs and is to be read alongside the

SFls.

SFI Ref. Authority Duties delegated
delegated to

1.3 Chief Financial Approval of all financial procedures
Officer

14 Chief Financial Advice on interpretation or application of SFls
Officer

1.7 All members of the | Have a duty to disclose any non-compliance with these
Trust Board and Standing Financial Instructions to the Chief Financial
employees Officer as soon as possible

522 Chief Executive Responsible as the Accountable Officer to ensure that
the Trust Board meets its obligations to perform its
functions within the available financial resources and has
overall responsibility for the System of Internal Control

5.2.1 Chief Executive & | Accountable for financial control but will, as far as

5.3.1 Chief Financial possible, delegate their detailed responsibilities

Officer

523 Chief Executive To ensure all Board members and officers, present and
future, are notified of and understand Standing Financial
Instructions.

53.2 Chief Financial Responsible for:

Officer a) Implementing the Trust's financial policies and
coordinating corrective action.

b) Maintaining an effective system of financial control
including ensuring detailed financial procedures and
systems are prepared, documented and maintained.

c) Ensuring that sufficient records are maintained to
explain Trust’s transactions and financial position.

d) Providing financial advice to members of Trust Board
and staff.

e) Maintaining such accounts, certificates etc. as are
required for the Trust to carry out its statutory duties.

5.5.1 All Trust Board Responsible for security of the Trust's property, avoiding

members and loss, exercising economy and efficiency in using
employees resources and conforming to Standing Orders, Financial

Instructions and financial procedures.

5.6.1 Chief Executive Ensure that any contractor or employees of a contractor
who is empowered by the Trust to commit the Trust to
expenditure or who is authorised to obtain income are
made aware of the SFls and their requirement to comply.

Appx A — | Audit Committee Provide independent and objective view on internal

1.1 control and probity.

Appx A — | Chairman of Audit | Raise the matter at the Trust Board meeting where Audit

1.1.6 Committee Committee considers there is evidence of ultra vires
transactions or improper acts
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SFI Ref. Authority Duties delegated

delegated to

Appx A — | Chief Financial Ensure an adequate Internal Audit service, for which

1.2.1 Officer he/she-they areis accountable, is provided (and involve

the Audit
Committee in the selection process when/if an Internal
Audit service provider is changed.)

Appx A — | Chief Financial Decide at what stage to involve police in cases of

1.2.2 (c) Officer misappropriation and other irregularities not involving

fraud or corruption

Appx A - | Head of Internal Review, appraise and report in accordance with

1.2.4 Audit recognised professional best practice

Appx A — | Audit Committee Ensure cost-effective External Audit service

1.3.1

Appx A — | Chief Executive & | Monitor and ensure compliance with Directions issued by

2.6 Chief Financial the Secretary of State on Fraud and Corruption

Officer
Appx A — | Trust Board Nominate a suitable person to carry out the duties of the
2.7 Local Counter Fraud Specialist
Appx A — | Chief Executive Monitor and ensure compliance with Directions issued
3.1&32 by the Secretary of State for Health on NHS security
management including appointment of the Local
Security Management Specialist

Appx A — | Chief Executive Compile and submit to the Trust Board an Integrated

4.1.1 Business Plan (IBP) which takes into account financial
targets and forecast limits of available resources. The
Business Plan will contain a statement of the significant
assumptions on which the plan is based and details of
major changes in workload, delivery of services or
resources required to achieve the plan

Appx A — | Chief Financial Submit budgets to the Trust Board for approval

4.1.2 Officer

Appx A — | Chief Financial Monitor performance against budget

4.1.3 Officer

Appx A — | Chief Financial Ensure adequate training is delivered on an on-going

4.1.6 Officer basis to budget holders

Appx A — | Chief Executive Delegate budget to budget holders.

421

Appx A — | Chief Financial Devise and maintain systems of budgetary control

4.3.1 Officer

Appx A — | Budget Holders Ensure that:

4.3.2 (a) . Expenditure is appropriately managed within
budget escalating any issues and overspends
through management structures,

(b) Approved budget is not used for any other than
specified purpose subject to rules of virement

(c) No permanent employees are appointed without
the approval of the Chief Executive other than
those provided for within available resources and
workforce establishment

(d) No spend is incurred against a budget outside of
the Budget Holders remit

(e) Systems of budgetary control are complied with
fully

Appx A — | Chief Executive Identify and implement cost improvements and income

4.3.3 generation activities in line with the IBP
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SFI Ref. Authority Duties delegated
delegated to
Appx A — | Chief Executive & | Must not exceed the budgetary total or virement limits set
4.4.8 Budget Holders by the Trust Board
Appx A — | Chief Executive Submit monitoring returns
471
Appx A — | Chief Financial Prepare annual reports and accounts
5.1 Officer
Appx A — | Chief Financial Manage banking arrangements, including provision of
6.1-6.3 Officer banking services, operation of accounts, preparation of
instructions and list of cheque signatories
Appx A — 7 | Chief Financial Income systems, including system design, prompt
Officer banking, review and approval of fees and charges, debt
recovery arrangements, design and control of receipts,
provision of adequate facilities and systems for
employees whose duties include collecting or holding
cash
Appx A — | All employees Duty to follow Trust’s financial procedures with regards to
724 accurately and promptly recording money due from
transactions which they initiate/deal with
Appx A — | Chief Executive Can waive formal tendering procedures if Chief
8.5.4 (a) Executive decides such procedures would not be
practicable or estimated expenditure/income would not
warrant formal tendering procedures
Appx A — | Chief Financial Authorise waivers of tendering procedures
8.5.7 Officer
Appx A — | Chief Executive Shall ensure that appropriate checks are carried out as to
8.5.14 the technical and financial capability of those firms that
are invited to tender or quote
Appx A— | Chief Executive Where one tender is received will assess for value for
8.9.2 and Director of money and fair price
Finance
Appx A — | Chief Executive No tender shall be accepted which will commit
8.11.5 expenditure in excess of that which has been allocated by
the Trust and which is not in accordance with these
Instructions except with the authorisation of the Chief
Executive
Appx A— | Chief Executive or | No quotation shall be accepted which will commit
8.13.4 Chief Financial expenditure in excess of that which has been allocated by
Officer the Trust and which is not in accordance with these
Instructions except with the authorisation of the Chief
Executive
Appx A — | Chief Executive The Chief Executive shall demonstrate that the use of
8.17.1 (a) private finance represents value for money and genuinely
transfers risk to the private sector
Appx A — | Chief Executive The Chief Executive shall nominate an officer who shall
8.18.2 oversee and manage all contracts on behalf of the Trust
Appx A — | Chief Executive Nominate officers, with delegated authority, to enter into
8.19.1 contracts of employment, regarding staff, agency staff,
temporary staff service contracts
Appx A — | Chief Executive Ensure that best value for money can be demonstrated
8.22.1 for all services provided on an in-house basis
Appx A — | Chief Executive If in-house services are outsourced, the Chief Executive
8.22.5 shall nominate an officer to oversee and manage the
contract on behalf of the Trust
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SFI Ref. Authority Duties delegated
delegated to
Appx A — | Chief Executive Responsible for negotiating contracts with
9.1.1 commissioners for the provision of services to patients
Appx A — | Chief Executive Ensure that regular reports are provided to the Trust
9.2.1 Board detailing actual and forecast income from Service
Level Agreements.
Appx A — | Trust Board Establish a Nominations and Remuneration Committee
10.1.1
Appx A — Nominations and Advise the Trust Board and make recommendations on
10.1.2 (@) | Remuneration the remuneration and terms of service for the Chief
Committee Executive, other officer members and senior employees,
ensure they are fairly rewarded having proper regard to
the Trust’s circumstances and any national agreements
Appx A — Nominations and Monitor and evaluate the performance of individual
10.1.2 (b) | Remuneration Directors
Committee
Appx A — | Nominations and Advise and oversee appropriate contractual
10.1.2 (c) | Remuneration arrangements for senior employees when required.
Committee
Appx A— | Trust Board Approve proposals presented by the Chief Executive for
10.1.4 setting of remuneration and conditions of service for
those employees and officers not covered by the
Nominations and Remuneration Committee
Appx A — | Chief Executive Give authorisation to Trust Board members and
10.3.1 employees to engage, re-engage or re-grade employees,
either permanently or temporarily, and hire agency staff
Appx A — | Chief Financial Responsible for processing of payroll including
10.4.1 Officer performance managing the outsourced provision of
services to ensure it is in line with the contract, where
necessary report any variations to the contract to Trust
Board, specify timetables for submission of properly
authorised time records and other notifications, final
determination of pay and allowances, making payments
on agreed dates, agreeing method of payment and
issuing instructions regarding payroll
Appx A - Nominated Submit time records in line with timetable, complete time
10.4.3 Managers records and other notifications in required form and
submit termination forms in prescribed form and on time.
Appx A — | Chief Financial Ensure that the chosen method for payroll processing is
1044 Officer supported by appropriate (contracted) terms and
conditions, adequate internal controls and audit review
procedures and that suitable arrangements are made for
the collection of payroll deductions and payment of these
to appropriate bodies.
Appx A — | HumanReseourees | Ensure that all employees are issued with a Contract of
10.5.1 BirectorChief Employment which complies with employment legislation
People Officer and deal with variations to, or termination of, contracts of
employment.
Appx A — | Chief Executive Determine the level of delegation of non-pay expenditure
11.1.1 to Budget Holders, including a list of employees
authorised to place requisitions, the maximum level of
each requisition and the system for authorisation above
that level
Appx A — | Chief Executive Set out procedures on the seeking of professional advice
11.1.3 regarding the supply of goods and services
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SFI Ref. Authority Duties delegated
delegated to
Appx A — | Requisitioner In choosing the item to be supplied (or the service to be
11.2.1 performed) shall always obtain the best value for money
for the Trust. In so doing, the advice of the Trust's
Integrated Supplies and Procurement Department shall be
sought
Appx A — | Chief Financial Advise the Trust Board regarding setting of thresholds
11.24 Officer above which quotations (competitive or otherwise) or
formal tenders must be obtained, prepare procedural
instructions on the obtaining of goods/services
incorporating the thresholds, responsible for the prompt
payment of all properly authorised accounts and claims,
responsible for designing and maintaining a system of
verification, recording and payment of all amounts
payable and be responsible for ensuring that payment is
only made when goods/services have been received
Appx A — | Chief Financial Approve proposed prepayment arrangements for
11.3.1 (a) | Officer goods/services excluding training
- (c) courses/subscriptions/membership fees up to £5,000
Appx A — Budget Holder Ensure that all items due under a prepayment contract
11.3.1 (d) are received
Appx A — | Chief Executive Authorise who may use and be issued with official
11.4.1 purchase orders
Appx A - | Managers and Ensure that they comply fully with the guidance and limits
11.5.1 officers specified by the Chief Financial Officer in relation to non-
pay
expenditure
Appx A — | Chief Executive Ensure that the arrangements for financial control and
11.5.2 and Chief financial audit of building and engineering contracts and
Financial property transactions comply with the guidance
Officer contained within EU regulations, PFI and P22 (including
NEC contracts) and Health Building Note 00-08. The
technical
audit of these contracts shall be the responsibility of the
relevant Director.
Appx A — | Chief Financial Lay down procedures for payments to local authorities
11.6.1 Officer and voluntary organisations made under the powers of
section 28A of the NHS Act.
Appx A— | Chief Financial Ensure that any lease entered into on behalf of the Trust
11.7.1 Officer represents value for money
Appx A — | Chief Financial Advise the Trust Board on the Trust’s ability to pay
12.1.1 Officer dividend on Public Dividend Capital (PDC) and report,
periodically, concerning the PDC debt and all loans.
Appx A — | Trust Board Approve a list of employees authorised to make short
12.1.2 term borrowings on behalf of the Trust (this must include
the Chief Executive and Chief Financial Officer)
Appx A — | Chief Financial Prepare detailed procedural instructions concerning
12.1.3 Officer applications for loans.
Appx A— | Chief Executive or | Be on an authorising panel, comprising one other
12.1.5 Chief Financial member, for short term borrowing approval
Officer
Appx A — | Chief Executive Ensure that there is adequate appraisal and approval
13.1.1 process for determining capital expenditure priorities,
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SFI Ref. Authority Duties delegated
delegated to
responsible for the management of capital schemes and
for ensuring that they are delivered on time and within
cost, ensuring that capital investment is not undertaken
without availability of resources to finance all revenue
consequences and that a Capital Investment Programme
is produced on an annual basis which is submitted and
approved by Trust Board
Appx A — | Chief Executive Issue managers responsible for any capital scheme with
13.14 authority to commit expenditure, authority to proceed to
tender and approval to accept a successful tender
Appx A — | Chief Executive Issue a scheme of delegation for capital investment
13.1.5 management
Appx A — | Chief Financial Issue procedures governing financial management,
13.1.6 Officer including variation to contract, of capital investment
projects and valuation for accounting purposes
Appx A — | Chief Executive For capital schemes that stipulate stage payments will
13.2.8 issue procedures for their management
Appx A — | Chief Financial Assess the requirement for the operation of the
13.2.9 Officer construction industry taxation deduction scheme
Appx A — | Chief Financial Issue procedures for the regular reporting of expenditure
13.2.10 Officer and commitment against authorised capital expenditure
Appx A — | Chief Financial Demonstrate that the use of Private Finance Initiatives
13.6.1 (a) | Officer (PFI) represents value for money and genuinely transfers
significant risk to the private sector
Appx A — | Trust Board Proposal to use PFI must be specifically agreed by the
13.6.1 (c) Trust Board (except for additional capital spending to
existing PFIl contracts which will follow the Trust's
authorisation thresholds that are in place non
PFI capital)
Appx A — | Chief Executive Responsible for maintenance of asset registers (on
13.7.1 advice from Chief Financial Officer)
Appx A — | Chief Financial Approve procedures for reconciling balances on fixed
13.7.5 Officer assets accounts in ledgers against balances on fixed
asset registers
Appx A — | Chief Executive Overall control of security of fixed assets
13.8.1
Appx A — | Chief Financial Approval of asset control procedures
13.8.2 Officer
Appx A— | Trust Board Responsibility for security of Trust assets including
13.8.4 & | members and all notifying discrepancies to Chief Financial Officer, and
13.8.5 senior staff reporting losses in accordance with Trust procedure
Appx A — | Chief Executive Delegate overall responsibility for control of stores
14.2.1
Appx A — | Chief Financial Responsible for systems of control over stores
14.2.1 Officer
Appx A — | Desighated Responsible for control of pharmaceutical stocks
14.2.1 Pharmaceutical
OfficerClinical
Director of
Pharmacy
Appx A Designated theatres| Responsible for control of theatres stocks
14.2.1 manager
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SFI Ref. Authority Duties delegated
delegated to
Chief Financial Set out procedures and systems to regulate the stores

Appx A — | Officer including receipt of goods, issues and returns to stores

14.2.3 and losses

Appx A — | Chief Financial Agree stocktaking arrangements

14.2.4 Officer

Appx A — | Chief Financial Approve alternative arrangements where a complete

14.2.5 Officer system of stores control is not justified

Appx A — | Chief Financial Approve system for review of slow moving and obsolete

14.2.6 Officer stock items and for condemnation, disposal and
replacement of all unserviceable items

Appx A — | Chief Executive For goods supplied via the Supply chain central

14.3.1 warehouses identify persons authorised to requisition
and accept goods from
stores

Appx A — | Chief Financial Prepare detailed procedures for disposal of assets

15.1.1 Officer including condemnations and ensure that these are
notified to managers

Appx A — | Chief Financial Prepare procedures for recording and accounting for

15.2.1 & | Officer losses and special payments and informing Police and

15.2.3 Security Management Director in cases of suspected
theft or criminal damage

Appx A — | All staff Discovery or suspicion of loss of any kind must be

15.2.2 reported immediately to either head of department or
nominated officer. The head of department / nominated
officer should then inform the Chief Executive and
Chief Financial Officer

Appx A — | Chief Financial Immediately notify Trust Board and External Auditor for

15.2.4 Officer losses caused or apparently caused by theft, fraud,
criminal damage, neglect of duty or gross carelessness
(unless trivial/immaterial)

Appx A— | Chief Financial In cases of fraud and corruption inform NHS Counter

15.2.5 Officer Fraud Authority

Appx A — | Trust Board Approve write off of losses and special payments (within

15.2.6 limits delegated by Department of Health and Social
Care)

Appx A — | Chief Financial For any loss, consider whether any insurance claim can

15.2.8 Officer be made against insurers

Appx A — | Chief Financial Maintain losses and special payments register

15.2.9 Officer

Appx A — | Chief Financial Satisfy themselves that new financial systems and

16.1.2 Officer amendments to current financial systems are developed
in a controlled manner and thoroughly tested prior to
implementation

Appx A — | Chief Financial Where another health organisation or any other agency

16.3.2 Officer provides a computer service for financial applications
periodically seek assurances that adequate controls are
in operation

Appx A — | Director of I¥Digital | Ensure that risks to the Trust from use of IT are

16.4.1 Transformation identified and considered and that disaster recovery
plans are in place
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SFI Ref. Authority Duties delegated
delegated to

Appx A — | Chief Financial Where computer systems have an impact on corporate

16.5.1 Officer financial systems satisfy themselves that systems
acquisition, development and maintenance are in line
with corporate policies, data produced for use with
financial systems is adequate, accurate, complete and
timely, and that a management trail exists, Director of
Finance staff have access to such data and such
computer audit reviews are being carried out as are
considered necessary.

Appx A — | Chief Executive Responsible for ensuring patients and guardians are

17.1.2 informed about patients' money and property procedures
on admission

Appx A — | Chief Financial Provide detailed written instructions on the collection,

171.4 Officer custody, investment, recording, safekeeping, and
disposal of patients' property (including instructions on
the disposal of the property of deceased patients and of
patients transferred to other premises) for all staff whose
duty is to administer, in any way, the property of patients

Appx A— | Departmental Inform staff of their responsibilities and duties for the

17.1.8 managers administration of the property of patients

Appx A — | Chief Financial Shall ensure that each trust fund which the Trust is

18.2.3 Officer responsible for managing is managed appropriately

Appx A — | Chief Financial Ensure all staff are made aware of the Trust policy on the

19.1.1 Officer acceptance of gifts and other benefits in kind by staff

Appx A — | Chief Executive Maintaining archives for all records required to be

20.1.3 retained in accordance with Department of Health and
Social Care guidance.

Appx A — | Chief Executive Ensure that the Trust has a risk management

21.1.1 programme

Appx A — | Trust Board Approve and monitor risk management programme

21.1.1

Appx A — | Trust Board Decide whether the Trust will use the risk pooling

21.21 schemes administered by the NHS Litigation Authority
provider or to self-insure for some or all of the risks
covered by the risk pooling schemes

Appx A — | Chief Financial Where the Trust Board decides to use the risk pooling

21.41 Officer schemes administered by the NHS Litigation Authority,
shall ensure that the arrangements entered into are
appropriate and complementary to the risk management
programme and ensure that documented procedures
cover these arrangements.

Appx A — | Chief Financial Where the Trust Board decides not to use the risk

21.4.2 Officer pooling schemes administered by the NHS Litigation
Authority for one or other of the risks covered by the
schemes, shall ensure that the Trust Board is informed of
the nature and extent of the risks that are self-insured as
a result of this decision

Appx A — | Chief Financial Draw up formal documented procedures for the

21.4.2 Officer management of any claims arising from third parties and
payments in respect of losses which will not be
reimbursed

Appx A— | Chief Financial Ensure documented procedures cover management of

2143 Officer claims and payments below the deductible limit.
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6. Detailed scheme of delegation

6.1 Detailed below is a summary of the delegated limits as per the Standing Financial
Instructions (SFls). The below is not intended to replace the detail included within the
SFls and is to be read alongside the SFls.

SFI Ref./ Authority delegated to | Duties delegated

Other Ref.

Appx A-4.2 Budgetary Delegation
Responsibility for management of:

Chief Executive Total of operational and corporate budgets

Budget Holder Total of budgets at other specified level (e.g.

(Executive Director, for the totality of services covered by the

Clinical Director or Head | Division)

of Service)

Budget Manager At individual budget level (e.g.
department/function or collective specialty
group)

Budget Administrator At individual cost centre/s level

Appx A-4.4 Virements
Types of virement:

Budget Holder and Budget moves between income, pay or non-

Deputy Director of pay

Finance

Budget Holder and Budget moves between pay to pay and non-

Deputy Director of pay to non-pay

Finance

Chief Financial Re-phasing of budgets

Officer

Appx A - 4.6 Revenue business cases

Chief Financial Officer If source of funds deemed readily available
and investment < £25,000

Clinical Director and Replacement consultant posts

Associate-

DirectorsDirector of

Operations Revenue business cases with investment of:
25,001 to £250,000

Formal Executive Team
£250,001 to 1,000,000

Performance and

Finance Committee
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Budget Holder/Manager
or Group Director of
Procurement

SFI Ref./ Authority delegated to | Duties delegated
Other Ref.

Trust Board £1,000,001 to £15,000,000

NHS lmprovement— £15,000,001 and above

England (NHSHE)

Appx A -7 Income, fees and charges
For setting income, fees and charges
relating to:

Chief Financial Officer Private patients, overseas visitors, income
generating activities and all other patient and
non patient related services

Chief Executive and For prices of all NHS contracts

Chief Financial Officer

Appx A-7.2.3 Authorisation of sponsorship deals:

Chief Executive or Chief | For the Trust

Financial Officer

Charitable Funds For the Charitable fund

Committee

Appx A - 8 Tendering, contracting and purchasing

procedures
(note : the national and regional procurement

of medicines is excluded as this is dealt with
at a regional and national level via
Commercial Medicines Unit)

Values stated below are inclusive of VAT and
apply to both capital and revenue
expenditure

£0 to £4,999 -"verbal” informal quotes should
be obtained wherever practicable.

£5,000 - £19,999 — “formal quotes” should be
obtained from a minimum of three (3)
suppliers where practicable.

£20,000 to £49,999 - “formal quotes”
should be obtained from a minimum of three
(3) suppliers and the opportunity advertised
through “contracts finder”

£50,000 to 138,760 (Including VAT)
£422.976— “formal tenders” should be
obtained and the opportunity advertised
through “contracts finder”

above 138,760 (Including VAT) £422.976 —
“formal tenders” should be obtained and
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SFI Ref./ Authority delegated to | Duties delegated
Other Ref.
there is a legal requirement to advertise the
contract through the Find a Tender Service
(FTS)Official-
Journal-of Europe (OJEW)
Chief Financial Officer Waivering of Quotations subject to SFls
Chief Executive or
Chief Financial Officer
Band 5 level or above Waivering of Tenders subject to SFls
within originating Opening tenders and opening quotations
department
Appx A -10 Human-ResourcesPeople and pay
Chief Financial Officer Granting additional increments to existing
and Directorof- Human- | staff outside of AfC structure within-budgets
ResourcesChief People
Officer
Chief Executive and Authorisation of upgrading or re-grading staff
Chief People in accordance with Trust procedure
OfficerDirector-of- Human-
Resources
Budget Holder and Appointment of staff above the bottom of the
People Business Partner| pay scale (up to band 8a)
Budget Holder and Chief | Appointment of staff above the bottom of the
People Officer or Deputy | pay scale (Band 8b to 9)
Chief People Officer
Budget Manager or Regarding pay documentation, authorise
Budget Holder standing data forms effecting pay, new
starters, variations and leavers, time and
attendance submissions, travel and
subsistence expenses and authorise with-
holding of annual increments in line with
appraisal policy
Appx A -10 Authorised mobile phone users
Budget Holder Requests for new posts to be authorised as
requiring a Trust mobile phone
Appx A -10 Staff Retirement — Flexible Retirement
Guidelines-Policy
Departmental Manager
Authorisation for flexible retirement including
retire and return
Appx A -10 Redundancy
Approval of redundancy payments:
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SFI Ref./ Authority delegated to | Duties delegated
Other Ref.
Chief People £0 to £10,000
Officerbirector-of Human-
Resoureces or Chief
Executive and Chief
Financial Officer
Nominations and £10,000 and above
Remuneration
Committee
NHSVE Redundancy Payment to a Director or
redundancy payment over £100,000
Appx A -10 lll health retirements
Budget Manager Decision to pursue retirement on the grounds
of ill-health
Appx A-10 Dismissals
Dismissal of:
Nominations and a) Executive Director
Remuneration
Committee
Executive Medical b) Senior medical staff
Director and Chief
Executive
c) All other staff
Departmental Manager
Appx A -10.2 Engagement of staff not in the
establishment
Chief Executive on Approval of engagement of staff that are not
recommendation from in the permanent establishment (regardless
Chief People of value)
OfficerDirector-of- Human
Resources and Chief
Financial Officer
Appx A -10.3 Engagement of permanent staff in the
establishment
Budget Manager, Budget| Approval to appoint to agreed establishment
Holder, HR- (other than senior medical staff) if the post is
ManagerPeople or will be vacant and the post is funded
Business Partner and recurrently and budget is available
Divisional Business
Advisor
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SFI Ref./
Other Ref.

Authority delegated to

Duties delegated

Executive Director
following

approval by Budget
Holder

Chief Executive and
Chief Financial Officer
following approval by
appropriate Executive
Director and appropriate
Budget Holder

Approval to appoint where, exceptionally, the
post is not on the agreed establishment,
providing that the appointment is vital for the
service and a source of recurrent funding
has been identified and is available. The post
must be established in the budget in
accordance with the virement rules set out in
SFls at 4.4.6

Approval to satisfactorily appoint senior
medical staff (Consultant Staff Grade,
Associate Specialist, Hospital Practitioner
and Trust Doctor) to agreed establishment
providing that the post is or will be vacant
and the post is funded and supporting costs
are funded recurrently and budget is
available

Appx A-10.3.1

Engagement of temporary staff and
renewal of fixed term contracts

Budget Holder

Budget Holder and
relevant Executive
Director

Budget Holder and
relevant Executive
Director

Engagement of temporary staff (excluding
senior medical staff and NHSP/nurse
agency) where the cover is vital for the
service, is for a vacant post (which is funded
recurrently and budget is available and can
accommodate these costs)

Engagement of temporary staff where the
cover is vital for service and the cover is for a
vacant post which is funded recurrently and
budget is not available or cannot
accommodate these costs

Where in exceptional circumstances it is
necessary to engage temporary staff in an
emergency situation, the above approvals
must be sought retrospectively. This must
include securing the alternative sources of
funding where appropriate (for example on-
call Managers).

Appx A - 11

FO02 Trust Policy for Scheme of Reservation and Delegation of Powers

Non-Pay Expenditure

This includes committing the Trust to
expenditure by raising purchase orders and
the payment of goods or services

The values detailed below are gross values
(i.e. the total cost inclusive of VAT)

The values detailed below are relevant to all
non-pay costs (excluding pharmacy
drugs):
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SFI Ref./
Other Ref.

Authority delegated to

Duties delegated

Budget Administrators
Budget Manager
Budget Holders
Director of Finance
Chief Financial Officer
Chief Executive

Performance and
Finance Committee

Trust Board

£0 to £5,000

£0 to £20,000

£0 - £20,000

£20,001 to £100,000
£100,001 to £250,000
£250,001 to £500,000

£500,001 to £1,5600,000

£1,5000,001 and above

NB — Requisitions require authorisation of all
of the above up to the financial limit

Senior Assistant
Technical Officer
(ATFOBand 3)
Procurement and Senior
Pharmacy-Technician/or.

Cancer Services

Senior Pharmacy
Technician (Band 5)
Procurement and /or
Cancer Services

Lead Procurement and /or

Cancer Technician (Band
6) or Chief Clinical
Information Technician
(Band 7) or Chief
Technician Cancer/
Technical Services (Band

7) or Pharmacy Supply
Chain Manager (Band 7)
or Procurement and
Renal Pharmacist (Band
7) or High Cost and
Homecare Pharmacist
(Band 8a) or Clinical
Commissioning and
Medicines Value Lead
(Band 8b) or Advances

The values detailed below are relevant to all
pharmacy drug costs and consumables and

values are inclusive of VAT:

£0 to £35,000

£0 to £65,000

£ 635,001 to £1520,000

£1520,001 to £25170,000
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SFI Ref./ Authority delegated to | Duties delegated
Other Ref.
Specialist Pharmacist
Cancer (Band 8a/b).
Lead-Procurement—
.
;I el G.I'E"';Gll.a'.' (BI al “Ed 6) o
Tochnician (Band 7
Pharmacy-Supply-Chain-
Manager (Band 7)or
High-Cost-and-
Hemecare-Pharmacist-
(Band 8a) or Clinical
Medicines-Value-Lead-
(Band 8b).
Clinical Director of
Pharmacy or Deputy /
Principal Pharmacist
(8c).
Chief Financial Officer £25470,001 to £2500,000
Chief Executive £2500,001 to £1,500,000
Performance and £1,0500,001 to £1,5000,000
Finance Committee
Trust Board £1,5000,001 and above
NB — Requisitions require authorisation of all
of the above up to the financial limit
Appx A - 11.5.1 Agreements and licenses relating to
accommodation at the Trust
Director of Estates, Preparation and signature of all tenancy
Facilities & PFI, and agreements/licenses for all staff subject to
Chief Financial Officer Trust Policy on accommodation for staff and
extensions to lease agreements
Director of Estates, Letting of premises to outside organisations
Facilities & PFI, Chief
Financial Officer or Chief
Executive
Appx A -11.5.1 Petty cash disbursements
Petty cash holder Chief | Expenditure up to £50 per item Expenditure
Financial Officer over £50 per item
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SFI Ref./ Authority delegated to | Duties delegated
Other Ref.
Appx A —11.7 Leases
Granting and terminating of leases:
Chief Executive or any where a legal document
Executive Director
Any two Executive where the document requires sealing
Directors
Appx A- 13 Capital Investment
This includes committing the Trust to capital
spend, raising purchase requisitions and the
payments for capital spend
All capital spend must be approved as part of
the Trust’'s annual capital programme
For all capital expenditure proposals a capital
bid must be prepared
A capital business case is required for all
new capital investment if it is not relating to
the replacement of an existing asset
The approval limits for capital only business
cases are detailed below (these values are
Gross values i.e. the total cost inclusive of
VAT and are for all capital business cases
regardless of funding source (i.e. are for both
non PFI and PFI funded capital):
Capital Investment £0 to £1,000,000
Group (CIG)
Performance and £1,000,001 to £3,000,000
Finance Committee
(PFC)
Trust Board £3,000,001 to £245,000,000
NHS lmprovement- £245,000,0004 and above
England (NHSHE) and
DH
Appx A-15.1 Disposals and condemnations
The person responsible for condemning
items at the Trust is dependent on the item
as detailed below:
Director of Estates, For electrical items
Facilities & PFI
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SFI Ref./ Authority delegated to | Duties delegated
Other Ref.
Associate-
DirectorDirector of For furniture items
Operations
Executive Medical For medical equipment items
Director
Director of Digital For IM&T items
Transformation
Authorisation for method of disposal
(excluding land and buildings):
Associate Director £0 to £10,000
and Group Director of
Procurement
Group Director of £10,001 to £500,000
Procurement and
Director of
Finance
Group Director of £500,000 and above
Procurement and Chief
Financial Officer and
Trust Board
Chief Financial Officer Disposal of land or buildings
and Chief Executive and
Trust Board and
NHS(NHSHE) where
appropriate
Appx A -15.2 Losses and special payments
Limits and authorisation levels are dependent
on the type of loss and special payment.
All losses and special payments must be
reported to the Audit Committee at every
meeting and Audit Committee will
prospectively approve all such compensatory
payments valued at £25,000 and above
Losses and special payments of:
(a) Losses of cash:
Chief Financial Officer £0 to £50,000
Chief Executive and £50,001 to £250,000
Chief Financial Officer
Chief Executive and £250,001 and above
Chief Financial Officer
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SFI Ref./
Other Ref.

Authority delegated to

Duties delegated

and Trust Board

Appx A -15.2.3 &
15.2.4

Chief Financial Officer

Chief Financial Officer

Reporting of losses and

payments

special

Where the theft/fraud relating to a
loss/special payment is suspected inform the
police and Security Management Director

For losses/special payments caused or
apparently caused by theft, fraud, criminal
damage (including arson), neglect of duty or
gross carelessness (except if trivial
/immaterial) immediately notify the Trust
Board and the External Auditor

Appx A-18

Fund Manager and
Directorate or
Departmental Manager
and Charity-
ManagerHead of Charity

and Director of Charity

Fund Manager and
Directorate or
Departmental Manager
and Head of Charity
Manager-and Chief-
Financial-OfficerDirector
of Charity and Chairman-
of-Charitable Funds
Committee

Funds held on trust (donated / charitable
funds)

This relates to any expenditure relating to
Charitable Funds.

The values detailed below are gross values
(i.e. the total cost including VAT where
applicable for the Charity).

£0 to £25,000

£25,001 and above
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SFI Ref./ Authority delegated to | Duties delegated

Other Ref.

Appx A-1944 Receiving hospitality

Policy G16

Standards of This applies to both individual and collective

Business Conduct

hospitality receipt items

Associate Director of
Governance

Any employee of the Trust receiving
hospitality of in excess of £25 per item
received is to declare this in the Hospitality
Register maintained by the Associate
Director of Corporate Governance

Appx A - 20.1.3

Chief Executive

Responsibility for retention of records

Annual leave and

Public Holiday
Leave Policy
(Except
Medical Staff)
HR52

HR15 Career
Grade Doctors
Annual Leave
Policy

HR55 Junior
Doctors Annual
Leave Policy

HR61 Special
Leave Policy

Departmental Manager

Clinical Director or
Clinical Lead

Rota Co-
coordinator/Directorate
Manager/ Consultant (for
Specialist Registrars

only)

Departmental Manager

FO02 Trust Policy for Scheme of Reservation and Delegation of Powers

Annual, Public Holiday Leave

Approval of annual leave and approval of
carry forward up to a maximum of 5 days or
up to statutory entitlement in the case of
individuals unable to take leave due to
sickness

Annual, Public Holiday Leave (Medical
Staff)

Approval of medical staff leave of absence
(paid)

Approval of medical staff leave of absence
(unpaid)

Approval of bereavement leave up to one
working week or, in exceptional
circumstances, up to two working weeks

Approval of emergency leave (in line with the
categories as set out in HR52) arrangements
(up to 3 days). Any additional leave required
above the 3 working days may be taken at
manager’s discretion

Approval of short term carer/domestic need

up to 3 days (on a time owing basis, subject
to payback)
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leave/professional
leave for career
grade doctors

HR49 Learning
and Education
Policy

For all Trust Staff

HR11 Paternity
and Maternity

delegated
individual)/Departmental
Manager/Budget Holder
Clinical director (or
Executive Medical
Director in absence) and
Budget Holder

Departmental Manager
or Budget Holder
Budget Holder and

Clinical Director

Departmental Manager
or Budget Holder

Departmental Manager
or Budget Holder

Departmental Manager

SFI Ref./ Authority delegated to | Duties delegated
Other Ref.

Study leave
HR40 Study Clinical Director (or Approval of study leave:

N.B. Any study leave which is to take place
outside the UK is to be approved by those
individuals noted below and the Chief
Financial Officer.

(see policy for guidance on approval levels)

a) For non medical/non clinical staff

b) For medical staff (excluding Clinical
Directors

c) For nursing/midwifery staff

d) For Clinical Directors

Maternity and Paternity Leave

Approval of unpaid parental leave
Maternity leave — paid and unpaid

Budget Holder

and Chief People
OfficerBirectorof-

Human-Resources

Budget Holder and

Chief People
OfficerBirectorof
Human-Resources
and Chief Executive

Leave Policy

F14 Trust Relocation expenses

Removal

Expenses Authorisation of payment of removal
Policy expenses incurred by officers taking up new

appointments (providing approval is sought
prior to the offer being made in writing to the
candidate)

Up to £8,000

£8,001 and above

Chief Executive
and Executive
Medical Director

Research Projects

Authorisation of research projects
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SFI Ref./
Other Ref.

Authority delegated to

Duties delegated

Chief Executive and
Executive Medical
Director and

Chief Operating Officer

Clinical Trials

Authorisation of clinical trials

Chief Executive

Patients and Relatives Complaints

Overall responsibility for ensuring that all
complaints are dealt with effectively.

Director of
Communications and
Executive
Director/Executive
Director On-Call

Director of
Communications or
Chief Executive or
Executive Director/
Executive Director On-
Call

Relationship with the press

Non-emergency general enquiries within or
outside hours

Emergency within or outside hours

Nurse/Midwives/
Health Visitors
Act

Midwives Rules/
Code of Practice
UKCC Code of
Professional
Conduct

Chief Executive and
Chief Nurse

Extended Role Activities

Approval of Nurses to undertake
duties/procedures which can properly be
described as beyond the normal scope of
Nursing Practice.

Chief Operating Officer

Chief Operating Officer
and Chief Executive

On Call Manager or
Chief Executive

Patient services

Variation of operating and clinic sessions
within existing numbers:

d) Temporary variations
e) Permanent variations
All proposed changes in bed allocation and

use for both temporary and permanent
changes

Chief People
OfficerBirectorof

Human-
Resourees

Facilities for staff not employed by the Trust
to gain practical experience - Professional
Recognition, Honorary Contracts, and
Insurance of Medical Staff
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SFI Ref./ Authority delegated to | Duties delegated

Other Ref.
Director of Estates, Review of fire precautions
Facilities & PFI
Chief Nurse Review of all statutory compliance

legislation and Health and Safety
requirements including control of
Substances Hazardous to Health
Regulations

Executive Medical
Director or Clinical
Director of Pharmacy

Review of Medicines Inspectorate
Regulations

Director of Estates,
Facilities & PFI

Review of compliance with environmental
regulations, for example those relating to
clean air and waste disposal

Director of IFDigital
Transformation

Review of Trust's compliance with the Data
Protection Act

Chief Financial Officer

Monitor proposals for contractual
arrangements between the Trust and
outside bodies

Director of
IM&TDigital
Transformation

Review the Trust's compliance with the
Freedom of Information Act

Chief Financial Officer

Review of the Trust's compliance code of
Practice for handling confidential information
in the contracting environment and the
compliance with "safe haven" as per
Caldicott, the IG Toolkit and future guidance
from the General Data Protection
Regulation.

SO 5.2 and Policy
G16 Standards of
Business Conduct

Associate Director of

Corporate
Governance

The keeping of a Declaration of Interests
Register

S0 6.2

Chairman and Chief
Executive

Attestation of sealing’s in accordance with
Standing Orders

SO 6.3

Associate Director of

Corporate
Governance

The keeping of a register of sealing
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Trust Board
2022/23 BUSINESS CYCLE

KEY TO RAG STATUS

Paper rescheduled for future meeting

Paper rescheduled for next meeting
Paper taken to meeting as scheduled

. . Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
Title of Paper Executive Lead 6 4 8 6 3 . 5 9 - 11 8 8 Notes
HIGH QUALITY
Chief Executives Report Chief Executive
Patient Story Chief Nurse Staff Staff Staff
Quality Governance Committee Assurance Report Associate Director of Corporate Governance
Quality Strategy Update Chief Nurse
Clinical Strategy Director of Strategy - ggi:: Srrg:;??;%l:rz before
Care Quality Commission Action Plan Chief Nurse
Bi Annual Nurse Staffing Assurance Report Chief Nurse | — Next due April 2023
Quality Account Chief Nurse
7 Day Services Board Assurance Report Medical Director 3%?;;??;5;?;/;(2)?2%
NHS Resolution Maternity Incentive Scheme Chief Nurse
Maternity Serious Incident Report Chief Nurse
Winter Plan Chief Operating Officer
PLACE Inspection Findings and Action Plan Director of Estates, Facilities & PFI TBC
Infection Prevention Board Assurance Framework Chief Nurse Moved to Quarterly from Dec 22
RESPONSIVE
Integrated Performance Report Various M1t [ MI2 [ M1 [ M2 | M3 | M4 | M5 | M6 | M7 | M8 | M9 | M10
Emergency Preparedness Annual Assurance Statement and Annual Chief Operating Officer
Report
Transformation and People Committee Assurance Report Associate Director of Corporate Governance
Gender Pay Gap Report Chief People Officer
People Strategy Update Chief People Officer
Revalidation Medical Director
Workforce Disability Equality Report Chief People Officer
Workforce Race Equality Standards Report Chief People Officer
Staff Survey Report Chief People Officer
Raising Concerns Report Associate Director of Corporate Governance

IMPROVING AND INNOVATING

Research Strategy

Medical Director

Taken to TAP in April. Final
version to be presented to Board
in September (due to annual
leave during August)

System Working Update

|Chief Executive / Director of Strategy | |

Performance and Finance Committee Assurance Report

Associate Director of Corporate Governance

Revenue Business Cases / Capital Investment / Non-Pay Expenditure
£1,000,001 and above

Director of Strategy

N/A

N/A

Digital Strategy Update

Director of Digital Transformation

Going Concern

Chief Finance Officer

Estates Strategy Update

Director of Estates, Facilities & PFI

Taken to Audit Committee

Date to be confirmed




Title of Paper

Apr May Jun Jul Aug Sep Oct

E ive L
xecutive Lead 6 4 8 6 3 4 5 9

Nov Dec

7

Jan
11

Feb Mar

8

8

Annual Plan

Director of Strategy

Sign off Trust Annual Plan at
Board April 2023

Board Approval of Financial Plan

Chief Finance Officer

Activity and Narrative Plans

Director of Strategy

Final Plan Sign Off - Narrative/Workforce/Activity/Finance

Sign off Trust Annual Plan at
Board April 2023

Guidance received end of Dec
22 and being reviewed

Sign off Trust Annual Plan at
Board April 2023

Capital Programme 2022/23

Chief Finance Officer

Taken to PAF

GOVERNANCE

Nomination and Remuneration Committee Assurance Report

Associate Director of Corporate Governance

Audit Committee Assurance Report

Associate Director of Corporate Governance

Board Assurance Framework

Associate Director of Corporate Governance

Accountability Framework

Associate Director of Corporate Governance

Annual Evaluation of the Board and its Committees

Associate Director of Corporate Governance

Annual Review of the Rules of Procedure

Associate Director of Corporate Governance

G6 Self-Certification

Chief Executive

FT4 Self-Certification

Chief Executive

Board Development Programme

Associate Director of Corporate Governance

Deferred from Nov. due to
number of items on the agenda

Well-Led Self Assessment

Associate Director of Corporate Governance




