The Royal Bournemouth and NHS
Christchurch Hospitals

NHS Foundation Trust

A meeting of the Board of Directors will be held on Friday 25 September 2015 at 8.30am in
the Conference Room, Education Centre, Royal Bournemouth Hospital.
If you are unable to attend on this occasion, please notify me as soon as possible on 01202 704777.

SARAH ANDERSON
TRUST SECRETARY

AGENDA

TIMINGS 1. APOLOGIES FOR ABSENCE APPENDIX
Dave Bennett

2. DECLARATIONS OF INTEREST
8.30-8.35 3. MINUTES OF THE PREVIOUS MEETING

(a) To approve the minutes of the meeting held on Friday 31 July 2015 A
4. MATTERS ARISING
8.35-8.40 (a) Update to Actions Log: B
CQC Update Paula Shobbrook Verbal
8.40-9.00 5. QUALITY IMPROVEMENT
(a) Patient Story Paula Shobbrook Verbal
(b) Feedback from Staff Governors Jane Stichbury Verbal
(c) Adult Safeguarding and Child Protection and Paula Shobbrook C
Safeguarding Report
(d) Quality and Safety Week — feedback Basil Fozard Verbal
9.00-9.55 6. PERFORMANCE
(a) Performance Exception Report Richard Renaut D
(b) Quality Performance Report Paula Shobbrook E
(c¢) Financial Performance Stuart Hunter F
(d) Workforce Report — including Race Equality Karen Allman G
Scheme
(f) Monitor Quarter 1 Report Tony Spotswood H

9.55-10.10 7. STRATEGY AND RISK

(@) Clinical Services Review - update Tony Spotswood I
(c) Monitor Guidance re Agency Staff usage Karen Allman Verbal

10.10-10.20 8. DECISION
(a) Single Sex Accommodation Policy Paula Shobbrook J
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(b) Vanguard Update Richard Renaut  Verbal
(c) Winter Plan and Resilience Richard Renaut K

10.20-10.25 e REINIZOINV N[O\

(@) Communications Update (including August Core Karen Allman L
Brief)
(b) Stroke Services Update Richard Renaut M
(c) Corporate Events Calendar Sarah Anderson N
(d) Board of Directors Forward Programme Sarah Anderson O
(e) A338 Road works update Richard Renaut P
(f) Employment of nurses from overseas Tony Spotswood Q
(g) Board Meeting dates 2016 Sarah Anderson R

10. NEXT MEETING

Friday 30 October 2015 at 8.30am in the Conference Room, Education Centre,
Royal Bournemouth Hospital

OPRACiol 11, ANY OTHER BUSINESS
Key Points for Communication to Staff

OGRSl 12, COMMENTS AND QUESTIONS FROM THE GOVERNORS AND PUBLIC
Comments and questions from the governors and public on items received
or considered by the Board of Directors at the meeting.

13. RESOLUTION REGARDING PRESS, PUBLIC AND OTHERS

To resolve that under the provision of Section 1, Sub-Section 2, of the Public Bodies
Admission to Meetings Act 1960, representatives of the press, members of the public
be excluded on the grounds that publicity would prove prejudicial to the public interest
by reason of the confidential nature of the business to be transacted.
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THE ROYAL BOURNEMOUTH AND CHRISTCHURCH HOSPITALS
NHS FOUNDATION TRUST

Part | Minutes of a Meeting of The Royal Bournemouth and Christchurch Hospitals NHS
Foundation Trust Board of Directors held on Friday 31 July 2015 in the Committee Room,

Management Offices, Royal Bournemouth Hospital

Present: Jane Stichbury JS) Chairperson (in the chair)
Stuart Hunter (SH) Director of Finance
Karen Allman (KA) Director of Human Resources
lan Metcalfe (Im) Non-Executive Director
Steven Peacock (SP) Non-Executive Director
Paula Shobbrook (PS) Director of Nursing and Midwifery
Dave Bennett (DB) Non-Executive Director
Richard Renaut (RR) Chief Operations Officer
Basil Fozard (BF) Medical Director
Christine Hallett (CH) Non-Executive Director
In attendance:  Anneliese Harrison (AH) Assistant Trust Secretary (minutes)
Sarah Anderson (SA) Trust Secretary
Trudy Ellis (TE) Directorate Matron, Elderly Care
Nicola Bowers (NB) Directorate Matron, Elderly Care
Pete Swallow (PSw) Consultant, Emergency Medicine
Ellie Cowley (EC) Communications Officer
Derek Chaffey (DC) Public Governor
Mike Allen (MA) Public Governor
Roger Parsons (RP) Public Governor
Paul Higgs (PH) Public Governor
Guy Rouquette (GR) Public Governor
David Bellamy (DB) Public Governor
Bob Gee (BG) Public Governor
Keith Mitchell (KM) Public Governor
Philip Copson (PC) Governor for Volunteers
Margaret Neville Chair of the Friends of the Eye Unit
Apologies: Bill Yardley, Tony Spotswood, Peter Gill, Derek Dundas
65/15 DECLARATIONS OF INTEREST
None.
66/15 MINUTES OF THE MEETING HELD ON 26 JUNE 2015 (Appendix A)

The minutes of the meeting on 26 June 2015 were confirmed as an accurate

record subject to the following amendments:

e BY requested via the Chairperson that the action relating to the

essential core skills training was identified within the minutes at 58/15 KA

(d) and requested that the Board had sight of the metrics against a
plan; noting in particular fire training.
e PS noted amendments at 57/15 (c) that should read ‘nursing’
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documentation had been reduced and ‘matrons were providing support
at weekends'.

67/15 MATTERS ARISING (ACTIONS LOG) (Appendix B)

(@)

To provide updates to the action log

57/15 (c): RR emphasised that plans were in place for the summer
holiday. Junior doctors would also be supported by more senior
medical staff;

58/15 (d): SP queried the timescales for addressing the themes

highlighted in the time to lead presentations. KA advised that the final

review meeting had taken place recently and assured the Board that ~ Agenda
issues were being addressed. A detailed discussion would take place tem

at Board meeting in September.

58/15 (d): JS confirmed that she was awaiting the analysis of the
impact upon the Trust workforce before writing to the PM. KA
suggested also raising the issue with the local MPs. Jeremy Hunt has
been advised by NHS employers.

CQC Update:

e PS advised that the Trust had received the second high level
data request from the CQC. The CQC have advised of their
expectations and 50 inspectors are due to attend for the
announced inspection. It is anticipated that there will be
unannounced inspections, possibly out of hours;

e The inspection will provide an opportunity for the Trust to
showcase its excellent work and for teams to highlight their
outstanding work;

SP queried whether the CQC action plan and the Trust structure had
been embedded. PS advised that the plan had been reviewed at HAC
and the HONs had attended. It was emphasised that the new Trust
structure provided a link from the ward to Board. The Trust is making
positive improvements which have been reflected through the care
audit and feedback from staff. PS noted that the well led domain was
one of the key elements and this has been emphasised at TMB.

JS emphasised that it should be business as usual in the run up to the
inspection and that the Trust should continue to aspire to provide the
highest quality care. JS requested that the Board were notified if any
questions arose that were unexpected. The Board highlighted that
every member of staff must be aware of the Trust’s vision and values.
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68/15 QUALITY IMPROVEMENT

(a) Patient Story (Verbal)

TE presented to the Board the patient story which concerned a
complex discharge of a patient with vascular dementia. A complaint
had arisen following a difficult admission which was based upon a lack
of information and lost property. The patient was admitted several
times over the last year and it became increasingly more difficult for
the patient to manage at home and following discussions with the
family a placement was sourced.

Upon the day of discharge to the placement the patient did not want to
leave unless it would be to their home. The ward and the family found
it difficult to facilitate discharge. A plan was developed by
communicating with the family and the team. It was essential for staff
to understand that a patient with dementia communicates through their
actions.

The patient lacked capacity and the team were required to act in the
best interest of the patient and to identify the least restrictive option.
Having communicated with the family the team advised the daughter to
prepare the care home and the patient’s room with personal items. It
was decided by the team that in order to reduce the patient’s anxiety to
give the patient an injection. Although the patient believed it was
another form of medication this was the least restrictive option, and it
was agreed with the family and care team this was in the patient’s best
interest.

The outcome of the discharge overall was that the patient was
discharged with minimal stress. The family were kept informed and the
team followed up with relatives the next day to provide any immediate
support if required.

The lessons learnt by the team throughout this process were the
importance of recognising behaviour as a form of communication,
adherence to the Mental Capacity Act and using the least restrictive
option in the best interests of the patient, providing support to staff
during difficult discharges and supporting and communicating with the
family.

JS emphasised that the patient story recognised the dilemmas and the
complex nature of some of the day to day cases. Involving the next of
kin was important and an excellent example. PS noted the links with
the 5 daily actions and the importance of the support from matrons
with these skills was an example of how the matron structure works in
practice.

SP emphasised that the story highlighted the need for empathy and
queried how matrons balanced this with the everyday challenges and
pressures. TE responded that staff were good at this and staff
recognise the importance of information and it becomes part of
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everyday conversation.

(b) FEeedback from Staff Governors (Verbal)
JS updated the Board following a meeting with staff governors on 22
July noting the key issues raised:
e Requested an update on recruitment and the progress on
overall numbers;
¢ Different points raised about staffing, leave and summer
pressures;
¢ Positive feedback regarding the previous Bank staff issue which
had been resolved;
e CSR update
e CQC inspection
e Culture discussion and importance of appraisal and values and
sense of freedom to speak up amongst staff.
SH queried whether there had been any queries with regards to
finance or the deficit. JS commented that issues around efficiencies
had been raised and SH added that they could be a good conduit for
the messages around finance.
(c) Workforce Race Equality Scheme (Appendix C)
The paper was taken as read and action will be taken and brought to
the Board in October. Links to the CQC. KA advised she was the
executive lead and that it should not be directly linked to workforce but
to the services the Trust provides and requested the support of other
executives and welcomed ideas and support. RR commented that it
should be a team effort as an organisation and discussions as to the
outcomes should be coordinated.
CH requested that patient data was provided as part of the background
for the discussions in October. The Board discussed that timescales KA
and actions should be provided for the next meeting.
69/15 PERFORMANCE
(@) Performance Exception Report (Appendix D)

RR outlined the report highlighting the following key information:

e The planned breach in treatment times has allowed for a
reduction in waiting times. Monitor will be introducing a new
metric which will focus on the measurement of incomplete
pathways and it is expected that the Trust’'s performance will be
within the threshold;

e Specialist services are improving and the Trust is working with
Poole to resolve back log issues;

e The national mismatch within Urology continues to impact and
the Trust is developing working with Poole Hospital to address
the issues with capacity and demand;
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e Cancer waits- there has been a national push on waiting times
and standards are becoming more stretching. There is also due
to be a new metric for 4 weeks definitive diagnosis;

e 62 day cancer waits- the Trust was not compliant and achieving
the target over the next year will be challenging;

e Cancer 2 week waits- have improved significantly and the Trust
is compliant for Q1. The main risks for this target relate to the
new NICE guidance and the CCG have advised GPs not to rush
and implement the guidelines;

e Significant improvements during the last quarter for stroke
performance,;

e 4 hours, 62 day and diagnostics will be areas of focus.

BF commented on his recent attendance at a cancer workshop
highlighting that the picture remained bleak for the South and was
projected to worsen into 2016. Issues relate to capacity, other
diagnostic services and template biopsies. The new target of 4 week
referral to diagnosis will be challenging and will possibly affect the 2
week target making it redundant. He emphasised that the Trust will
need to utilise the information systems to underpin capacity and
demand which will be essential to managing the services. There is
currently a national endoscopy problem and there does not appear at
present to be a national solution.

DB noted that the Trust was not balancing finance and performance.
BF responded that the Trust needed to prioritise and cancer targets
were one aspect. Further he emphasised that clinical leads needed to
be accountable for performance in individual areas and that formed
part of the discussions at TMB.

RR emphasised that there had been improvements within the cancer
targets and that the Trust had made improvements with performance
overall. He noted the 62 day cancer target and nationally the target for
urology had not been achieved to date. The capacity processes have
been reviewed and the Trust now has better visibility of the mismatch.

PS added that a paper would be provided outlining where investment

has been made and the impact upon performance. In relation to SH/RR
accountability she noted that it was clear amongst the multi-disciplinary

leads that they are accountable. The Trust is supporting teams with
performance targets as they are quality indicators. DB added that the

Board needed assurance about clinicians’ accountability and how they
perceive decisions are to be made. BF noted that this was an area of

focus and work was to be completed.

SH responded that the organisation still had the perception that
spending to resolve issues was the way forward and the Trust needed
to identify ways to resolve performance whilst reducing the deficit. JS
requested that a paper was provided outlining the plans to address
performance incorporating the clinical view whilst also considering the
quality, performance and finance balance.
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(b) Quality Performance Report (Appendix E)

The report was taken by exception.

e Harm free care performance has increased to 98.9% for internal
harms;

e Pressure damage- 46 patients admitted with existing pressure
ulcers and internally 3 patients identified with minor pressure
ulcer damage. This information has been shared with the CCG;

¢ Risk assessment compliance- the electronic nursing
assessment app is now live. It is anticipated that compliance will
initially drop next month as the new system is implemented but
IS expected to improve;

e FFT inpatient data- the Trust is performing within the top
guartile. Compliance has been discussed at HAC along with the
decrease in the numbers of patients who were satisfied with
care received within ED. Volunteers will conduct a more
detailed survey to gain a broader view. The feedback from the
eye department was positive.

SP gqueried the ED capture rate. PS emphasised that this was
discussed in detail at HAC and Trust needed more returns to gain a
holistic view of performance within ED. Main complaint relates to
waiting times and it will be important to identify a way to communicate
any reasons for delays. DB added this was a common theme in other
areas and there should be a more common general approach. PS will
address managing patients’ expectations with regard to waiting times
through HAC as an action.

(c) FEinancial Performance (Appendix F)

SH outlined the key themes from the paper:

e Monitor were concerned that the Trust was not ambitious
enough and would need to revise the plan for the current year
and reduce the size of deficit as soon as possible;

e June position- increase in cardiology emergency PCls and
CRDTs had impacted upon finances;

e The previously accrued agency sum was released in month to
reach the financial position today;

e The Trust is currently not in line with the planned deficit of £12.9
million;

e Following discussions with Monitor the Trust will need to revise
the plan for September to £10.5 million savings and a reduction
in agency spending;

e Transformation options are to be considered,;

e A clear message should be sent to the organisation about the
risk of an escalation in regulation and the importance of
reducing the deficit and escalating any transformation/ quality
improvement schemes through care groups.
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JS supported that it was imperative that the organisation understands
the challenge and requested Board support to communicate the
message across the organisation. SH added that Q&As are to be
included in the staff core brief.

(d)  Workforce Report (Appendix G)

KA outlined the workforce report noting the following key themes:

e Essential core skills and mandatory training remains
challenging;

e Appraisal compliance was also challenging and more focus is
required;

e Essential core skills and medical staff- some improvement but
still work to be done;

e Sickness absence- concerns have been discussed at HAC.
Care groups and directorates are focusing on individual actions
and the pilot scheme will support those staff on long term sick
leave;

o Staff survey- September and FFT due within the next month.

e Progress with the corporate plan has fed into the results of the
FFT feedback

e Themes of physical violence experienced by other members of
staff have been investigated and were not always perceived as
violent. An overall review of patient violence is required;

PS commented that the Trust should review the analysis of physical
violence experienced by staff. An overarching report will be developed
for September and include security measures currently in place for
staff.

PS

Recruitment in care groups:

e Care group A- have been successful and vacancies have
reduced from 17 to 12.8. Recruiting consistently with other staff
commencing later in the year and also the impact of the visa
application issue;

e Care group B- challenging with 49 vacancies. Some staff are
waiting to start in October. There is a significant proportion of
newly qualified nurses trained at RBCH with some external
appointments. OPM and AMU are areas of concern and have a
high turnover due to pressures. Mitigation plans are in place but
remains a challenge;

e Care group C- vacancies increased this month due to additional
posts advertised.

DB requested a view of the financial implications in relation to the
projection going forward. He also requested that the vacancy data was KA
validated and a bulletin was provided to staff on recruitment progress.

PS added that new starters had started in roles and this had
implications on finances. She emphasised that matrons reviewed and
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supported mitigation and where levels were deemed unsafe PS
reviewed the template and agency staff were considered.

The Board requested that at the next meeting the finance was included KA/SH
together with vacancies and an analysis of the exit data for staff.

(e) Monitor Quarter 4 Report (Verbal)

PS advised that the report had not yet been received and the Trust
was currently awaiting an update.

(f) VLE Essential Core Skills (Appendix H)

BF advised that at any one point in the year members of staff must
complete the VLE and their appraisal. CDs now have the ability to
check staff compliance with essential core skill training online. BF
expected to report a progress update in the near future.

SP commented on the link to the clinical excellence awards and
ensuring that all candidates are up to date with training. BF advised
that the changes would be implemented.

() Individual Surgeon Outcomes (Appendix 1)

BF outlined the process noting that member of the public are able to
‘Google’ individual surgeon outcomes to identify their performance
online.

One exception or outlier was reported which related to data from the
previous 4 years. There has since been a change in the pathway and
no further deaths or strokes since this time.

IM queried how the public should use the outcome information. BF
suggested that this could be discussed with the patient’s surgeon.

JS requested that the information was brought back to the Board to
discuss in greater detail (Blue Skies). It was also proposed that this SA/BF
information be provided to governors for discussion at a seminar.

(h) Emergency Department Improvement Plan (Appendix J) and
Presentation

PSw presented to the Board highlighting the recent pressures and
issues with regards to the 4 hour performance:

e January- March performance was greater than 98%. Currently
for Q1 performance was under trajectory at 93%;

e National performance- the Trust was performing in the middle of
the national range and compared to other type 1 emergency
departments the Trust was performing slightly better than
average;
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e Removing the ED breaches due to the lack of beds would
increase performance;

e On-going improvement actions- some issues cannot be
influenced but those within control include:

» Workforce- availability of senior clinical decision maker
within the department is key. Recently the department
recruited a consultant and a further regional consultant is
due to be interviewed. These appointments would impact
upon the department’s budget;

» Escalation- breaches are concentrated into small periods
of time and the escalation policy needs to be reviewed.
The department are considering actions that other Trusts
do that could be implemented at RBCH,;

» Improving visibility of ED performance to staff within the
department.

SP queried the workforce issues and the learning from Ipswich which
was referenced as a high performing hospital. PSw responded that the
escalation process was yet to be published and a visit had been
arranged. He noted that senior grade middle doctors were difficult to
recruit and it was important to match the demand with the workforce
highlighting that high intensity periods were often out of hours.

SH emphasised the focus on reducing the overspend. He added that
care groups and directorates would need to release resources to
account for the required appointments.

RR commented that there were a set of proposals for TMB to review
the agreed policies. PS supported that this was good practice and that
the five daily actions should help support the department’s
performance.

The Board emphasised that the escalation process and workforce
issues should be addressed as a priority outside of the meeting.

70/15 STRATEGY AND RISK

(@ Clinical Services Review (Appendix K)

The Board noted the delay in the Consultation process. The item was
noted for information.

(b)  Trust Strategy (Appendix L)

PS outlined the Trust Strategy highlighting the following:
e I|dentifies the Trust’s vision and values;
e Summary document is being developed and will be provided in
August;
e Underpins the work of valuing staff and quality patient care,

The Board received the paper and endorsed the on-going work.
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PS requested that the Board inform her of any errors. All
71/15 DECISION

(@ Constitution (Appendix M)

The item was taken as read.

SP commented that the definitions should include SID and Vice SA
Chairperson.

The Board approved the changes to the Constitution.

72/15 INFORMATION

(@ Communications Update (including July Core Brief) (Appendix N)

The item was noted for information.

(b) Corporate Events Calendar (Appendix O)

The item was noted for information.

(c) Board of Directors Forward Programme (Appendix P)

The item was noted for information.

(d) A338 Road Works Update (Appendix Q)

JS outlined that major roadworks would be taking place and that the
Chief Executive had contacted Bournemouth Borough Council and
Dorset County Council to identify solutions. There will be a significant
impact upon patients and staff. RR added that those travelling to the
hospital would be required to anticipate the delays and allow additional
time for travel. This information will also be highlighted to patients
within appointment letters. Options for staff and alternative travel plans
are being discussed.

BF proposed that the Trust consulted with staff as to whether to
commence work an hour earlier. The Board supported the suggestion.

73/15 DATE OF NEXT MEETING

Friday 25 September 2015 at 8.30am, Conference Room, Education
Centre, Royal Bournemouth Hospital

74/15 ANY OTHER BUSINESS

None.

Key Points for Communication to Staff

1. Finance
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2. Roadworks on the A338

75/15 QUESTIONS FROM GOVERNORS

1. GR queried the rate of absence due to sickness and the steps taken
to help reduce the rate. JS supported that reducing the rate by 1%
would make an impact financially. JS noted the structure in place to
provide supportive processes for staff to return to work as quickly as
possible. KA advised that the Trust was ensuring that local
management actions were in place, occupational health services offer
a wide range of options and that the Trust was always considering
other services to support staff including the new pilot scheme.

2. BG commented that times were hard and challenging and took the
opportunity to thank the Non- executive Directors for their challenge
within the meeting. He welcomed SP as the new Vice Chairperson
and CH in her role as Non- executive Director.

3. DC queried the governor’s role in the consideration of significant
transactions and whether there was any anticipation that this would
be reviewed or discussed. IM added that it concerned the definition
and when to involve a governor in the decision making process. JS
confirmed that it would not be reviewed at this time but previous
detailed discussions had taken place. SA supported that the wording
should remain ambiguous and broad to enable all significant
transactions to be presented to the Council of Governors.

4. In response to a question from GR regarding the capital investment
for the CSR SH responded that the £13 million savings was net of
capital costs of £75 million investment. The impact upon this from the
CSR which is in some doubt in its current form.

There being no further business the meeting closed at 11:00
AH 31.7.15
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RBCH Board of Directors Part 1 Actions July & previous

The Royal Bournemouth and NHS

Christchurch Hospitals

NHS Foundation Trust

Date of
Meeting

Ref

Action

Action
Response

Response
Due

Brief Update

31.07.15

68/15

QUALITY IMPROVEMENT

(©)

Workforce Race Equality Scheme

Timescales and actions to be provided at the next
Board meeting.

KA

Agenda
Item
October

PERFORMANCE

(68/15)
()

Provide an outline of the ethnic backgrounds of
patients treated at the Trust as part of the background
for discussion for the workforce race equality scheme.

RR

69/15 (a)

Performance Exception Report

Provide a paper to the Board outlining where
investments have been made and the comparison to
performance.

SH/RR

Provide a paper to the Board outlining the plans to
address performance incorporating the clinical view
whilst considering quality and the financial balance.

RR

(b)

Workforce Report

Conduct an overarching analysis of physical violence
experienced by staff and include details of security
measures in place.

PS/KA

Provide an overview of financial implications in relation
to the projection going forwards.

KA/SH

Circulate a bulletin to staff outlining the progress with
recruitment.

KA/Comms

Update the Board on the analysis of the staff exit data.

KA

@

Individual Surgeon Outcomes

Arrange for the information to be discussed in greater
detail at Blue Skies.

BF/SA

Nov

In progress.




The Royal Bournemouth and NHS
Christchurch Hospitals

RBCH Board of Directors Part 1 Actions July & previous
NHS Foundation Trust

Present the information to the Council of Governors at | BF/SA
a seminar.

70/15 STRATEGY AND RISK
(b) Trust Strategy
Inform PS of any errors/typos within the strategy. All

26.06.15 | 58/15 PERFORMANCE
(d) Workforce Report
Address the themes raised in the ‘time to lead’ KA
presentations.

(66/15) Provide visibility of the elements of the core KA
skills training modules against the metrics.

Contact the Health Secretary Jeremy Hunt to raise JS/IKA
concerns about securing overseas appointments and
escalate this issue nationally.

27.03.15 | 24/15 QUALITY IMPROVEMENT

(©) Freedom to speak up review
Identify non- executives and executives to lead on the | PS/KA On- going. Discussions underway with DON and
freedom to speak up review. HRD contacts to understand approaches in other

Trusts. Recommendation then to be brought
back to the board. HRD to provide an update on
progress with whistleblowing

Outstanding

In Progress
Complete




The Royal Bournemouth and NHS
Christchurch Hospitals

NHS Foundation Trust

BOARD OF DIRECTORS

Meeting Date and Part: 25™ September 2015 part 1
Subject: Adult and Children Safeguarding Report
Section: Quiality Improvement

Executive Director with

o Paula Shobbrook, Director of Nursing and Midwifery
overall responsibility

Kate Rowlinson Adult Safeguarding Lead

Author(s): Pippa Knight Named nurse Safeguarding Children

Previous discussion and/or

dissemination: Safeguarding Committee

Action required:
For information

Summary:

The report details the Trust actions and improvements in 14/15 in Adult Safeguarding to
inform and provide assurance to the Trust Board of Directors. This report is also to inform the
Bournemouth and Poole Safeguarding Adults Board and Dorset Safeguarding Adults Board.

Key points including:

e Training

e Deprivation of Liberty Safeguards The Supreme Court judgement altered the way a
deprivation of liberty is interpreted and could mean many more patients in hospitals
need to have their detention authorised.

e Areas for development for 2015 / 2016 to ensure that we comply with the new Multi-
Agency Adult Safeguarding policy and procedures documents, Care Act and CCG
contractual requirements

The report also details Trust activity in respect of Safeguarding Children during the year
2014/15. It is presented to provide assurance of compliance with the Care Quality
Commission, Working Together (Dept of Health), Ofsted and the Children and Young Peoples
National Service Framework.

Key points include

e Training
e Serious Case Reviews
e Areas for development, including the areas of FGM, CSE, PREVENT and Domestic

Abuse
Related Strategic Goals/
RN All
Objectives:
Relevant CQC Outcome: All

Risk Profile: N/A

Reason paper is in Part 2 N/A




Annual Protection and Safeguarding Report for Vulnerable

Adults and Children 2014/2015

Adult Protection and Safeguarding Report for 2014/2015

1.

For Information

Introduction

The report details the Trust actions and improvements in 14/15 in Adult Safeguarding to
inform and provide assurance to the Trust Board of Directors. This report is also to
inform the Bournemouth and Poole Safeguarding Adults Board and Dorset
Safeguarding Adults Board,

Trust Adult Safeguarding structure

o Paula Shobbrook, Director of Nursing and Midwifery is the Trust's Executive
Lead for Adult and Children’s Safeguarding.

. Ellen Bull, Deputy Director of Nursing and Midwifery is the newly appointed
nominated DASM and corporate Safeguarding Lead.

. Kate Rowlinson is the Senior Nurse Adult Safeguarding Lead for the Trust.

o Debbie Hopper, Case Facilitator for Adult Safeguarding and Learning Disability

Safeguarding Training

The Adult Safeguarding awareness training sessions continue to be delivered to all
staff groups clinical, non-clinical and medical staff within the Trust on a regular basis.
These continue to include information on the Prevent Strategy, part of the
Government’s counter-terrorism strategy, updates on the Care Act and sharing of
serious case reviews and learning points from these.

During 14/15 an e-learning Adult Safeguarding programme that the Trust commenced
has developed aligned to the UK Core Skills Training Framework. Level 1 is for all staff,
including paid and voluntary staff

Level 2 is for “those staff with professional and organisational responsibility for
safeguarding adults” for all Clinical staff, band 5 and above.

Overall compliance for Adult Safeguarding Training is 84.1% for March previous quarter
was 87.4%. Due to the introduction of level 2 e-learning in March compliancy is not
recorded until clinical staff have completed this.

Staffing Group Percentage compliance

Nursing and Midwifery staff 92% Dec 2014 Mar 2015 level 2- 13%
Allied health professionals 91% Dec 2014 Mar 2015 level 2 — 8%
Medical staff 71% Dec 2014 Mar 2015 level 2 — 8%
Additional Clinical Services 85% Mar 2015

Additional Prof Scientific and Technic 91% Mar 2015

Healthcare Scientists 91% Mar 2015

Administrative and Clerical 82% Mar 2015

Estates and Ancillary 85% Mar 2015




The biggest outlier for education is Medical staff and this has been brought to the
attention of the Care Groups to ensure all medical staff attend the Clinical Mandatory
training and complete the Level 2 e-learning, to ensure they are compliant.

The adult safeguarding team continue to deliver training sessions to specific staff
groups as required following lessons learnt and the outcomes from safeguarding case
conferences.

The pan Dorset Multi-Agency Policy has been circulated for consultation and we await
the separate Procedures section which is due out for consultation shortly.

4, Deprivation of Liberty Safeguards (DoLS):

The Supreme Court judgement altered the way a deprivation of liberty is interpreted and
could mean many more patients in hospitals need to have their detention authorised.
The key message is that there is now a relatively simple 'Acid Test' of whether a patient
is being deprived of their liberty.

1. lacking the capacity to consent to being in hospital?

2. under continuous supervision and control?

3. Is the person free to leave? (The person may not be saying this or acting on it but
the issue is about how staff would react if the person did try to leave)

If patients meet these three elements, they are likely to be deprived of their liberty and a
formal authorisation is required to legitimise this. Following detailed review of the
legislation, the Trust DoLS Policy was developed taking a practical approach, aligning it
to the Local Authorities Prioritisation protocol approved by the Dorset Safeguarding
Board, whilst remaining lawful and mitigating necessary patient risk. This has recently
been approved and launched across the Trust, and presented to the Dorset and
Bournemouth and Poole Safeguarding Boards respectively. Update education on the
new DoLS process has been provided to all ward and departmental staff.

5. Collaboration with Social Services

Monthly meetings continue to take place between the Adults safeguarding leads,
Deputy Director of Nursing and Social Services to give feedback and discuss any
outstanding actions and agree outcomes required. This continued communication
between the teams has greatly enabled clinical teams to enhance their performance
within the Safeguarding agenda.

6. Levels of reporting
The number of cause for concern alerts reported is very responsive from all areas within
the Trust and viewed as positive and is indicative of the raised levels of awareness due
to the increased training compliance.

Safeguarding referrals made to Social Care from RBCH

April 2013 to March 2014 April 2014 to March 2015
261 247
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Safeguarding Alerts referred to Local Authority where Trust implicated during
period from April 2014 to March 2015

Pathway 3
Total number 56
e Alerts fully substantiated 13
e Alerts partially substantiated 1
e Alerts not substantiated 42
Pathway 1

Total number
o Alerts fully substantiated
e Alerts partially substantiated
e Alerts not substantiated
e inconclusive
e closed
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The main themes in the past year have been in relation to discharge planning and
medications and have been shared with the Matrons / Sisters following case
conferences. The Trust has not been involved in any Adult Serious Case reviews in
14/15.

7. Sharing Lessons Learnt

The internal Safeguarding Board meeting is held quarterly chaired by the Director of
Nursing and attended by all partnership organisations. This reviews and monitors alerts
raised and examines any recognised themes. This ensures that action plans developed
following concerns raised are managed by individual directorates and progress is
reported by exception.

A review of the lessons learnt from the Savile Recommendations was undertaken, and
reported to the RBCH Trust Protection and Safeguarding Committee and the Trust
Board.

There is a monthly Adult Safeguarding Leads meeting chaired by the CCG safeguarding
lead and attended by the safeguarding leads from RBH, PGH, Dorset County Hospital
and Dorset Healthcare University Foundation Trust which allows us to openly discuss
safeguarding and best practice in a supportive environment.

Adult safeguarding themes are shared with the Care Group, Directorate Matrons,
Sisters and Charge Nurses at monthly meetings.

8. Increasing the resource for the Safeguarding team

The Safeguarding Children’s Lead has been supporting adults safeguarding with the
new DoLS process ensuring staff are appropriately trained. Dorset CCG gave has
provided the Trust funding from NHS England to support with the additional work within
Acute Trusts from the new DoLS legislation.
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9. Areas for development 2015/ 2016

All of the identified priorities from the Bournemouth & Poole and Dorset Safeguarding
Adults Board are being cohesively placed as part of our actions 15/16. This will be
presented to the Trust Protection and Safeguarding Committee for approval and
monitoring.

10. Summary

There has been continued significant focus in promoting safeguarding awareness and
education for staff and feedback on the learning from significant case reviews. When we
were re-inspected by the Care Quality Commission in August 2014 and there were no
actions identified for improvement regarding safeguarding.

There are a number of areas for development for 2015 / 2016 to ensure that we comply
with the new Multi-Agency Adult Safeguarding policy and procedures documents, Care
Act and CCG contractual requirements.

The Adult Safeguarding team will continue to support all staff in ensuring that we act

responsively to the individual needs of all patients in our care and that they are
appropriately safeguarded.
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Safeguarding Children Report for 2014/15

1. Introduction

This report details activity in respect of Safeguarding Children in the Royal
Bournemouth and Christchurch Hospitals NHS Foundation Trust during the year
2014/15. It is presented to provide assurance of compliance with the Care Quality
Commission, Working Together (Dept. of Health), Ofsted and the Children and Young
Peoples National Service Framework.

2. Local Arrangements

The Local Safeguarding Children Boards (LSCB) for Bournemouth-Poole (B-P) and
Dorset meet four times per year. The Boards share an Independent Chair and
progressively more sub-groups. RBCH attends the B-P Board; Executive representation
is the Director of Nursing and Midwifery or Deputy Director of Nursing. The Named
Nurse for Safeguarding Children and the Named Midwife deputise at these meetings
and represent the Trust at sub-groups as appropriate.

LSCBs are based on the premise that safeguarding and promoting the welfare of
children depends on effective joint working between agencies and professionals. The
LSCBs are currently engaged with a modified MASH (multi-agency safeguarding hub)
which is positive step in sharing relevant family information to safeguard children.

The local LSCB PAN Dorset Safeguarding Procedures are revised and updated to
reflect current practice and legislation. The LSCBs jointly commission an external
agency for the formatting and updating of the Procedures. Our Trust staff access the
PAN Dorset procedures via the Trust Intranet Safeguarding Children page.

Ofsted inspected Bournemouth Social Care and the B-P LSCB during April/May 2014.
Unlike previous inspections, Health partners were not visited or inspected during the
visit. The findings from Ofsted were:

The overall judgement is requires improvement. There are no widespread or serious
failures that create or leave children being harmed or at risk of harm. The welfare of
looked after children is safeguarded and promoted. However, the authority is not yet
delivering good protection and help and care for children, young people and
families. It is Ofsted’s expectation that, as a minimum, all children and young people
receive good help, care and protection.

Section 11 of the Children Act 2004 places a duty on all partners to make arrangements
to safeguard and promote the welfare of children. An annual Section 11 audit is
completed on behalf of the LSCBs. A new e-tool audit was completed in June 2014.
The audit took a deep dive into areas including Domestic Abuse and Clinical
Supervision for staff. Both of these areas are a focus for improvement for 15-16
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3. Trust Arrangements

There is comprehensive contemporary reference material available across the Trust
which is accessible via the Safeguarding Children page on the Trust Intranet and the
library. Those holding the statutory positions in respect of safeguarding children during
the year have been:

Executive Trust Lead Nurse: Paula Shobbrook - Director of Nursing and Midwifery
Named Nurse for Safeguarding Children: Pippa Knight

Named Doctor: Mr Karim Hassan — Consultant, Emergency Department

Lead Nurse: Cheryl Chainey — Nurse, Emergency Department

Named Midwife: Pauline Hawkes — Head of Midwifery

Lead Midwife: Julie Davies — Team Leader Sunshine Team, Maternity

Additionally there is a very dedicated group of staff across most areas of the Trust who
take the lead as a child champion for their area. Areas where children frequent as
patients have at least one such champion. These staff do not have specific time
allocated to this role. In year Nicky Stewart, Sexual Health Department, has offered to
take on Child Sexual Exploitation Champion and act as a resource for the trust,
supported by the Named Nurse. Nicky works as Sexual Abuse and Sexual Harm Nurse
within the department and from the SARC (sexual assault and rape centre). Dr E
Herieka has joined the level 3 training being delivered to present FGM to staff. This
session has been particularly well evaluated by staff from Poole and Bournemouth
hospitals and he continues to contribute to the PAN Dorset pathway for FGM.

4.  Training

Training at all levels is now deeply embedded within the Trust programme. Overall
training compliance is (year 2104/15)

e Levell-835%

o Level2-81%

e Level 3-80%
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National Core Skills 71% 74% 73% 82% 69% 82% 53% 78%
Safeguarding Children 89% 84% 81% 89% 81% 92% 56% 90%
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The updated inter-collegiate document published in April 2014 required more staff
across the Trust to be trained at level 3. Initially the Trust experienced a drop in
compliance at this level but following buying-in some level 3 training via an approved
LSCB approved Trainer compliance has again improved and additional sessions are
planned for 15/16.

For 2015-16, a new e-learning module has been created by the BEAT team following
poor feedback from staff about the national e-programme and the synchronisation
between eLFH and ESR. Two e-learning modules have been developed by BEAT, with
oversight from the Named Nurse and feedback from ophthalmology, dermatology and
orthodontics. Level 2 training now consists of both an e-learning module and face to
face case presentation.

Furthermore in-year there have been good opportunities for staff to attend
education/practice development events including

e Clinical Supervision sessions

e LSCB Serious Case review training

e Named professionals network meetings

e LSCB Safeguarding Children Conference (Early Help and Teenage Neglect
focus)

e Child Sexual Exploitation courses

e Self-Harm

e Child Death

e WRAP3 PREVENT training — Named nurse has attended to improve resilience

for delivering the National target of 80% of all level 2 and level 3 staff by 2016.

The Named Nurse, Named Midwife and Lead Nurse for ED have all previously
completed level 4 equivalent training. They all attend and contribute to multi-
agency/partner meetings and have the opportunity to attend national learning events to
maintain their Level 4 training.

The Trust Named Doctor is booked to complete level 4 training in 15/16 and will be
provided for the named midwife who will be the new Head of Midwifery.

5. Serious Case Reviews/Audits

The Trust has not been formally involved with a Serious Case Review (SCR) this year.
The Trust has however requested the LSCB to consider to case for review which will be
conducted in 15/16. The LSCB has published 3 cases to share the learning across the
partners.

Nationally there has been focus on Child Sexual Abuse and Child Sexual Exploitation.
In particular there has been the Savile Report from which the Trust are embedding the
lessons learnt. This is an on-going piece of work which spans across Safeguarding,
Human Resources, Volunteers and all clinical and non-clinical staff areas.

Learning from Serious Case reviews and audits are incorporated into mandatory
training programmes and are available to staff via the Trust Safeguarding Children

page.
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Referrals to Social Care from Trust

Trust Area 2014/15 2013/14 2012/13 2011/12 *
Emergency 781 580 465 255

Dept.

Maternity 58 48 53 14

Other 14 17 10 2
corporate

*Data collection commenced and reported for last 2 quarters of the year only.
Examples of improvements in practice during 2014/15

Referrals continue to arise from a broad range of areas across the Trust and particularly
positive is that in ED the diversity of staff making referrals continues to improve. All of
our Senior Medical Staff in ED have now completed Level 3 training.

There is greater attention around the Early Help offers in Children’s Services which
focuses on sharing information with partners to support families early, as soon as a
difficulty or potential difficulty is identified. The hope is through early intervention
protective factors are established around the child which ultimately reduces the need for
higher level social care intervention. Throughout the areas where children attend in the
Trust there is evidence of much more working with health visitors, school nurses and
paediatric services for example at Poole Hospital. Orthodontics Ophthalmology
Dermatology and Orthotics are good examples of where staff link with partners for Early
Help.

Stronger CSE and FGM awareness within our Sexual Health Department in particular
and across the Trust more generally. The LSCB have published their CSE strategy with
an agreed matrix tool for identifying children at risk. There is evidence from referrals
and enquiries that staff within sexual health in particular are using this tool. This is an
area identified for continued focus in 2015/16.

The Sunshine Team is a small dedicated team of midwives working with the most at risk
women during their pregnancy. The women can include Asylum seekers, Trafficked
women, women with significant mental health illness, women who have been sexually,
physically and emotionally abused and women who are known to social care due to
previous safeguarding concerns; the workload is diverse and emotionally difficult at
times. The team were nominated and shortlisted for the national award for ‘Improving
the First 100 days of Life for children’.

Reports and Inspections

There have no formal inspections for our Safeguarding or Children Services in year.

Areas for development in 2015/16

The Children’s group devise an annual work plan based on risks and gaps to our
current service. It reflects local and national needs and drivers. The work plan is
combined with adult safeguarding into a single document for 15/16 and is monitored at
the Trust Protection and Safeguarding Committee.
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Action required:

The Board of Directors is asked to consider the information provided and support any actions highlighted in
relation to non-compliant or ‘at risk’ indicators.

Summary:

The attached Performance Indicator Matrix and Performance Report outlines the Trust’s performance
exceptions against key access and performance targets for the month of August 2015.

The Matrix also incorporates an indicative RAG rating for expected performance in the following month based
on internal monitoring to date, as well as an indication of Trust level risk in relation to the metrics in the next
reporting quarter for each metric.

Improvement has been seen in Q1 and as an overview we achieved compliance against all Monitor targets
excepting ED 4 hour. The key risks for Q2 remain Cancer 62 day and 4 hour ED compliance, though above
threshold performance is noted against the latter for July and August to date.

Related Strategic Goals/ Objectives: | Performance

Section 2 — Outcome 4: Care and welfare of people who use services.

Relevant CQC Outcome: Outcome - 6 Co-operating with others.

Risk Profile:
The following risk assessments remain on the risk register:
i. Cancer 62 day wait non-compliance and national guidance on ‘high impact’ changes.

ii. 4 hour target due to the continued high level of ambulance conveyances, attendances and admissions and
our continued non-compliance, though noting strong July and August performance to date.

iii. Significant risks for endoscopy wait times.

The urgent care impact risk assessment remains on the Trust Risk Register given the continued activity
pressures, 4 hour non-compliance and other indicators such as the increase in outliers. However, due to some
early indication of improvement the risk has reduced slightly. The RTT risks have also been reduced in light of
sustained performance and new national targets.

Reason paper isin Part 2 N/A
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Performance Report September 2015/16
For August 2015

1. Introduction

This report accompanies the Performance Indicator Matrix and outlines the Trust’s
actual and predicted performance exceptions against key access and performance
targets. These targets are set out in Forward View into Action — Planning for 15-16,
the Monitor Risk Assessment Framework (RAF) and in our contracts.

The report also includes some key updates on progress against additional measures,
such as for diagnostics, planned patients and stroke care.

2. Risk assessment for 2015/16 — Q1 and Q2

Q1 Q2

Target or Indicator (per Risk Assessment Framework) Actual | Predicted

Referral to treatment time, 18 weeks in aggregate, admitted patients *

Referral to treatment time, 18 weeks in aggregate, non-admitted patients
Referral to treatment time, 18 weeks in aggregate, incomplete pathways
A&E Clinical Quality — Total Time in A&E under 4 hours

Cancer 62 Day Waits for first treatment (from urgent GP referral)

Cancer 62 Day Waits for first treatment (from Cancer Screening Service)
Cancer 31 day wait for second or subsequent treatment - surgery
Cancer 31 day wait for second or subsequent treatment - drugs

Cancer 31 day wait from diagnosis to first treatment

Cancer 2 week (all cancers)

Cancer 2 week (breast symptoms)

C.Diff objective

MRSA

Access to healthcare for people with a learning disability

*

* These two indicators are no longer formally part of the risk framework, but will
continue to be managed.

Positively, our Quarter 1 final performance submission to Monitor confirmed
compliance against all indicators except the ED 4 hour wait which was 93.27%.
However this has improved to 96% in Q2 to date, with our performance in July being
in the top 10% of Trusts nationwide.

We achieved the 62 day cancer pathway, a major achievement given previous
compliance. Improvement into the quarter also meant that all other Cancer targets
were met. The 62 day target, however, does remain at heightened risk due to Urology,
and to a lesser extent skin and lung pathways.

All indicators continue to have some risk but current predictions continue to place us
below the quarterly Monitor Governance trigger score of 4. Our assessment will
continue to be reviewed monthly and regular reports are being provided to Monitor,
who are reviewing our 4 hour and 62 day Wait performance.

Performance Monitoring Page 1 of 9
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3. Infection Control

Number of Hospital acquired C. Difficile due to lapses in care
Number of Hospital acquired MRSA cases

Our C.Diff trajectory for this year has been reduced, to provide “stretch” for
improvement. For August 2015, seven cases of C. Difficile were reported on the
Wards with a lapse in care occurring in four of the seven, and one case remaining
under investigation. Investigation has also confirmed that a lapse in care also
occurred in one case in June and one in July. Our trajectory against the Monitor target
has been updated showing some risk against the year to date and annual target. A
number of key messages for action have been communicated through the Infection
Control Leads reinforcing IC practice. Whilst we are still predicting compliance this
indicator is at heightened risk of being non-compliant.

There have been no reported cases of MRSA.

4. Cancer

Performance against Cancer Targets

2015-2016

Key Performance Indicators Threshold | Jul-15 atr1
r

2 weeks - Maximum wait from GP 93% 96.4% 96.4%
2 week wait for symptomatic breast patients 93% 92.4% 98.6%
31 Day — 1st treatment 96% 97.8% 96.5%
31 Day —subsequent treatment - Surgery 94% 95.8% 94.8%
31 Day —subsequent treatment - Others 98% 99.7% 100.0%
62 Day — 1st treatment 85% 84.1% 85.5%
62 day — Consultant upgrade (local target) 90% -_

62 day —screening patients 90% 94.4% 91.3%

Attached at Annex A and B are the Cancer High Impact Actions and Operational
Policy

Two Week Wait

The overall improvement against the Two Week Wait target has been sustained with
compliance being achieved through Q1 and into July and August. Endoscopy capacity
remains the main risk. However, all areas are currently being managed through
targeted capacity and prioritisation, together with a clear escalation process.

The NICE guidance on fast track referrals indicates that significant growth is likely in a
range of specialities. Greatest in Gastro, Colorectal and Dermatology which are the
services already under greatest pressure. Others like Urology may also be affected.
We are monitoring to see if growth increases above the current levels which have

Performance Monitoring Page 2 of 9
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nearly doubled over 5 years already. Work with the CCG and other Dorset Trusts to

improve education and referral processes are underway.

The Breast symptomatic target is predicted to be achieved for the quarter overall.

Two Week Wait From Referral to First Seen

130.0%

100.0%

o B —

60.0%

——RBH 2 Week Wait
Performance

= MNational Performance 2
week wait

Auds Title

A0.0%

20,0% = Performance Target 2
week wait

0.0%
Apr-14 May-14 Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 MNov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15 Jun-15 Juk-15

62 Day Referral to Treatment

The Trust achieved the quarterly target at 85.5%. This was better than predicted at
the last Board meeting as a number of patients who were on our ‘predictor’ actually
received a confirmed non-cancer diagnosis, as well as some patient choice impact.
We do however, continue to remain at heightened risk against this target, due to our
continued pressures in the Urology pathways.

Analysis of longer waiting Urology patients show that the backlog of template biopsies
has contributed to some pathway delays which we are working to reduce with the new
local service. Another key reason for long waits are complex pathways and we are
working closely with our CCGs to review pathways into and through the services. A
review of Urology pathways across Dorset is being commissioned.

To a lesser degree, delays for robot prostatectomies has affected a small number of

patients, and internally we are continuing with ‘robot weeks’ as well as looking into the
potential for further increased capacity during Q3 in anticipation of demand pressures.
The analysis then shows a number of patients with a range of pathway delay reasons
including patient choice, patient cancellation, DNA and requiring cardiac assessment.

Quarter 1 2015/16 Jul-15

Haematology

12

Total

Within Target

100.0%

Lung

17

79.4%

Colorectal

29

84.2%

Gynae

85.7%

Skin

84

95.8%

UGI

22

95.3%

Urology

92

72.1%

Breast

93.7%

Others

Head & Neck

Brain/central nervous system

Performance

Total Within Target Performance
100.00%

72.70%

82.60%

100.00%

100.00%

90.50%

70.10%

92.30%

100.00%

Children's cancer

Other cancer

Sarcoma

N WO | |Ww

o |w|o|o (N

Total

300

257
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Some delays in Lung patient pathways, either across providers or due to complexities
of pathway steps, together with the demand and capacity pressures in our Gastro,
Endoscopy and Colorectal services, are also risks to our quarter 2 compliance.

The increased national focus on 62 Days is continuing and we are working with our
CCGs and NHS England (Wessex) on improvement and on the ‘Eight High Impact
Actions’ for Cancer. These are included in Annex B.

31 Day First Treatment, Subsequent Surgery and 62 Day Screening

Positively, compliant performance was achieved against the other Cancer targets in
Q1. This is expected to be a sustainable trend with the main risk currently around
endoscopy pressures, with the residual risk that a single patient delay may impact
these ‘small number’ performance targets.

5. A&E

95% of patients waiting less than 4 hours from arrival to transfer/discharge

The trend of high emergency attendances continues.

ALL ED ATTENDANCES AND % ATTENDANCES SEEN WITHIN 4
HOURS
9000 100%

8000 -

| osz%
7000 l

96%
6000

5000 - 94%

4000 -

3000
90%

2000
88%
1000
o] T T B6%
Jan-15 Feb-15 Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15

mm Eye Casualty Attendances mmmmm ASE Attendances % Attendances seen within 4 Hours == =% Target

ED performance in August was maintained and achieved target with 95.96%.
Significant planning was in place for the Junior Doctor changover, Air Festival and
Bank Holiday weekend, to mitigate risk as far as possible. However, increases in
delayed discharges is putting additional pressure on capacity, with 49.7% of 4 hour
breaches occurring due to bed capacity issues.

The extension of the BREATH model as previously highlighted has progressed, as
has the Nurse Practitioner cover. Our new consultant has now commenced and we
have succesully appointed an 8" consultant likely to start in the New Year. Locum

Performance Monitoring Page 4 of 9
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cover and spend is expected to fall considerably with the new appointments across
our medical staffing in ED.

6. Learning Disability

Patients with a learning disability: Compliance with requirements to healthcare access

We were compliant with requirement to healthcare access for Q1 15-16 against the
target.

7. Mixed Sex Accommodation

Minimise no. of patients breaching the mixed sex accommodation requirement

August is the first month of reporting under the revised MSA policy, in line with
contractual agreements with Dorset CCG. Under this policy, High Acuity areas, ED
Observation areas, and AMU GP Bays, are now included within MSA reporting. Under
this new policy, 8 episodes of MSA breach occasions occurred during August,
affecting a total of 29 patients. The break down of breach occasions and patients
affected are as follows:

Breach Patients

Occasions affected
CCuU 1 4
ED OBS 5 20
ITUHDU 2 5

Reviews of each breach to understand root causes is undertaken. Key issues for ED
observation bays are delays in access to specialist beds, transfers to other hospitals
and patient transport services. The breaches were often very short periods of time.
Delays from Critical Care (CCU and ITU) is due to lack of patient flow, especially
when there are pressures on medical bed availability. The ‘five daily actions’, and
discharge work will help create flow and reduce these, as well as a period of
embedding the policy and planning ahead.

8. Venous Thromboembolism

Risk assessment of hospital-related venous thromboembolism

We were compliant with the quarterly requirement to risk assess 95% of patients for
VTE with a performance of 95.4% for Quarter 1. For monthly internal monitoring
purposes, we remained compliant with 95.5% in July.

Performance Monitoring Page 5 0of 9
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9. Diagnostics

99% of patients to wait less than 6 weeks for a diagnostic test

As expected, Augusts’ diagnostic result of 92.8% missed the 99% threshold entirely
due to Endoscopy waits. In August these were Gastroscopy with 59.2% of the >6wk
patients, and Colonoscopy with 30.4% of the >6wk patients. Work is currently
underway to secure increased capacity pending recruitment of additional nursing
staff, which is progressing well. It is expected that whilst some additional capacity will
be provided in the meantime, this will increase significantly from September. This
broadly will stop the situation deteriorating. We are also working with the national
project office with regard to nationally led outsourcing capacity to then clear the
backlog.

The QI improvement project related to admin and booking processes continues to
progress well with more robust systems being introduced to ensure appropriate and
timely care for patients. This is now beginning to inform our demand and capacity
analysis which will inform our forward looking trajectory and recovery plan.

As previously highlighted Endoscopy waiting times have grown over this quarter.
Attempts to recruit a locum consultant have drawn no response but significant extra
work and goodwill from existing staff is offsetting this. However this therefore remains
a major risk to cancer and RTT waits.

Radiology reported one >6wk breach under Computed Tomography, however both
Radiology and Cardiology diagnostics remain compliant. Urology reported six >6wk
breaches under Cystoscopy, but this situation is improving and will be compliant.

Planned Patients

In addition to our patients who have been newly referred for a diagnostic procedure,
we also have patients who are on a ‘planned’ or ‘surveillance’ waiting list. These are
patients that have repeated procedures on a planned basis (e.g. annually or three/five
yearly). As indicated in the table below (note this is an unvalidated position), we have
seen an increasing number of patients on this list as well as in the number of patients
who are past their indicative ‘due date’. This is predominantly due to the pressures
referred to above in Endoscopy. The work being undertaken in Endoscopy will
support our forward plans for reducing this and this continues to be monitored on a
weekly basis, with clinical reviews requested as required.
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10. Cancelled Operations

No. of patients not offered a binding date within 28 days of cancellation

Unfortunately during August, one patient was not offered an appointment within 28
days of original cancellation. We have reduced Urology lists over August, which
naturally and unfortunately is having an impact on our Urology patients. This patient
has been given a provisional operation date for early October, the earliest date
currently available.

11. Stroke

The Q1 Stroke Sentinel Audit data has moved us up again to Band B, which places
us in the top 27% of stroke units. Unvalidated July performance shows continued
improvement against the Stroke Unit targets - Direct Access within 4 hours (86.8%)
and Time on the Stroke Unit (88.9%); as well as the Scanning targets. Good
performance against the TIA targets and thrombolysis rate was also recorded. We
therefore predict remaining within the ‘B’ category for Q2.

12. Referral to Treatment Times (RTT) — Aggregate and Speciality
Level

92% of patients on an incomplete RTT pathway within 18 weeks
90% of patients on an admitted pathway treated within 18 weeks
95% of patients on a non-admitted pathway treated within 18 weeks

Incomplete Pathways

In line with the national directives, the key RTT indicator is Incomplete Pathways to
reflect the focus on treating long wait patients and reducing overall national long
waiter backlogs. Following the work over the last year to reduce our backlogs and
improve our processes, we have seen continuation of strong performance overall.
Against this indicator above threshold performance is at 94.1% with over 18000
patients currently waiting less than 18 weeks. However, we do have one patient who
has waited over 52 weeks for a specialist Orthopaedic procedure who is being treated
in September.
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Some individual service level risks remain, particularly the Poole visiting specialities,
especially Oral Surgery which continues to decline in performance. Dermatology
remains pressured although it achieved the 92% standard for the first time in July.
Despite some improvements in these, this has predominantly been driven to date by
referral management and additional clinical sessions. Work continues with the CCG
and partner organisations to find ways to more substantively reduce demand
pressures and secure sufficient capacity. Joint work is underway to support the new
community Dermatology Service in Hampshire and to move to a digital image based
referral process for Dorset GPs to aid specialist triage.

Overall pressures in Urology, balancing the range of pathways which include cancer
and diagnostics as well urgent and routine RTT, continue to be a challenge and
additional locum consultant cover is currently in place. Furthermore, the pressures in
Endoscopy, Gastroenterology and Colorectal services highlighted earlier are causing
some routine pathways to be extended. Additional medical cover is being secured
and the Endoscopy capacity plans are expected to reduce these pressures going
forward.

Aug-15

<18 wks Total Performance

100 - GENERAL SURGERY

IRV o2.1% | o1ov% _ 91.0% _ 89.9% _ 90.% _ 900% _ 89.0%
110 - TRAUMA AND ORTHOPAEDICS
120 - EAR NOSE AND THROAT
130 - OPHTHALMOLOGY
IR RIEVI N co.% _ 875% _ 865% _ 805% _ 733% _ 658% _ 595%
150 - NEUROSURGERY
160 - PLASTIC SURGERY
170 - CARDIOTHORACIC SURGERY
300 - GENERAL MEDICINE

L 301 GASTROENTER O Lo Gy i
320 - CARDIOLOGY
330 - DERMATOLOGY
340 - THORACIC MEDICINE
400 - NEUROLOGY

_ _ A10-RHEUMATOLOGY | SBp  ORHbs GRS OFdBs CEdBS SRRy SEERs
430 - GERIATRIC MED
502 - GYNAECOLOGY

Other

TOTAL

Admitted and Non Admitted RTT

Internally we are continuing to monitor patient treatments on the admitted and non
admitted pathways. The percentage of admitted and non admitted patients treated
within 18 weeks during August remained stable at 90.5% and 94.0% respectively,
with the latter resulting from continued clearance of backlog. Over 6000 patients were
treated in August within 18 weeks, though we are currently investigating the admin
and clinical pathway of a Neurology patient who appears to have waited longer than
52 weeks.

13. Trust investments and the link to performance

As requested at the previous Board, the link between investments and performance is
considered here and within the paper looking at Emergency and winter preparations.
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The areas of focus in previous terms have been:

Funding Impact on improvement
Stroke outreach team Stroke access targets

0.5 additional urologist Cancer waits and RTT

1 breast surgeon 2 week waits improved
Dermatology staffing 2 week wait and RTT improving
Urgent care funding as per Winter Plan paper 4 hour target

To note that Monitor’s review of our annual plan highlighted we were relatively low in
our activity growth assumptions. This was because the level of funding growth made
available via commissioners was not able to afford higher levels of activity. Whilst
overall we are close to contracted elective activity, Endoscopy and Cardiology are
considerably over in activity and/or cost terms. As a result we are developing our
capacity for activity projections, to better aligh patient demand, service capacity, team
job plans, budgets and contracts, for both in year and 16/17.

14. Recommendation

The Board is requested to note the performance exceptions to the Trust’s
compliance with the 2015/16 Monitor Framework and ‘The Forward View into
Action’ planning guidance requirements.
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2015/16 PROPOSED PERFORMANCE INDICATOR MATRIX FOR BOARD OF DIRECTORS

Area

Monitor Governan

Indicator

ce Targets & Indicators

r Jan-15

Feb-15

Mar-15

Apr-15

May-15

Jun-15

Jul-15

Aug-15

RAG Thresholds
ter

> trajectory

<= trajectory

o — |Closﬁridium difficile Total number of hospital acquired C. Difficile cases under review I n/a | 10 | | n/a | n/a
|C|os!ridium difficile C. Difficile cases due to lapses in Care | 14 (1 pcm) | | | | | >1 <1
RTT Admitted 18 weeks from GP referral to 1 treatment — aggregate 90% 1.0 90.1% 91.3% 90.8% 90.8% 90.5% | <90% >90%
Referral to Treatment |[RTT Non Admitted 18 weeks from GP referral to 1st treatment — aggregate 95% 1.0 93.0% 94.0% 94.1% 93.3% 94.0% <95% >95%
RTT Incomplete pathway Patients on an 18 week pathway awaiting treatment — aggregate 92% 1.0 92.6% 93.9% 94.4% 94.3% 94.1% <92% >92%
2 week wait From referral to to date first seen - all urgent referrals 93% 10 91.6% 94.3% 97.6% 97.4% 96.4% <93% >93%
2 week wait From referral to date first seen - for symptomatic breast patients 93% 98.1% 96.3% 100.0% 100.0% 92.4% <93% >93%
31 day wait From diagnosis to first treatment 96% 96.2% 98.8% 97.2% 93.5% 97.8% <96% >96%
Cancer 31 day wait For second or subsequent treatment - Surgery 94% 1.0 86.1% 97.0% 92. 94.6% 95.8% <94% >94%
31 day wait For second or subsequent treatment - anti cancer drug treatments 98% 100.0% 100.0% 100.0% 100.0% 99.7% <98% >98%
62 day wait For first treatment from urgent GP referral for suspected cancer 85% 10 81.9% 86.2% 86.7% 83.6% <85% >85%
62 day wait For first treatment from NHS cancer screening service referral 90% 89.6% 100.0% <90% >90%
| A&RE |4 hr maximum waiting time From arrival to admission / transfer / discharge (Type 1 & 2) I 95% | 1.0 <95% ‘ ‘ >95% I
| LD |Palients with a learning disability Compliance with requirements regarding access to healthcare I n/a | 1.0 No | | Yes I
| TOTAL | CURRENT QUARTERLY MONITOR (PREDICTION) / SCORE ] 0.0 | 0.0 nia \ \ |
Indicators within The Forward View into Action: Planning for 2015/16.
| MSA |Mixed Sex Accommodation Minimise no. of patients breaching the mixed sex accommodation requirement | 0 | >0 | | 0 |
| Infection Control |MRSA Bacteraemias Number of hospital acquired MRSA cases | 0 | >0 | | 0 |
| Cancer |62 day — Consultant upgrade ing a consultant’s d to upgrade the patient priority * | 90% | 100.0% 100.0% 100.0% | | < 90% | | >90% |
| VTE |Venous Thromboembolism Risk assessment of hospital-related venous thromboembolism | 95% | 95.5% 95.8% 96.1% | _ | <95% | | >95% |
| Diagnostics |Six week diagnostic tests More than 99% of patients to wait less than 6 wks for a diagnostic test | >99% | 94.2% 94.8% 98.4% 94.8% 97.9% 97.7% 96.2% 92.8% - _ | <99% ‘ ‘ >99% |
Admission via A&E No. of waits from decision to admit to admission over 12 hours 0 >1 0
A&KE Ambulance Handovers No. of breaches of the 30 minute handover standard 0 n/a n/a the
Ambulance Handovers No. of breaches of the 60 minute handover standard 0 | n/a | n/a | the
- ] Gt 28 day standard No. of patients not offered a binding date within 28 days of cancellation 0 >1 0
Urgent ops Cancelled for 2nd time No. of urgent operations cancelled for a second time 0 >1 0
SSNAP indicator % of Stroke patients are treated on a dedicated stroke ward for 90% of spell SSNAP threshold thc 66.7% 83.7% 72.7% 51.1% 69.4% 84.3% 88.9% the thc the
SSNAP indicator Direct admission to Stroke Unit within 4 hours of admission SSNAP threshold thc 64.9% 68.1% 70.0% 53.3% 75.0% 62.9% 86.8% the the the
SSNAP indicator Patients receive CT Scan within 24 hours of admission SSNAP threshold the 98.2% 97.9% 98.1% 96.7% 100.0% 92.0% 100.0% the the the
Stroke & TIA SSNAP indicator Patients with acute stroke receive brain imaging within 1 hr SSNAP threshold thc 35.1% 42.6% 55.8% 46.7% 41.1% 40.0% 56.6% the tbc tbe
SSNAP indicator Thrombolysis Rate SSNAP threshold thc 14.0% 19.1% 17.3% 13.3% 12.5% 12.3% 17.0% the the the
SSNAP indicator % appropriate patients receiving thrombolysis (within 1 hour of clock start) SSNAP threshold thc 37.5% 33.3% 11.0% 50.0% 14.3% 62.5% 33.3% the tbe tbe
TIA indicator High risk TIA cases investigated and treated within 24hrs SSNAP threshold thc 75.0% 70.0% 71.0% 67.2% 63.0% 60.0% 60.0% the tbe tbe
TIA indicator Low risk TIA cases, seen within 7 days SSNAP threshold thc 76.0% 86.0% 91.0% 89.2% 92.0% 91.0% 86.0% the thc the
Clocks still running - 52 weeks Zero tolerance of over 52 week waiters (Incomplete Pathways) 0 m 0 0 >1 0
Clocks still running - admitted Total number of patients with an admitted incomplete pathway the n/a n/a n/a 5976 6097 5967 5967 6306 n/a n/a the
Clocks still running - admitted Number of patients with an admitted incomplete pathway over 18 weeks tbe n/a n/a n/a 656 600 568 669 753 n/a n/a tbe
Clocks still running - non admitted Total number of patients with an non admitted incomplete pathway the tbe
Clocks still running - non admitted Number of patients with a non admitted incomplete pathway over 18 weeks tbe tbe
RTT Clocks still running - Combined 100 - GENERAL SURGERY 92% 92.4% 94.0% 92.8% 91.1% 93.0% 92.3% <92% >92%
RTT Clocks still running - Combined 101 - UROLOGY 92% 92.1% 91.9% 91.0% 89.9% 90.1% 90.0% 89. 88.4 <92% >92%
RTT Clocks still running - Combined 110 - TRAUMA AND ORTHOPAEDICS 92% 87.3% 84.8% 86.3 89.2% 92.9% 94.2% 94.5% 93.9% <92% >92%
RTT Clocks still running - Combined 120 - EAR NOSE AND THROAT 92% 85.1% 87.2% 85.3% 87.8% 87.4% 90.3% 95.0% 98.4% <92% 292%
RTT Clocks still running - Combined 130 - OPHTHALMOLOGY 92% 94.9% 95.7% 96.3% 97.4% 97.3% 97.5% 96.6% 95.4% <92% >92%
Referral to Treatment |RTT Clocks still running - Combined 140 - ORAL SURGERY 92% 90.4% 87.5 86.5% 80. 65.8% 59.5% 84.9¢ <92% >92%
RTT Clocks still running - Combined 170 - CARDIOTHORACIC SURGERY 92% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% <92% 292%
RTT Clocks still running - Combined 300 - GENERAL MEDICINE 92% 94.0% 98.2% 96.0% 93.0% 94.6% 97.6% 97.5% 96.9% <92% >92%
RTT Clocks still running - Combined 320 - CARDIOLOGY 92% 94.0% 94.7% 94.5% 94.6% 94.9% 95.8% 95.8% 94.2% <92% >92%
RTT Clocks still running - Combined 330 - DERMATOLOGY 92% 77.6% 251 79.4% 84.6% 89.3% 89.1% 92.1% 92.1% <92% >92%
RTT Clocks still running - Combined 340 - THORACIC MEDICINE 92% 95.8% 100.0% 99.5% 97.9% 99.4% 97.9% 98.6% 99.4% <92% >92%
RTT Clocks still running - Combined 400 - NEUROLOGY 92% 98.5% 94.1% 91.8% 86.7% 85.6% 81.7% 87.7% 96.8% <92% >92%
RTT Clocks still running - Combined 410 - RHEUMATOLOGY 92% 99.5% 99.1% 99.5% 97.1% 96.1% 94.5% 96.9% 98.2% <92% >92%
RTT Clocks still running - Combined 430 - GERIATRIC MED 92% 98.0% 98.9% 100.0% 97.8% 97.0% 98.1% 97.0% 99.2% <92% >92%
RTT Clocks still running - Combined 502 - GYNAECOLOGY 92% 96.5% 95.8% 93.3% 91.8% 95.1% 92.5% 92.1% 92.3% <92% 292%
RTT Clocks still running - Combined Other 92% 99.8% 99.3% 98.6% 97.3% 97.7% 97.6% 95.6% 95.9% <92% >92%
Planned waits Planned waiting list % of patients overdue from their planned date 0 | | | | 96.9% 95.2% 95.6% 98.1% 95.8% tbe
Cancer 62 day by Tumor Site Haematology 85% 100.0% 100.0% <85% >85%
Cancer 62 day by Tumor Site Lung 85% 79.4% 72.7% <85% >85%
Cancer 62 day by Tumor Site Colorectal 85% 84.2% 82.6% <85% >85%
Cancer 62 day by Tumor Site Gynae 85% 85.7% 100.0% <85% >85%
Cancer 62 day by Tumor Site Skin 85% 95.8% 100.0% <85% >85%
Cancer 62 day by Tumor Site uaGl 85% 77.1% 95.3% 90.5% <85% >85%
Cancer Cancer 62 day by Tumor Site Urology 85% 73.8% 7 70.1% <85% >85%
Cancer 62 day by Tumor Site Breast 85% 97.1% 93.7% 92.3% <85% >85%
Cancer 62 day by Tumor Site Head & Neck 85% 69.2% 80.0% 100.0% <85% >85%
Cancer 62 day by Tumor Site Brain/central nervous system 85% <85% >85%
Cancer 62 day by Tumor Site Children's cancer 85% <85% >85%
Cancer 62 day by Tumor Site Other cancer 85% 55.6% 100.0% <85% >85%
Cancer 62 day by Tumor Site Sarcoma 85% 75.0% 0.0% <85% >85%
T r—. |NHS Number Compliance Completion of NHS Numbers in SUS Submission (IPS/OPS) | 99% | 99.8% 99.9% 100% 99.9% 99.9% 100% tbe ‘ <99% ‘ ‘ >99% |
[NHS Number compliance Completion of NHS Numbers in SUS A&E Submissions | s | 97.5% 97.6% ) 97.9% 97.9% 98% e | <o5% | =

* Local standard of 90% with a de minimis of 2 breaches per month or 6 per quarter

NHS Number Compliance is YTD
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1. Purpose

The purpose of this policy is to clearly set out the principles and processes relating to
the management of suspected cancer patients referred to Royal Bournemouth and
Christchurch Hospitals NHS Foundation Trust. Waiting time standards for patients
referred to the Trust with diagnosed or suspected cancer form part of the Trust
assurance in providing access to cancer treatment and is regulated by the Care
Quality Commission (CQC).

This policy describes how the Trust will manage access to its services and ensure fair
treatment for all patients with a suspected or confirmed diagnosis of cancer. Further
detail of the cancer guidance supporting this document can be found in Cancer
Waiting Times — A Guide (Version 8)

The overall purpose of the document is to establish a consistent approach to the
management of cancer waiting times across the organisation.

The purpose of this policy is as follows:
1.1  Waiting time standards for all patients diagnosed with cancer are met.

1.2  Clear lines of accountability and responsibility can be identified in relation to
tracking, monitoring and delivery.

1.3  There is clarity on information to be provided to the directorates to support
delivery and lines of responsibility in terms of its provision.

1.4 A reporting process will exist, including escalation processes, to ensure key
risks are identified and acted upon.

1.5 Robust information governance procedures are in place to ensure all data
relating to patients on cancer pathways is validated in line with national
definitions and signed off prior to upload for national scrutiny.

1.6  This policy is used in conjunction with the Trust's General Patient Access
Policy and specific policies and procedures as set out in the relevant section.

2. Objectives

The over-arching objective of this policy is to ensure all staff involved in cancer waiting
time management are aware of and follow through the processes outlined in this
document to provide equitable access for patients through effective cancer tracking,
thereby enabling the Trust to achieve the required access standards taking into
account national rules and guidelines.

Specific objectives of this policy are as follows:

2.1  Cancer patients or suspected cancer patients receive treatment according to
their clinical priority, and that those with the same clinical priority are treated in
chronological order.

2.2  That all patients receive their first appointment/treatment within the targets set
out in the Cancer Reform Strategy taking into account patient choice and
clinical pathways.
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2.3  Administrative and Clinical staff throughout the Trust take responsibility for
moving patients along the agreed clinical pathway in the timescale set out
within this policy.

2.4  Allinternal documentation/referrals clearly state all relevant target dates
(including TCI cards, scan requests, etc.)

2.5 Clinical support departments adhere to and monitor performance against
internally agreed waiting times for tests / investigations in their department.

2.6  Accurate data on the Trust’s performance against the National Cancer Waiting
Times Targets is recorded in to the Somerset Cancer Registry and reported to
the National Cancer Waiting Times database with predetermined timescales.
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3. National Targets for Cancer

The current national waiting times targets relating to cancer are as follows:

2 Week Wait 93%
Breast Symptomatic 93%
62 Day First Definitive Treatment 85%
62 Day Screening Standard 90%
31 Day First Definitive Treatment 96%
31 Day Subsequent Treatment 98%
(anti-cancer drugs)

31 Day Subsequent Treatment 94%
(surgery)

31 Day Subsequent Treatment 98%

(other) i.e. Palliative

3.1 To ensure there is a maximum 14 days from receipt of urgent GP/GDP referral
for suspected cancer to 1% OPA / straight to test. In addition, all patients
referred with breast symptoms, irrespective of cancer being suspected, will be
seen within 14 days of referral.

3.2  To ensure that all patients urgently referred with suspected cancer from GP /
GDP and screening programmes (bowel, breast and cervical) who are
subsequently diagnosed with cancer are treated within 62 days of receipt of
referral (31 days for Acute Leukaemia, Testicular and Children’s cancers)

3.3 To ensure that all patients upgraded by Consultants as suspected cancer are
treated with 62 days of decision to upgrade.

3.4  To ensure that all patients being treated for cancer receive their first treatment
within 31 days from decision to treat / earliest clinically appropriate date (see
glossary for definitions).

3.5 To ensure that all patients being treated for cancer receive their subsequent
treatment within 31 days from decision to treat / earliest clinically appropriate
date (see glossary for definitions).

3.6 To maintain a provision of bowel screening for all patients 60-75 years and
ensure all patients with cancer are treated within 62 days.

Page | 5



Annex A
3.7 To provide a two week turnaround for cervical screening results. Relevant

patients with cervical cancer must be treated within 62 days.
3.8  Patients with screening detected Breast cancer must be treated within 62 days.
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4, Referrals for suspected cancer

4.1  Suspected Cancer Referrals also known as 2 week wait referrals

To meet the NHS Plan, suspected cancer referrals must be seen by a consultant /
direct access diagnostic / one stop service within 14 days of the referral being
received. Urgent referrals from GPs (GDP and Opticians) for suspected cancer should
be submitted via Choose & Book or to the safe haven fax within Central Appointments
using the relevant site specific pro-forma. Appointments will be made to be seen
within 2 weeks for consultation / straight to test.

4.2 UPGRADING a referral

A consultant at any time may upgrade a patient to an urgent suspected cancer priority.
(see 6.1)

4.3 DOWNGRADING a referral

If the consultant considers that the referral is not suspected cancer and therefore
requires downgrading he / she must first seek active consent from the referring
GP. A treatment status of active monitoring must not be used incorrectly to stop
a patient pathway.

4.4  Patients admitted as emergencies prior to the 2 week wait first
appointment

If the admission is for the same condition as the referral, the patient will no longer be
recorded against the 2 week standard, however such a patient could be upgraded on
to the 62 day pathway if the Consultant suspects cancer is the cause of the
admission.

If it is for another condition and cancer is subsequently diagnosed during that
admission, the original 2 week referral still stands and the admission is the equivalent
of the first seen and the patient should continue to be tracked against the 62 day
standard.

45 Two referrals on the same day

If two referrals are received on the same day, both referrals must be seen within 14
days and, if two primary cancers diagnosed, they must be treated within 62 days for
both cancers if clinically appropriate.

4.6 Incorrect/Incomplete referral information

If Demographics for the patient including telephone numbers are incorrect and the
patient is not contactable due to this, the referral will be returned to the GP with a
request to provide correct information and re-refer. The referral must be returned to
the GP within 5 days of the Trust receiving the referral. The clock starts when the
revised referral is received.
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5. Screening

5.1 Breast Screening

The flow chart below outlines the pathway for patients referred from the breast
screening service. A number of key steps are to be noted.

BREAST
CANCER
SCREENING

NEW B2-DAY WAIT

| L

"“\

(=) PA:\:,IATH\ DATE EIRET TQET\NEJFET” TREATMENT " TREATMENT |
tes TREATMEH SEE"J PERLID ST-’\F{I START DATE
FPERICD TCA NCER)
DATE
S TART D.-’\TE

[ abnomaiity i Rieads
zpotted by | ge
raadear | refarra

5.1.1 Referral will be triggered by the BSU final reader who initiates the assessment
appointment.

5.1.2 The pathway starts from date of decision to refer to the BSU Assessment Clinic

5.1.3 Assessment appointment is date first seen.

5.1.4 First treatment must commence within 62 days of the date the pathway is
triggered by the BSU final reader.

5.2 Bowel Screening

The flow chart below outlines the pathway patients follow when referred from the
bowel screening service. A number of key steps are to be noted.

BOWEL
CANCER
SCREENING

spotted In FOBT

CANCER
REFERRAL TO
TREATMENT
PERIOD
START DATE

Automatic
reterral
made by
ecreening
service

CANCFR
TREATMENT
PERIOD
START DATE

TREATMENT
START DATE
{CANGER)

Abmormalty DATE FIRST

SEEN

sample

MNEW G2-DAY WAIT

5.2.1 Referral will be triggered by a positive FOB results.

5.2.2 The pathway will start from the date the Hub book the nurse pre-assessment
clinic (date of clinic booked is day “0")

5.2.3 Assessment appointment/direct access colonoscopy is date first seen.

5.2.4 If cancer is then diagnosed, the patient is placed on a 62 day pathway (ie treat
within 62 days of booking nurse pre-assessment)

5.3 Cervical Screening

The flow chart below outlines the pathway patients follow when referred from the
cervical screening service. A number of key steps are to be noted.
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5.3.1 Referral will be triggered by the following smear result:

All patients with moderate or worse cytology will be included within the 62 day
screening period. This includes the following cytology categories:

Possible invasive cancer
Severe dyskaryosis
Moderate dyskaryosis
Glandular neoplasia

5.3.2 The pathway will start from the date of receipt of referral from the Cervical
Screening service.

5.3.3 Patients will be seen in accordance with QA screening recommendations.

5.4 First appointment from screening referrals

As with 2WW referrals, if patient DNA's first appointment, another appointment should
be offered. A ‘pause’ will apply from the date the patient was offered to the date the
patient accepts.

If patient declines first appointment, another appointment should be offered within 7
days. No ‘pause’ will apply.

If patient declines second appointment offered, they remove themselves off the
pathway and should be recorded on PAS as ‘did not attend first appointment’. GP
should be informed.

If at a later date the patient contacts the screening programme and agrees to attend,
the patient will be monitored under the 31 day pathway once diagnosed with cancer.
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6. Consultant Upgrades

Hospital specialists must ensure that patients who were not referred urgently by their
GP, but who have symptoms or signs indicating a high suspicion of cancer, are
managed on the 62 day pathway.

6.1 Definition of Consultant upgrade

Any patient that is not already on a 62 day pathway, i.e. referred from a GP / GDP as
an urgent suspicion of cancer referral or with breast symptoms (i.e. 2 week wait) and
who is not referred through the screening programmes, may be upgraded onto a 62
day pathway by the Consultant or other authorised clinician. The 62 day target starts
on the date the upgrade decision is made.

In practice, the upgrade usually follows initial MDT discussion. Upgrade must occur
before the decision to treat date. Patients not upgraded by this point will be measured
against the 31 day decision to treat to first definitive treatment. Where a decision to
upgrade a referral is made the MDT co-ordinator must be made aware to ensure the
patient is appropriately tracked on SCR.

The upgrade will only be applicable for patients that have a suspicion of a new cancer,
not those who may be suspected of a recurrence.

7. Treatment under 31 day pathway

Newly diagnosed cancers

All patients should be treated within 31 days of DTT irrespective of the treatment.
Each new primary will require a new record to be created and this will include all skin
SCC'’s that are diagnosed, not just the first.

Subsequent treatments or treatments for recurrences

All surgical / chemotherapy/radiotherapy and palliative patients will be treated within
31 days of DTT / ECAD.

[A course of chemotherapy is counted as one treatment, not each cycle within it, but if
the chemotherapy drug is changed during a course and a new course commenced, a
new record will need to be created. The date of the first dose is recorded as the date
of the start of the first or subsequent treatment.

The start of the 31 day pathway is defined as either:

The Decision To Treat Date (DTT). This is the date that a patient agrees a treatment
plan for first or subsequent treatments.

OR Earliest Clinically Appropriate Date (ECAD). This is where there is no new

decision to treat, but there has been a previously agreed and clinically appropriate
period of delay before the next treatment can commence.
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8. Pause Or Waiting Time Adjustments

The adjustments within cancer pathways have been changed to reflect the 18 week
pause model will be used for all Cancer Waiting Times targets.

8.1  No pauses will be allowed for:

8.1.1 Medical suspensions at any point in the pathway.

8.1.2 During the diagnostic phase of 62 day pathway.

8.1.3 Treatment in non-admitted (outpatient) settings e.g. radiotherapy.

8.2  Pauses are only allowed in the following circumstances:
8.2.1 Patient DNA's their initial outpatient appointment

For the 18 week period this would nullify the pathway but for cancer 2 week wait and
62 day standards this would allow a clock pause from cancer referral received date to
the date of the DNA'd appointment (see 8.4 below).

8.2.2 Treatment in an inpatient setting (ordinary admission or day case) where
the patient declines admission, providing that the offer of admission was
‘reasonable’

Offer of ‘reasonable’ admission for cancer patients is defined / interpreted as any
offered admission within a cancer referral to treatment period.

The pause is the time between the date of declined admission to the point when the
patient could make themselves available for an alternative appointment / admission.

8.2.3 Patients that agree a TCI date but then cancel

A pause does not apply in this situation, however if the patient is offered another date
which they decline, a pause would apply between the date of the second date offered
and the date accepted. (also the same for patients that DNA TCI treatment start date)

8.2.4 Patients state that they are unavailable for a period of time before a
reasonable date is offered.

If a patient makes themselves unavailable for admission for a set period of time e.g.
they are going on holiday. Offering dates within that time would therefore be
inappropriate (as we would be offering dates we know the patient cannot make). In
these circumstances a pause can be applied for the earliest reasonable offer we could
have made to when the patient makes themselves available again.

8.3 Patient Cancellations
8.3.1 First appointment

2 week walit referral patients who cancel their first appointment should be offered
another appointment within the 2 weeks of the referral being received. If the patient
declines an appointment within the 2 weeks, a breach reason of patient choice will be
recorded.

If the patient subsequently cancels the second appointment / straight-to-test
appointment offered, they should be referred back to their GP and removed from the
62 day pathway.
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8.3.2 Subsequent appointments

Patients who decline/cancel appointment dates should be offered an alternative date
within 14 days of the cancelled appointment (no waiting time adjustment will apply).

If the patient subsequently cancels the second appointment / straight-to-test
appointment offered, they should be referred back to their GP and removed from the
62 day pathway.

8.4  Patient DNAs
8.4.1 First Appointment

2 week wait patients who DNA their first outpatient appointment should be offered an
alternative date within 14 days of the DNA. A waiting time adjustment will be made
between the two appointment dates and recorded on the Somerset Cancer Registry.

If the patient DNA'’s the second appointment / straight-to-test appointment offered,
they should be referred back to their GP, with the advice to the GP to review, advise
and re-refer under the 2 week wait system if appropriate and the patient agrees to
attend.

Once a patient has been referred back to their GP they can be removed from the 62
day pathway.

8.4.2 Subsequent appointments

If a patient does not attend an appointment at a subsequent point on the 62 day / 31
day pathway and fails to notify the hospital, it will be at the referring consultant’s
discretion to either:

Send the patient a further appointment, or Refer the patient back to their GP.

In the event of a further appointment being offered, all should be mindful of the fact
that a wait time adjustment will not apply and that the patient will need subsequent
appointments and treatment within the target time.

In the event of the patient being referred back to their GP, the patient should be
removed from the pathway.

8.5 Patients who are referred by their GP with a suspected cancer, (2ww)
whose first attendance is “straight to test”

Patients who attend but have not followed instructions for the procedure i.e. have
eaten or not taken appropriate preparation will be recorded as DNAs for the purposes
of cancer waiting times and therefore another date offered within 14 days. A waiting
time adjustment can be made.
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9.1

9.2

9.3

9.4

9.5

9.5.1
9.5.2

9.5.3

954

10.

Management Process and Information

Communication with patients should be timely, informative, clear and concise
and the process of waiting list management should be transparent to the public.

All staff will ensure that any data created, edited, used, or recorded
contemporaneously and accurately on Trust Systems within their area of
responsibility as soon as practicably possible in order to maintain the highest
standards of data quality within the statutory and regulatory framework.

All waiting lists must be managed on the hospital's Patient Administration
System (PAS) and all information relating to patient activity must be recorded
accurately and in a timely manner.

The Trust MDT Facilitator will proactively track and monitor all fast track
patients in line with the National Cancer Waiting Time Guidance, recording
relevant information at each stage of the journey on the Somerset Cancer
Register.

Validation and submission to NCWTB

Data on the Trust PTL will be validated each week by the MDT Team Leader.

A monthly line by line validation will be undertaken by the MDT Facilitators prior
to upload by Information Services.

A final line by line validation will be undertaken by the MDT Facilitators before
Open Exeter submission deadline to ensure all patients and performance have
been correctly recorded.

Prior to submission of quarterly data to Open Exeter, the quarterly upload must
be first agreed by the Cancer Information Manager and the Associate Director

of Cancer Services. Final sign off prior to submission must be undertaken

by the Chief Operating Officer.

Patients’ Responsibilities

Patients too have responsibilities e.g. for keeping appointments, and giving
reasonable notice if unable to attend (provided reasonable notice of a forthcoming
appointment has been given by the Trust).
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11. General Principles for Patients of a 62 day or 31 day Cancer
Pathway

11.1 No 2 week wait cancer patient referral can be downgraded to “routine” without
agreement between referring GP and hospital consultant. The referring GP
must then put this agreement in writing to the Trust before a routine
appointment can be offered to the patient.

11.2 Patients will only be downgraded to “routine” when there is confirmation that
cancer is not suspected.

11.3 If a patient is downgraded to “routine” the appropriate consultant should
document that the patient does not have cancer and they should be removed
from the Cancer Pathway and managed via the 18 week pathway.

11.4 Allinternal documentation should clearly identify patients as cancer target
patients if they are on the 62 day or 31 day target.

11.5 Any waiting list entry should identify target treatment dates.

11.6 The Trust will strive to maintain a maximum 10 day wait for diagnostics for
patients with suspected cancer.

11.7 The Trust will strive to maintain a maximum 5 day turnaround from the receipt
of the specimen for all Histology requests when there is a suspicion of cancer

11.8 Clinic letters for patients with suspected cancer should be typed within 48 hours
of the appointment.

Page | 14



Annex A

12. Clinical Standards for Patients on a 62 day or 31 day Pathway

The Trust’'s aim is to reach Date of Decision to treat (DDT) by day 31 of a patient’s 62
day pathway in order to ensure the patient has sufficient thinking time about treatment
options, without causing a breach of target. In order to achieve this, we require
clinicians to take the following steps:

12.1 To ensure that all referrals for further tests / investigations / treatment are
written up on the day of the decision to refer and are clearly identified as cancer
pathway patients.

12.2 Ensuring referral is received in relevant area within 24 hours.

12.3 Once results / reports of further tests are available, to act on these in a timely
manner and to take the decision to remove a patient from the pathway in the
event that cancer is no longer suspected.

12.4 To support MDT Facilitators and medical secretaries in ensuring that they have
timely and accurate data about a patient’s diagnosis / treatment.

12.5 Within their NSSG, to develop timed clinical pathways that reflect the need to
reach DDT by day 31 and that are developed in accordance with I0OG / NICE
Guidance.

12.6 To actively review and if necessary change the cancer patient pathway in
accordance with IOG / NICE guidance and /or in the best interests of the
patient on a regular basis.

12.7 Inform the patient’'s GP of a new cancer diagnosis within 24 hours of the
diagnosis being made.
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13. Transferring a Patient to another tumour site

13.1 If a decision is made to refer a cancer target patient to another tumour site to
continue investigations for a possible cancer, the patient remains on their
existing 62 day pathway.

13.2 If the onward referral is for the investigation of a medical condition but cancer is
not suspected, the patient can be removed from the pathway. The patient can
only be taken off tracking if the new pathway is a non-cancer one and the
patient is aware of this.

13.3 Where a patient is referred to another tumour site but remains on the pathway,
the MDT Facilitator will transfer the referral within the Somerset Cancer
Register to the appropriate tumour site, (which ensures the patient remains on
the PTL) and notify the relevant MDT via the MDT Facilitator.

14. Making areferral to another Trust

Within 24 hours of a decision to refer the MDT Facilitator must send a notification of
transfer to the receiving Trust (also known as CARP). This does not replace the
clinical referral. A record of all CARPS will be kept together with a timeline of any
patients referred/transferred to another Trust over 31 days in the pathway recording
reasons.

14.1 62 day pathway (2ww)

This will include all patients on the bowel screening pathway who elect to continue
investigations at their local Trust. The following process must be undertaken:

14.1.1 MDT Facilitator to prepare a CARP.

14.1.2 MDT Facilitator to send electronically, via nhs.net email, to the appropriate
receiving Trust requesting a confirmation of receipt.

14.1.3 The MDT Facilitator must continue to track the patient.

14.2 Other source of referral (non 2ww)
If a diagnosis has been made and a record exists within Somerset Cancer Register, a
CARP should be sent by the MDT Facilitator.

If no diagnosis has been made, the MDT Facilitator must send a confirmation email to
receiving Trust that patient is a non 2ww and has no target applicable.

In both cases information must be sent electronically and request a confirmation of
receipt.

14.3 Patients referred for diagnostics only

A CARP should be sent from the referring Trust prior to diagnostic tests and the MDT
Facilitator to enter the record onto the Somerset Cancer Register.
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The cancer status should then be changed to ‘no cancer diagnosed’ or ‘cancer
diagnosed no treatment planned’ to remove the patient off the Trust PTL. (Comment —
‘Treatment to be planned at another Trust)

14.4 Notification of Treatment

Receiving Notification of Treatment

Once the MDT Facilitator receives a notification of treatment they are responsible or
updating the patient status within the Somerset Cancer Register with “First treatment
commenced” or Subsequent treatment commenced” once the treatment has taken
place.
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15. Inter-Trust Referral Management
15.1 Tertiary referrals

Inter-Trust transfers should be made in accordance with timescales and pathways
agreed by the Network Site Specific group (NSSG).

In the absence of SSG agreed inter-Trust referral timescales the referral should be
made no later than day 42 of the 62 day cancer pathway.

All documentation / information should clearly state if a target applies and the
appropriate target date.

The decision to treat (DTT) should be made by day 42 of the 62 day cancer pathway.
DTT for patients on an inter-Trust pathway will usually be made by the Clinicians at
the treating Trust.

Where possible information should be transferred between Trusts electronically, this
should be done via a named NHS contact.

When there is a 62 day cancer waiting times breach on an inter-Trust pathway the
breach reason will be agreed between the referring and treating Trust and the breach
shared.

15.2 Referrals from a local MDT to a Specialist Multidisciplinary Team (SMDT)

Referrals should be made to the SMDT in accordance with individual tumour specific
guidelines using the agreed SMDT referral format.

Referrals from a local multidisciplinary team (LMDT) to a specialist multidisciplinary
team (SMDT) should be made within 24 hours of the decision to refer the patient.

To avoid delays in SMDT discussion and clinical decision making, imaging and
pathology required by the SMDT will be sent at the time the SMDT referral is made.

All SMDT referrals must specify the cancer waiting times target (31 day/62 day) that
applies to the referral and the breach date.

Where a Consultant in one organisation wants to refer a patient to a LMDT or SMDT
at another Trust, that referral must be made within 24 hours of decision to refer.

Referral should be made in accordance with the LMDT / SMDT referral format
including all relevant imaging and pathology, including details of cancer waiting times
targets that apply to the referral.

15.4 Patients referred for diagnostics

Where a patient is referred from a LMDT / SMDT or Consultant for diagnostics only

the referral should be made within 24 hours of decision to refer and full details of
cancer waiting times targets that apply to the referral should be included.
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16. Escalation
16.1 First Appointment

If a first Outpatient Appointment / straight to test cannot be made within 2 weeks for
patients referred by GP on an urgent suspected cancer pathway or Breast referral, the
following actions must be taken:

Fast Track Co-ordinator must discuss with Appointment Supervisor to see whether
alternative capacity can be found in another clinic/with another Consultant.

If the above is not possible, Associate Director of Cancer Services and relevant
Directorate Management should be notified with the expectation that within 24 hours
an alternative capacity will be agreed with the relevant Consultant. In the event that it
is not possible to provide additional capacity within the two week period the Chief
Operating Officer must be alerted to the risk of non-compliance with the 2 week
Standard.

16.2 Diagnostics

If any other diagnostic test cannot be delivered within two weeks of request, this
should be escalated to the departmental manager for action, notifying the Associate
Director of Cancer Services

16.3 Endoscopy

If appointment is ‘straight to test’ for an Urgent Suspected Cancer pathway and an
appointment is not available within 1 week, the Endoscopy Matron should be informed
immediately.

The Endoscopy Administrators will inform the Directorate Manager and discuss
options with relevant consultant or, in their absence, the Lead doctor for cancer within
the speciality. In the event that it is not possible to provide additional capacity within a
two week period the Chief Operating Officer must be alerted to the risk of non-
compliance.

16.4 Radiology

If an appointment is being booked outside the specified period of 2 weeks from the
date of the request, this should be escalated to the Head of Radiology for action and
copied to the Associate Director of Cancer Services.

16.5 Histopathology

If a report cannot be provided within the specified time, this should be escalated to the

Pathology Manager for action and copied to the Associate Director of Cancer
Services.
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16.6 Treatment

Where treatment cannot be booked within the 62 or 31 day target time, the following
actions must be taken:

16.6.1 Surgery

The MDT Facilitator should escalate to the relevant Directorate Manager for
discussion with the treating Clinician.

Prior to escalation, an initial investigation should be undertaken to determine whether
or not there are any legitimate waiting time adjustments to be made and to verify that
the decision to treat date is correct.

NB. Care should be taken not to compromise other targets, however cancer patients
should take priority taking into account clinical need.

Any request for additional capacity should go to relevant Directorate Manager for prior
authorisation. In the event that it is not possible to provide additional capacity within
the defined period the Chief Operating Officer must be alerted to the risk of non-
compliance.

16.6.2 Radiotherapy

All referrals to neighbouring Trusts for radiotherapy should be made by day 42 of the
62 day pathway.

Any referrals made after day 42 or where there is likely to be a breach should be
raised by the relevant MDT Facilitator at the weekly PTL meeting.

16.6.3 Chemotherapy
All referrals for chemotherapy should be made by day 42 of the 62 day pathway.

Any referrals made after day 42 should be raised by the relevant MDT Facilitator at
the weekly PTL meeting

16.7 Administrative Standards

If administrative standards cannot be met, i.e. letters typed within 48 hours, this
should be escalated to the relevant Directorate Manager and be raised at the weekly
cancer PTL meeting.

16.8 Potential Breach

In the event that there is a potential breach, the MDT Facilitator must ensure the

nominated manager within the relevant Directorate is notified, the potential breach
added to the predictor report and escalated to the weekly Performance meeting.

Page | 20



Annex A

16.9 Weekly PTL meeting

The weekly PTL meeting will be chaired by the MDT Team Leader. Attendees include
the MDT Facilitators. Issues arising are escalated to the relevant Directorate contact.
The Associate Director of Cancer Services will ensure any issues are discussed at the
weekly referral meeting.

Standard Agenda items for PTL meeting

62 day pathway including Screening / Upgrades All patients in the over 28 day
columns of the PTL without DTT All patients with a DTT without treatment date All
patients with a treatment date outside of target

Tertiary referrals made after day 42

31 day patients — All treatments All patients with a DTT without a treatment date All
patients with a treatment date outside of target

Other patients All patients with complex waiting time adjustments, for these to be
checked. Any other patient on the pathway causing concern All patients that
escalation processes have been initiated unsuccessfully.
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17.

Responsibilities within the Trust

17.1 The MDT Facilitator is responsible for:

17.1.1
17.1.2

17.1.3

17.1.4

17.1.5

17.1.6

17.1.7

17.1.8

17.1.9

Arranging MDT meeting

Working with the Lead Clinicians and Directorate Managers to ensure robust
tracking of patients on a cancer pathway.

Escalating to appropriate Managers when dates for either diagnostics or first
or subsequent treatments cannot be given with the required timescales.

Ensuring all necessary patient information is available for effective team
discussion.

Working with the Lead Clinicians ensuring all MDT meetings run effectively
and all patients are discussed at the appropriate point on their pathway.

Ensuring all decisions about individual patients’ management and the
attendance of MDT members are recorded.

Ensuring the breach date of each patient is discussed and actioned at MDT
and the MDT record of discussion is completed.

Producing a weekly PTL for the tumour sites within their remit and forwarding
to the Clinical Lead and relevant medical secretaries.

Working with the Lead Clinicians to ensure data submitted to the national
audit programme is complete and accurate.

17.1.10 The MDT Facilitator will ensure all data quality checks are undertaken by the

clinical team and that data is submitted to the National Audit Programme
within published deadlines.

17.1.11 Working together with the MDT Lead Clinician and Directorate Managers, the

MDT Facilitator will be responsible for accurate data collection in relation to

the full Cancer Registration Dataset / National Clinical Audit Programme.

17.2 MDT Lead Clinicians

17.2.1

17.2.2

17.2.3

17.2.4

17.2.5

17.2.6

Working with relevant Managers to ensure patients are dated within their
breach date.

Escalating to Associate Directorate of Cancer Services and Directors of
Operations if capacity constraints prevent the above.

Ensuring all requests for diagnostics are actioned within 24 hours of the
decision and are clearly marked that they are for a patient with confirmed or
suspected cancer and contain the patients breach date.

Ensuring that the dating of patients within their breach date is discussed
and actioned at MDT meetings.

Informing the MDT Facilitator immediately when a patient has a diagnosis
of cancer confirmed.

Informing the MDT Facilitator when a diagnosis of cancer has been ruled
out.
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17.2.7 Ensuring that DCN guidelines relating to LMDTs and SMDTSs are followed.
17.2.8 Ensuring SSG guidelines are followed.
17.2.9 Ensuring timed pathways are implemented.

17.2.10 Working with the Cancer Manager and relevant Divisional General Manager
to ensure any learning from delays resulting in breaches of the cancer waiting
time standards.

17.3 Directors of Operations

17.3.1 In conjunction with the Associate Director of Cancer Services, ensuring all
patients on a cancer pathway are treated within their breach date.

17.3.2 Ensuring patients referred for diagnostics are dated within the timescales
agreed.

17.3.3 Ensuring where clinically possible all patients receive a diagnosis by day 31
of their pathway.

17.3.4 Ensuring all patients requiring a referral to another Trust are referred by day
31 of their pathway.

17.3.5 Ensuring that a chronology is prepared for all breaches and actions
implemented to address any avoidable delays, via weekly Care Group
Meetings.

17.3.6 Ensuring SSG guidance is adhered to.

17.3.7 Ensuring all potential breaches are escalated to the Trust Cancer Manager
and the Associate Director of Clinical Operations.

17.4 Associate Director of Cancer Services

17.4.1 Work with the Directorate Managers to ensure the delivery of the cancer
waiting time standards.

17.4.2 Ensure any delays in patient pathways are discussed at the Performance
Meeting.

17.4.3 Work with the Directorate Managers to audit compliance with national and
local policies relating to the delivery of cancer services and cancer waiting
time standards.

17.4.4 Ensure that all data entered onto Somerset reflects national definitions for
cancer pathways.

17.4.5 Ensure robust processes are in place to ensure data quality and validation of
data prior to upload to CWT and Open Exeter.

17.4.6 Ensure audit data is accurate and available within defined timescales.

17.4.7 Work with Cancer Nurse Specialists to improve patient pathways and ensure
compliance with Peer Review Standards.
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18. GLOSSARY

2 WEEK WAIT

31 DAY PATHWAY

62 DAY PATHWAY

BREACH

DATE OF DECISION
TO TREAT (DTT)

DNA
(Did not attend)

ECAD

NCWTDB

MDT Facilitator

PTL

Maximum waiting time for patient’s first outpatient appointment
or “straight to Test” appointment if they are referred urgently
by their GP/GDP with suspected cancer or with breast
symptoms

Patients must receive first and subsequent treatment for
cancer within 31 days of the relevant Decision to Treat Date

For those patients referred by their GP with suspected cancer,
first treatment must commence within 62 days of receipt of
that referral.

A patient who receives their first treatment outside the 62
and/or 31 target times or who is first seen after 14 days for
2WW referrals.

The date on which the clinician communicates the treatment
options to the patient and the patient agrees to treatment and
is fit and available for that treatment.

Patients who have been informed of their appointment date
and who, without notifying the hospital did not attend.

Earliest clinically appropriate date. Earliest date that it is
clinically appropriate for an activity to take place.

National Cancer Waiting Times Database

MDT Facilitator — Person with responsibility for tracking
patients, liaising with clinical and admin staff to ensure
progress on the cancer pathway, attends the weekly PTL
meeting, updates the Trusts database for cancer pathway
patients and assists with pathway reviews and changes.

Patient tracking list. A Reporting mechanism to ensure that
cancer waiting times targets are met by identifying all patients
on 31/62 day pathways and by tracking their progress towards
the 62 or 31 day targets.
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62 Day Cancer - High Impact Interventions Annex B

Is this intervention in m
place? Please answer 'Yes',
'No', or 'Partially". Eng’and

If no, or partially, please
confirm action required
62 DAY CANCER HIGH IMPACT INTERVENTIONS (please amend colour of cell to flag any major and timeframe for
concerns/risks re absence of intervention/CCGs ability to implement intervention within suitable completion in the
timescale) commentary section

COMMENTS (September 2015)

3. Every Trust should have a cancer operational policy in place and approved by the Trust Board. This
should include the approach to auditing data quality and accuracy, the Trust approach to ensure MDT
coordinators are effectively supported, and have sufficient dedicated capacity to fulfil the function
effectively

AS WELL AS OUR OWN DATA QUALITY CHECKS INTERNAL AUDIT ALSO HAVE AN ANNUAL AUDIT. WE
HAVE DEDICATED MDT FACILITATORS. UPDATED CANCER OPERATIONAL POLICY ATTACHED, FOR
APPROVAL. FURTHER WORK IS BEING DONE ON THIS IN COJUNCTION WITH PHFT, DCHT, AND DORSET
CCG TO ENSURE HEALTH COMMUNITY CONSISTENCY. THE HOSPITAL INTRANET IS ALSO BEING
UPDATED TO REFLECT THESE CHANGES.

4. Every Trust must maintain and publish a timed pathway, agreed with the local commissioners and any
other Providers involved in the pathway, taking advice from the Clinical Network for the following cancer
sites: lung, colorectal, prostate and breast. These should specify the point within the 62 day pathway by
which key activities such as outpatient assessment, key diagnostics, inter-Provider transfer and TCI
(admission) dates need to be completed. Assurance will be provided by regional tripartite groups

ATTACHED PATHWAYS FOR LUNG, COLORECTAL, PROSTATE AND BREAST. FURTHER WORK IS
ONGOING TO REFINE TIMED PATHWAYS FOR ALL TUMOUR SITES THAT ARE AGREED ACROSS SSG'S
AND WITH CCG'S. REGIONAL TRIPARTITE YET TO ASSURE VIA CCG.

7. Alongside the above, a capacity and demand analysis for key elements of the pathway not meeting the
standard (1st OP appointment; treatment by modality) should be carried out. There should also be an
assessment of sustainable list size at this point

DETAILED CAPACITY AND DEMAND STUDIES ARE UNDERWAY FOR OUTPATIENTS, ENDOSCOPY AND
THEATRES TO ASSESS THE CURRENT SITUATION. ONLY PARTIALLY ASSURED DUE TO CONCERNS ABOUT
NICE REFERRAL GUIDANCE MAY DOUBLE DEMAND, AND ENDOSCOPY CAPACITY CONCERNS.

8. An Improvement plan should then be prepared for each pathway not meeting the standard, based on
breach analysis, and capacity and demand modelling, describing a timetabled recovery trajectory for the
relevant pathway to achieve the national standard. This should be agreed by local commissioners and any
other providers involved in the pathway, taking advice from the local Cancer Clinical Network. Regional
tripartite groups will carry out escalation reviews in the event of non-delivery of an agreed Improvement
Plan

THERE IS ALREADY A ROBUST IMPROVEMENT PLAN FOR CANCER SERVICES ACROSS THE TRUST
(PREVIOUSLY SHARED WITH THE CCG). THIS IS CONSTANTLY BEEN UPDATED /AMENDED. PROGRESS
HAS BEEN MADE AND WILL BE AMENDED FURTHER TO REFLECT THE OUTCOME OF THE CAPACITY
AND DEMAND WORK FOCUSING INITIALLY ON ENDOSCOPY/GI, AND UROLOGY WHERE CAPACITY
AND DEMAND WORK IS ALREADY REPORTING BACK.
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Action required:
The Board of Directors are asked to review the report

Executive Summary:

This report provides a summary of information and analysis on the key performance and
quality (P&Q) indicators linked to the Board objectives for 15/16.

The Trust level dashboard provides information on patient safety and patient experience
indicators including:

e Serious Incidents
e Safety Thermometer — Harm Free Care
e Patient experience performance

Rel_atec_j Str.ateglc Goals/ See list of current goals/objectives agreed by Board
Objectives:

Relevant CQC Outcome: Safe, Caring, Effective, Responsive & Well Led
Risk profile

i. Have any risks been reduced? No
ii. Have any risks been created? No




Quality & Patient Safety Performance Exception
Report — August 2015

1. Purpose of the Report

This report accompanies the Quality/Patient Performance Dashboard and outlines
the Trust's performance exceptions against key quality indicators for patient safety
and patient experience for the month of July 2015

2. Serious Incidents

One Serious Incidents (SI) was confirmed and reported on STEIS in August 2015.

3. Safety Thermometer

All inpatient wards collect the monthly Safety Thermometer (ST) “Harm Free Care”
data. The survey, undertaken for all inpatients the first Wednesday of the month,
records whether patients have had an inpatient fall within the last 72 hours, a
hospital acquired category 2-4 pressure ulcer, a catheter related urinary tract
infection and/or, a hospital acquired VTE. If a patient has not had any of these
events they are determined to have had “harm free care”.

Safety 90.68% [93.80% | 95% [92.56% 92.51% 89.1% 90.1%
Thermometer %
Harm Free Care

Safety 97.18% [97.59% | 98% (96.78%| 97.86% 98.9% 97.6%
Thermometer %
Harm Free Care
(New Harms only)

April 2015 | May 2015 | June 2015 | July 2015 | Aug 15
New Pressure Ulcers 12 6 3 8 8
New falls (Harm) 2 2 1 2 2
New VTE 0 0 0 0 0
New Catheter UTI 2 2 1 1 0
Jan Feb | Mar | April May June July Aug
2015 15 15 15 15 15 15 15
Risk assessment compliance
e Falls 86% 88% | 88% | 90% 89% 90% 95% NA
e Waterlow 91% 91% | 91% | 91% 96% 94% 97% NA
e MUST 74% 76% | 81% | 83% 87% 90% 89% NA
e Mobility 87% 88% | 89% | 89% 92% 91% 94% NA
e Bedrails 88% 90% | 89% | 92% 93% 94% 95% NA




On the 13™ July the Trust introduced a new eNURSE Assessment (eNA) IT system for the
routine recording of the following patient assessments:
e Mobility & Frailty
Falls and Bedrails
Waterlow
MUST
VTE
Dementia

Each assessment app was developed to match current Trust policies and procedures
regarding the timescales required for the completion of each individual assessment on
admission (to the Trust or the ward) and subsequently repeat assessments based on
identified risk.

August 2015 figures for eNA were not collected as the system was in early implementation
phase across all ward areas, values recorded were not therefore a true reflection of

compliance. September risk assessment compliance figures will be provided at the
Healthcare Assurance Committee next meeting.

4. Patient Experience Report — September 2015
4.1 Friends and Family Test: National Comparison using NHS England data

In-Patients and Day Case Family and Friends Test ranking

June 2015 July 2015
FFT Ranking 3™ (with 25 others out | 3" (with 20 others out
of 170 hospitals) of 170 hospitals)
Our score: Number of patients 98% 98%
who would recommend
Our response rate based on 17.7% 21.3%
activity
Number of participating Trusts 170 170
Top score 100% 100%
Lowest score 77% 74%

Emergency Department (ED) - Family and Friends Test ranking

June 2015 July 2015
FFT Ranking 9™ (with 12 others out | 6™ (with 11 others out
of 141 hospitals) of 141 hospitals)
Our score: Number of patients 91% 93%
who would recommend
Our response rate based on 7.8% 7.4%
activity
Number of participating Trusts 141 141
Top score 99% 98%
Lowest score 60% 71%

For comparison main ED had 1% compliance rate, eye ED: 18%, AMU: 16%.



4.2 In Month FFT responses results and compliance (August data)

Table below is shown for consistency and comparison to previous reports

Not Recommended

Ward/Area Recommended (%) (%) Compliance Rate
Aug-15 (Jul-15) Aug-15 (Jul-15) Aug-15 (Jul-15)

Trust 96.9% (97%) 1.4% (1.2%) - -
All ED Depts 95.4% (93%) 2.9% (3.7%) 6% (7%)
All Inpatient Depts | 96.5% (97%) 1.7% (0.9%) 38% (41%)
All Day cases 98.9% (99%) 0.9% (0.2%) 13% (12%)
All Maternity
Depts 98.8% (96%) 0.0% (1.4%) - -
All Outpatients 96.7% (97%) 1.2% (1.1%) - -

NB: there is no compliance criterion for OPD impacting results available in the above

table.

4.3 Extremely Unlikely results from FFT unify submissions — August 2015 data

The table below provides proportion of ‘Unlikely and Extremely Unlikely to

Recommend’.

FFT responses from Unify submission areas only.

Unlikely & Extremely Unlikely Mar-15 |Apr-15%| May-15+* |Jun-15**| Jul-15** | Aug-15**
Responses
FFT submission areas
No of FFT responses for
submission areas only: Unlikely 33 32 64 65 54 51
or Extremely Unlikely to
recommend.
Mar-15 [Apr-15**|May-15** |Jun-15**| Jul-15** [ Aug-15**
No of FFT responses 1362 2347 3239 3960 4535 3550
% Unlikely or Extremely Unlikely
to recommend from FFT 2.4% 1.4% 2.0% 1.6% 1.2% 1.4%
responses
% Unlikely or Extremely Unlikely 0.4% Not Not Not Not Not
from total activity 7% lavailable| available [availablelavailable| available
FFT patient comments August 2015
Positive | Negative | Mixed | Irrelevant
1645 109 121 30
86% 6% 6% 2%

The results above are consistent with the previous month.



Extremely unlikely responses throughout ED, Maternity, inpatient, outpatient
and day case areas (August 2015).

% Ext Unlikely
Ward / Area IL\IJ(r)liikEeXIL Lj/:ﬂ:i)étl against months
y y Total activity
Eye Unit A&E 5 2.0% 0.4%
Eye Unit Ward 3 4.8% 3.5%
Main OPD Xch 3 4.5% N/A
Outpatients General 2 1.4% N/A
Ward 24 2 6.3% 2.7%
Ward 10 2 1.8% N/A
AMU 2 2.7% 0.4%
Ortho Outpatients 2 1.9% N/A
SAU 1 1.7% 0.4%
ED 1 2.3% 0.0%
CT/MRI 1 3.8% N/A
Cardiac Dept. 1 0.5% N/A
Pharmacy RBH 1 2.4% N/A
Orthodontic Dept. 1 1.4% N/A
4.3 Care Audit Trend Data
Overall | Jan-15 | Feb-15 | Mar-15 | Apr-15 | May-15 | Jun-15 | Jul-15 | Aug-15
Red 49 50 67 64 61 52 68 33
Amber 76 64 87 56 47 44 81 45
Green 199 210 171 148 214 172 175 243
N/A 1 1 0 57 3 7 26 29

In month figures demonstrate continued improvement which is monitored through the
Healthcare Assurance Committee. Heads of Nursing and Matrons lead actions for
improvement.

4.4  Patient Opinion and NHS Choices: August Data

Information is shared with clinical teams and Senior Nurses responses included in
replies.

4 patient opinion comments were left in August, 3 express satisfaction with the
service they received and 1 portrayed negative comments regarding discharge and
poor information, in comparison with 6 negative comments in July.

4.5 Patient Experience actions

1. Consultant Name above the bed initiative is progressing; this is a

photograph of the Consultant with their name and role which can be
placed above the bed for ease of identification for patients and relatives.



A focus group for those patients attending the Day hospital after a fall has
been completed. Recommendations include patients requesting a
hydrotherapy pool, this is linked to a request from the rheumatology focus
group and back pain focus group, and all made the same request.

The volunteer's reception was held on Saturday 12" for 260 Volunteers.
Several Volunteers where recognised for their outstanding contribution to
the patient experience.

A hair dresser has been identified to provide hair dressing service to
patients as a pilot, the DBS checks and service agreement is in progress.
Data is currently being collected for the CQC In-Patient survey by our
providers Picker Institute Europe

4.6 Public Engagement Actions

1.

oo

Engagement with lesbian gay bisexual and transsexual (LGBT) Service
users group, who work in partnership with the CCG and members of
Kushti (Gypsies and travellers). It is envisaged that they may support staff
awareness training of needs by producing a vox pops for the intranet.

A meeting with members of the Muslim community has resulted in a
review of the Dignity gown, it was agreed this meets their cultural needs
and the Trust would purchase a small number of these.

The Disability joint forum with Poole Hospital continues.

Subscription to the national website: Patients Opinion has been renewed
for the year at no cost to the Trust. All comments are linked to NHS
Choices.

Carer’s focus group event booked for 12" November 2015

Volunteer training is progressing to meet and greet at main entrances and
support the traffic issues

4.7 Volunteer Update

The Trust, represented by Sue Mellor Head of Patient Experience and Jacky Taylor
Volunteer Service Manager, has been shortlisted for the NAVSM (National
Association of Voluntary Services Managers) Excellence in Volunteer Management
Award 2015 for their co-designed volunteers Major Incident plan. This details how
Volunteers will support patients and staff having been appropriately identified
through skill sets and training. This programme was produced in association with
the Volunteers Team, Expert volunteers and the Major Incident Leads at the Trust.

5. Recommendation

The Board of Directors is requested to note this report which is provided for
information and assurance.
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Action required:

The Board of Directors is asked to note the financial performance for the period ending 31
August 2015.

Summary:

The Trust has delivered a cumulative deficit of £6.2 million as at 31 August. This is £126,000
better than plan. However, further financial pressures are forecast in the latter part of the
year due to anticipated winter pressures and a reduction in the agency premium budget
trajectory. As such, further action is required if the Trust is to deliver against its planned full
year deficit.

August reported a reduction in elective activity, mainly in relation to Orthopaedic procedures;
together with a reduction in non elective activity and outpatient attendances. Emergency
department attendances were slightly above plan during August. This results in total year to
date activity being 1% below planned levels.

Income remains broadly on plan at the end of month five with a small adverse variance of
£10,000. Increases in non contracted activity and non patient related income are more than
off-set by the significant under achievement against planned private patient income.

Expenditure reports a moderate under spend of £136,000 to date. This has been driven by a
significant pay under spend, off-set by over spends against drugs and clinical supplies
budgets. Whilst the Trust remains heavily reliant agency staff, the premium cost has been
less than expected during the first five month of the year resulting in a significant overall pay
under spend. It should be noted however, that the agency budget trajectory reduces
significantly in the latter half of the financial year which represents a significant financial risk if
agency usage remains at current levels.

Cost improvement schemes to date have delivered savings of £2.566 million, against a target
of £2.540 million. In addition to this favourable position, a number of new schemes have
been identified and are progressing which will result in an over achievement against the initial
target.
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As at 31 August the Trust has committed £7.835 million in capital spend representing a small
over spend to date of £62,000. Key areas of spend include the Christchurch development
(£2.1 million), the Jigsaw new build (£2.2 million), and the approved IT Strategy (£0.9 million).
The current over spend represents the timing of agreed schemes. At present, there are no
significant areas of concern in relation to the overall capital programme.

As reported previously, the new Financial Sustainability Risk Rating came into effect from 1
August 2015 as part of Monitor’s revised Risk Assessment Framework. Under this new
framework the Trust achieves a Financial Sustainability Rating of 2 meaning that it is within
the ‘Material Risk and Potential Investigation’ category.

Related Strategic Goals/ Goal 7 — Financial Stability
Objectives:

Relevant CQC Outcome: Outcome 26 — Financial Position
Risk Profile:

No new risks have been added to the Trust risk register, and none have been removed or
reduced.

Reason paper is in Part 2 N/A




THE ROYAL BOURNEMOUTH AND CHRISTCHURCH HOSPITALS NHS FOUNDATION TRUST

FINANCIAL PERFORMANCE FOR THE PERIOD TO 31 AUGUST 2015

ANNEX A

2014/15 CURRENT YEAR TO DATE IN MONTH
KEY FINANCIALS YTD ACTUAL PLAN ACTUAL VARIANCE VARIANCE PLAN ACTUAL VARIANCE VARIANCE
£'000 £'000 £'000 £'000 % £'000 £'000 £'000 %
NET SURPLUS/ (DEFICIT) (2,334) (6,327) (6,201) 126 2% (1,523) (1,448) 75 (5%)
EBITDA 3,463 (615) (148) 467 76% (726) (260) 466 (64%)
TRANSFORMATION PROGRAMME 2,382 2,540 2,566 26 1% 750 728 (22) (3%)
CAPITAL EXPENDITURE 6,209 7,773 7,835 (62) (1%) 1,750 1,667 83 5%
2014/15 CURRENT YEAR TO DATE IN MONTH
ACTIVITY YTD ACTUAL PLAN ACTUAL VARIANCE VARIANCE PLAN ACTUAL VARIANCE VARIANCE
NUMBER NUMBER NUMBER NUMBER % NUMBER NUMBER NUMBER %
Elective 28,070 29,152 28,766 (386) (1%) 5,607 5,322 (285) (5%)
Outpatients 136,561 141,543 139,451 (2,092) (1%) 27,212 25,454 (1,758) (6%)
Non Elective 13,742 13,893 13,894 1 0% 2,815 2,756 (59) (2%)
Emergency Department Attendances 38,180 37,307 37,166 (141) (0%) 7,558 7,676 118 2%
TOTAL PbR ACTIVITY 216,553 221,895 219,277 (2,618) (1%) 43,192 41,208 (1,984) (5%)
2014/15 CURRENT YEAR TO DATE IN MONTH
INCOME YTD ACTUAL PLAN ACTUAL VARIANCE VARIANCE PLAN ACTUAL VARIANCE VARIANCE
£'000 £'000 £'000 £'000 % £'000 £'000 £'000 %
Elective 28,986 28,780 28,692 (89) (0%) 5,535 5,555 21 0%
Outpatients 13,154 13,039 12,973 (66) (1%) 2,508 2,406 (102) (4%)
Non Elective 23,021 23,529 23,714 185 1% 4,767 4,910 143 3%
Emergency Department Attendances 3,628 4,081 4,092 11 0% 827 870 43 5%
Non PbR 27,805 30,508 30,636 129 0% 5,829 5,862 32 1%
Non Contracted 11,405 10,925 10,593 (332) (3%) 2,313 2,127 (186) (8%)
Research 772 757 879 122 16% 146 161 16 11%
Interest 63 41 71 30 73% 8 16 8 104%
TOTAL INCOME 108,832 111,661 111,651 (10) (0%) 21,932 21,907 (25) (0%)
2014/15 CURRENT YEAR TO DATE IN MONTH
EXPENDITURE YTD ACTUAL PLAN ACTUAL VARIANCE VARIANCE PLAN ACTUAL VARIANCE VARIANCE
£'000 £'000 £'000 £'000 % £'000 £'000 £'000 %
Pay 67,401 70,713 69,940 774 1% 13,959 14,012 (53) (0%)
Clinical Supplies 14,708 15,017 15,091 (74) (0%) 2,845 2,660 185 7%
Drugs 11,925 12,067 12,566 (499) (4%) 2,318 2,296 22 1%
Other Non Pay Expenditure 10,257 13,030 13,042 (12) (0%) 2,902 2,978 77) (3%)
Research 772 772 894 (122) (16%) 154 169 (16) (10%)
Depreciation 3,938 3,923 3,938 (15) (0%) 785 788 3) (0%)
PDC Dividends Payable 2,166 2,466 2,382 84 3% 493 452 41 8%
TOTAL EXPENDITURE 111,167 117,987 117,852 136 0% 23,455 23,355 100 0%
2014/15 CURRENT YEAR TO DATE
STATEMENT OF FINANCIAL POSITION YTD ACTUAL PLAN ACTUAL VARIANCE VARIANCE
£'000 £'000 £'000 £'000 %
Non Current Assets 161,888 176,273 177,117 844 0%
Current Assets 68,413 81,507 80,600 (907) (1%)
Current Liabilities (28,910) (47,373) (46,706) 667 1%
Non Current Liabilities (8,552) (22,256) (22,257) 1) (0%)
TOTAL ASSETS EMPLOYED 192,839 188,151 188,754 603 0%
Public Dividend Capital 78,674 79,665 79,665 0 0%
Revaluation Reserve 72,999 74,609 74,609 0 0%
Income and Expenditure Reserve 41,166 33,877 34,480 603 2%
TOTAL TAXPAYERS EQUITY 192,839 188,151 188,754 603 0%
2014/15 CURRENT YEAR TO DATE
FINANCIAL SUSTAINABILITY RISK RATING YTD ACTUAL PLAN ACTUAL RISK WEIGHTED
METRIC METRIC METRIC RATING RATING
Capital Service Cover 1.53x (0.22)x (0.03)x 1 0.25
Liquidity 51.2 37.9 375 4 1.00
Income and Expenditure Margin 3.19 (6.22) (5.55) 1 0.25
Income and Expenditure Variance to Plan (1.80%) (1.17%) 0.67% 4 1.00
FINANCIAL SUSTAINAILITY RISK RATING 3 3
Mandatory Override Yes Yes
FINANCIAL SUSTAINAILITY RISK RATING 2 2




The Royal Bournemouth and NHS
Christchurch Hospitals

NHS Foundation Trust

BOARD OF DIRECTORS

Meeting Date and Part:

25™ September 2015 - Part 1

Subject:
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Author(s):

Karen Allman
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dissemination:

Specific issues are reviewed at Workforce Committee,

HAC. Education and Training Committee

Action required:

The Board of Directors is asked to: Note the content of the report.

Summary:

The report shows the performance of the Trust by care groups across a range of workforce
metrics: Appraisal, Mandatory Training, Turnover and Joiner rates, Sickness and Vacancies.

This month’s report includes updates on the Band 1-4 initiative, exit interview feedback, and

a review of Fire training.

Related Strategic Goals/
Objectives:

To listen to, support, motivate and develop our staff

Relevant CQC Outcome:

Outcomes 12, 13 & 14 - Staffing

Risk Profile:

i. Have any risks been reduced? No
ii. Have any risks been created? No

Reason paper is in Part 2

N/A




This report contains the usual workforce information as well as some more detail

WORKFORCE REPORT — SEPTEMBER 2015

regarding the detail concerning fire training in the Trust. Information regarding the staff
resource pool/temporary staff bank is also provided to help the board understand this
important service.

The monthly workforce data is shown below, both by care group and category of staff.
A revised Trust target of 100% appraisal compliance (as per the Board discussion in
March) and 3% sickness absence have been set and performance has been RAG rated
against these targets.

An action from the previous board was a calculation of the cost of sickness absence
and the vacancy rate and this is shown under financial impact below.

Appraisal Compliance Mandatory Sickness o Vacancy
Val Medical & Trainin FTE loining Turnover Rate
alues edica . & Absence Rate (from
Care Group Based Dental Compliance Days ESR)
At 31 August Rolling 12 months to 31 August A‘ttgitt
Surgical 14.6% 91.9% 78.4% 4.45% 14462 13.4% 12.1% 3.0%
Medical 12.4% 88.2% 79.4% 4.12% 19247 19.0% 12.9% 7.5%
Specialities 26.3% 84.3% 78.4% 3.54% 9865 11.5% 12.0% 5.2%
Corporate 18.0% 50.0% 78.6% 3.84% 12220 | 12.1% 16.4% 9.0%
Trustwide 17.1% 87.8% 78.8% 4.02% 55795 14.5% 13.3% 6.4%
Appraisal Compliance Mandatory Sickness Joinin Va;aatr;cy
Medical & Training FTE € | Turnover
Values Based . Absence Rate (from
Staff Group Dental Compliance Days ESR)
At 31
At31A Rolling 12 h 1A
t 31 August olling 12 months to 31 August T
2:: E;Z;sfc';”t'f'c 30.5% 73.7% 262% | 1120 | 155% | 14.0% | 13.3%
/;:rd\/'itc';’:a' Clinical 6.7% 81.6% 6.43% | 15924 | 24.2% | 12.9% 1.0%
/élder:;'cr;'ftrat"’e and 26.7% 80.0% 3.40% | 10448 | 11.5% | 14.5% | 10.0%
ﬁ:g‘::sﬁiii';:’s 20.1% 88.0% 191% | 1732 | 11.2% | 11.5% 0.2%
Z‘::if;‘c'rj”d 3.0% 73.9% 5.47% | 6377 | 17.6% | 20.6% 3.9%
gjg:{:gge 30.2% 93.4% 2.86% 606 | 19.0% | 20.6% 5.9%
Medical and Dental 87.8% 54.6% 1.11% 1728 6.7% 6.7% 1.4%
Nursing and
Midwifery 18.1% 83.5% 4.39% 17860 11.5% 11.7% 9.9%
Registered
Trustwide 17.1% 87.8% 78.8% 4.02% 55795 14.5% 13.3% 6.4%

As noted previously, Turnover in Corporate Directorate and Estates & Ancillary and Administrative & Clerical staff
groups include the transfer of 29 Commercial Services staff to Poole ESR.
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Financial Impact

Taking actual sickness absences by employee from ESR, and applying their individual
hourly rate (including employers on-costs); the average cost of 1 FTE sickness day is
£107.

The average cost of covering 1 FTE sickness day on the bank is £120; and the average
cost of covering 1 FTE sickness day via agency is £349. Assuming a simple average,
the average cost of covering 1 FTE sickness day is therefore £234.

Based on these figures; the cost of sickness can be estimated

as follows:
Sickness
Care Group Absence | FTE Days S?:I:::sfs Sickness Cover Cost
Rolling 12 months to 31 August
Surgical 4.45% 14462 1,54;-,467 £ 3,384,180
Medical 4.12% 19247 2’055’472 £ 4,503,892
Specialities S 9865 1,05;_,605 £ 2,308,520
Corporate 3.84% 12220 1’30;537 £ 2,859,473
Trustwide 4.02% 55795 5,97:,08 1 £ 13,056,065
Sickness
Staff Group Absence | FTE Days S?:I:::sfs Sickness Cover Cost
Rolling 12 months to 31 August

Add Prof Scientific and Technical 2.62% 1120 119:€797 £ 261,986
Additional Clinical Services 6.43% 15924 1,70§,900 £ 3,726,286
Administrative and Clerical 3.40% 10448 1,11;:,954 £ 2444871
Allied Health Professionals 1.91% 1732 185:€273 £ 405,176
Estates and Ancillary >47% 6377 682:€352 £ 1,492,246
Healthcare Scientists 2.86% 606 64,252 £ 141,827
Medical and Dental 1.11% 1728 184:€886 £ 404,330
Nursing and Midwifery Registered 4.39% 17860 1,91f,067 £ 4175343
Trustwide 4.02% 55795 5, 97; 081 £ 13,056,065

Taking the actual vacancy rate by grade, and assuming midpoint of scale plus employers on-costs; Trust Wide, the
average saving for every 1% vacancy rate is £1.3 million. As such, the current vacancy rate of 6.4% equates to a
financial saving of £8.3 million (assuming no backfill).
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1. Appraisal

As previously advised, appraisal compliance was reset to zero with the introduction
of the new values based appraisal.

The appraisal rate has increased to 17.1% for values based appraisal but this
continues to be significantly below trajectory. The importance of uploading
completion into ESR as soon as the appraisal meeting has been held has been
reiterated. Detailed statistics for each corporate and clinical area have been sent out
already with action to improve requested from those areas that are showing low
compliance. These are being reviewed at performance management meetings and
other relevant meetings. Communication has gone out in the Trust to reiterate the
importance of completing the appraisals and capturing the information in a timely
way.

2. Essential Core Skills Compliance

Overall compliance has increased to 78.8% for August (77.5% for July), Actions
already taken to improve compliance include -

e In July an email was sent to all managers including CD’s, DOOs, Medical
Director, Deputy Medical Director and COO with a clear 3 step explanation of
how to access ECS (Essential Core Skills) training. This email also reiterated the
message from the Board of Directors regarding no “non- mandatory” training
being accessed without ECS being up to date from October 15. It also pointed
out that ECS compliance for Drs was considerably lower than the rest of the staff
groups and requesting that the information be cascaded to medical staff within
their area.

e During July and August a large communication campaign was run using posters,
emails to all leaders, screen savers, staff bulletin and Core Brief to explain the
Board decision and reiterating the importance of being fully compliant.

e Monthly detailed compliance emails go to all leaders within the Trust outlining the
compliance rate for the previous month, lowest departments to concentrate on
compliance links to detailed reports where they can access individual employees’
compliance records.

e A further communication campaign is now being developed to start end of
September and Board Directors are asked to support this campaign
demonstrating that that they have a fully green gauge on the BEAT VLE.

e In addition, the E’learning training administrator is doing a really helpful piece of
work and tackling the areas with the lowest compliance by contacting the
managers and main training coordinators in these areas and showing them how
to access the reports, the VLE and reiterating the message from the Board. She
is also putting messages on the F1/2 (Doctors in training) training registers to get
them to check their VLE as a lot of them are out of date. It is also being
highlighted at Grand Round on Friday 18 September that they should all be up to
date before attending from October.
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2.1 Fire Training

An action from previous board meetings was a particular review of compliance
relating to Fire Training at the Trust. The Board will be aware that in
February/March 2015 training at RBCH was re-organised to make more training
subjects accessible through E-learning and the VLE (Virtual Learning System) and
to map the national essential core skills framework. It was proposed that Fire
training would remain face to face as e-learning would not meet the requirements of
the Health Technical Manual.

It was decided to standardise training across the Trust and make it easier to record
compliance on the ESR system. All staff must therefore receive annual fire training
but this is carried out differently according to their role and place of work.

The downside of this is that within the first year the training figures would reduce as
the old system required non-clinical staff to undergo training every two years and
clinical staff annually.

Fire training figures for Feb 15 (under the old calculating system):  85%
Fire training figures for Mar 15 (under the new annual for all system): 58.5%

This major drop in compliance was anticipated and discussed prior to its
introduction with Dorset Fire and Rescue so they were fully aware of the
circumstances behind it and would extend a period of grace for us to allow the new
system to bed in. Dorset Fire and Rescue are kept informed about our progress.

Annual fire training
Under the new system Fire training compliance can be obtained by the following
methods:

(a) Practical fire training - This training is available to any department with more
than five individuals. The Fire Officer provides this training - usually in the work
area and is the method used for wards and clinical areas. It can be tailored for
the department and addresses any issues raised within the local risk
assessment.

(b) Clinical mandatory training - This is a programme for clinical staff to attend
every three years and receive face to face training. This was reviewed by the
fire team and it was decided to keep this training included, so any member of
staff attending clinical mandatory training would also receive their compliance.

(c) Stand-alone sessions - These sessions are also additional and are usually held
in the lecture theatre.

These provide an additional catch-all for staff that miss the practical fire training
within their department through sickness/maternity or leave. This is a generic talk
to cater for all departments/sites and all procedures are covered.

It was forecast that to reach full compliance a minimum of approx. 520 persons
would be required to be trained monthly. The above training would accommodate
the number within a calendar month if fully subscribed. In July we were 20 persons
short of making the monthly quota - this is the nearest so far we have come to
achieving it.
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Initial uptake for sessions in April/May was low, this could be put down to the new
system and promoting this to staff and managers proactively promoting this (figure
decreased in April and up only 1.1% in May). By June /July uptake has increased to
as the new system is advertised and accessed by staff.

The current level of compliance has now reached 63.7% as at the end of August.
Many of the staff groups have compliance in the high eighties or even the nineties
but medical and dental staff remain significantly below other groups of staff. It is
hope that the actions already outlined earlier in the paper will support the increased
compliance of this important core skill.

The detailed breakdown of overall compliance is shown at appendix 1.

3. Sickness Absence

The Trust-wide sickness rate has dropped slightly to 4.02% as against 4.05% for
August. Actions on sickness absence are discussed through the care group
reviews and the workforce committee. The Flu vaccination campaign is due to
commence shortly.

4. Turnover and Joiner Rate

The joining rate of 14.5% continues to exceed turnover of 13.3% as progress with
recruitment and staff joining the Trust continues.

5. Vacancy Rate

The vacancy rate is reported as the difference between the total full time equivalent
(FTE) staff in post (including locums and staff on maternity leave) and the funded
FTE reported by Finance, as a percentage of the funded FTE. Trust-wide our
vacancies are 6.4% % of funded posts, down slightly from 6.8% last month.

6. Recruitment

Focus on recruitment remains and we have 25 EU nurses due to start at the Trust
before the end of November. We also have 36 newly qualified staff joining us in
September and are already planning recruitment to the next cohort due to qualify in
February.

The weekly recruitment meeting has provided form and focus to the recruitment or
nurses and ward staff and we are now extending this to other clinical roles.

There are several open days planned as well as attendance at careers evenings in
local schools, the development of our work experience programme and attendance
at national and regional exhibitions and conferences to promote the Trust as an
employer.

7. Exit Data

A detailed exit review was carried in the spring. This largely focused on nurses and
ward based staff. Of the leavers approached this time 22 staff responded to the
request for more detailed exit discussions - 18 were registered nurses, and 8 were
healthcare assistants. Reasons for leaving, lessons to be learned and ideas for
implementation have all been shared with the Heads of Nursing in each care group
who in turn are using the detailed feedback for follow up and action planning in
each area.
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In broad detail-

5 staff left because of lack or need for more flexibility with their work pattern

3 left for family/personal reasons

3 left for career change or to fulfil career aspirations

4 left because of the pressure of work

3 have retired and returned- either on the bank or part time

1 has retired completely

2 new members of staff felt they were not the right jobs for them

1 overseas nurse left after finding it difficult to settle in to the Trust and the local
area

Of the above leavers - 3 have already returned on bank contracts (in addition to the
retire and return above), and a further 2 expressed the wish to return when their
personal circumstances have changed.

We plan to carry out this detailed review with a wider focus again towards the end
of the calendar year but my observation is that managers and supervisors are more
aware of the need to listen to and support their staff and that this is helping to
reduce attrition from the organisation. However there are other factors such as the
current road works and overall pressures on the wider healthcare system that
impact on staff and their satisfaction working at the Trust.

8. Safe Staffing

The following is the Safe Staffing summary for actual against planned fill rates for
the registered nurses (RN) and health care assistants (HCA) across inpatient ward
areas and day surgery for August 2015:

Actual against planned fill rates:

e Days RN 87.1 HCA 101
¢ Nights RN 99.8 HCA 119.7

Overall fill rates remain within acceptable levels to planned, and local assessment
is applied by the nursing structure at sister and matron level to ensure staffing
remains appropriate against the challenge of vacancies and short term sickness.
The implementation of the Tier three Approval proforma has seen applied scrutiny
at the point of request. All usage levels of tier three are being monitored on a
weekly basis.

Adherence to the recent Monitor guidance for Agency usage is progressing and a
return to Monitor with projected plans has been completed.

Reports for in month data from areas are as follows:

e Day Surgery has changed their roster practice which has created a data
anomaly. This will be rectified for next month. There are separate lines for the
areas this month.

e Bournemouth Eye ward have operated below the actual versus planned
intentionally aligning staffing appropriately with reduced activity levels.

e Ward 14 template currently reduced with reduced beds, hence reduced fill rate
for both RN and HCA

e Ward 15 specials continued

e Ward 16 HCA used to fill some trained shifts (as not filled with bank)
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e Ward 17 have had specials for support confused patient

e Wards 3 is not yet operational

e Other areas with higher than 100% at night reflect the ‘specials’ who are
employed for specific patient care needs.

e AMU remains the area with the highest vacancies and this has an action plan
which is being progressed.

9. Education & Training

There has been lots of activity and focus on the education and training front. Key
items for the board to note are shown below.

We are patrticularly pleased that two of the participants of the “Time to lead”
programme have been promoted to Matrons, and comment that their experiences
on the programme helped prepare them for the new roles. The future of the
programme will be picked up in the OD leadership development review.

Bands 1-4 Widening Participation Health Care Support Worker (HCSW)
Recruitment

A revised recruitment process commences on Saturday 26/9/15 for this important
group of staff. This selection day includes assessments on literacy and numeracy,
simulated scenarios based on the Care Certificate Standards, and values based
focus groups. We are planning for 40 candidates on each selection day and those
successful will be streamed into the most appropriate induction process, after
interviews with panels from recruiting areas.

HCSW Induction and The Care Certificate: Following our success as a pilot site
for the Care Certificate we are now piloting AHP (Allied Health Professional)
assistants on the programme. If successful this will be rolled out to all newly
recruited AHP assistants. However, Care Certificate compliance still remains low
and registered staff and new HCAs claim that they do not have time to complete the
workbook so we are increasing support centrally wherever possible.

HCSW Updates: This project is in the final design stages, and will be a mandatory
requirement for all HCAs (2 yearly) — a 2 day programme which will be flexible
based on current Trust ‘hotspots’.

Bands 1-4 Drop Ins: This provides support to staff concerning a wide variety of
issues and continues to be very popular with 55 recorded attendees since April with
very positive feedback.

Apprenticeships: The new provider (Bournemouth and Poole College) is proving
very successful. 48 learners have commenced since April (and the next planned
cohort is December.

Bridging Skills for Higher Education: This pilot commences 30th September
2015. Applicants who hold QCF (Qualifications and Credit Framework) Level 3
gualifications complete the academic skills programme which is 4 hours per week
for 4 months. Successful learners will obtain a guaranteed interview with
Bournemouth University for BSc Nursing. Following the pilot this will be advertised
and offered to all pre-registered health programmes (twice yearly)

Foundation Degree in Healthcare Practice — Assistant Practitioners: 10
learners commenced their training on 10/9/15. This programme is being provided
through the Open University and will be the first time that we have had a significant
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cohort of staff supported in this way. Thus far all dealings with the OU have been
incredibly good and we are confident the programme will be a success.

10. Staff Impressions/FFET

The quarter 2 survey closes on the 18 September and at date of writing this report
over 750 responses had been received; the previous highest total was 730.An
update will be available for the board meeting. Although some of the comments
appear less positive compared to Q1, 90% of respondents have reported that their
overall experience of the Trust is mainly good which is an indicator of an engaged
workforce. The scores for recommending as a place for treatment and as a place to
work have reduced slightly at 83% and 65% respectively. A full review will be
conducted and reported to Board next month.

11. Staff Resource Pool- Temporary Staffing Bank

The Board requested some additional information relating to the operation of the
Staff Resource Pool more commonly known as the “Bank”. There are over 1600
people registered to work on the Bank and 174, 350 nursing hours were provided
through the bank last year equating to 4649 FTE. So far this year 77, 354 hours -
2063 FTE have been delivered which is the largest group provided through the
Bank.

86,627 hours- 2310 FTE were provided for Administrative and Clerical support, as
against 36,414 - 971 FTE this year and this is the second largest group.

Some other key areas are outlined below:

e This is a 7 day service providing out of hours cover during evenings, weekend
and public holidays. The team who are part of the wider HR directorate are
responsible for the advertising, recruitment, selection and booking and
management of all temporary staff registered on the Bank.

e The board will be aware that in order to ensure patient safety in clinical areas
and business continuity in back office functions, the Trust engages staff through
external agencies and the bank is responsible for managing all requests and
ensuring compliance that all appropriate checks are completed.

e The department is responsible for managing all adverts for external staff
wishing to join the bank. The subsequent shortlisting, interviewing and selection
of suitable candidates is predominantly undertaken by the recruitment team and
in some instances in conjunction with the Department engaging ‘specialist’
services.

e Staff Groups: - all staff groups are recruited to the Bank except Medical staff for
whom separate arrangements exist - these are being developed further as part
of our transformation work. Staff groups include -

- Nursing & Midwifery
- Support staff - Healthcare Assistants, Therapy Assistants, Medical Lab
Assistants, Radiology Assistants
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- Facilities- Housekeeping, Porters

- Admin & Clerical -PAs, Medical Secretaries, Data input Clerks,
Receptionists

- Allied Health Professions & Scientists [Physiotherapist, Occupational
Therapists, Radiographers, Speech & Language Therapists, Dieticians,
Pharmacists, Operating Department Practitioners

e As part of the recruitment process, the department also works closely with the
BEAT (Blended Education and Training) Department to ensure new starters
receive the appropriate essential core skills and induction training prior to
commencement and the payroll provider in ensuring recruited staff are set up on
ESR (Electronic Staff Record ) .

e The Trust implemented e-Rostering in 2011 and in October 2015, will have
migrated to a cloud version in order to support better functionality and remote
access for staff.

e E-roster has a Bank Management system (Bankstaff) that has been in use
since e-Rostering was implemented. All bank assignments are assigned using
this portal which means:

- There is full visibility of bank, agency & substantive staff. (e.g WTD compliance)

- Managers can only book shifts against establishment unless additional duties
required which require management approval to be generated.

- Bank payments are process by the interface with ESR.

e The coordinators view all requirements for areas and seek to fill these
requirements by bank members. Once the resource has been exhausted, the
gap has been reviewed and the requirement is still necessary, authorisation to
approach external agencies is sought from senior management for approval.

e The system is set up to flag any beaches (e.g Working time regulation
breaches, recent sickness, professional registration validity)

e Mandatory/essential core skills training requirements are also monitored and
bank staff advised if required to update.
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Appendix 1

Essential Core Skills Competency Report

Competency by Month

EA R e
National Core Skills 76.6% 76.1% 75.7% 75.8% 75.8% 72.5% 72.6% 73.1% 74.2% 75.7% 76.8% 77.5%
Conflict Resolution 57.0% 57.1% 58.7% 59.1% 57.7% 58.8% 57.8% 59.2% 58.5% 61.3% 63.9% 65.3%
Equality Diversity & Human Rights  53.3% 54.8% 54.4% 52.7% 53.5% 53.3% 57.2% 61.6% 65.2% 69.3% 71.6% 74.0%
Fire Safety 84.9% 84.5% 84.3% 85.0% 85.0% 58.8% 58.3% 57.0% 58.1% 61.0% 63.1% 63.7%
Health Safety & Welfare 84.9% 84.3% 83.7% 84.6% 84.9% 84.1% 83.2% 82.6% 82.7% 83.4% 83.4% 83.7%
Infection Control 83.7% 84.9% 85.5% 86.4% 86.7% 85.5% 84.4% 83.9% 84.1% 84.3% 84.8% 84.6%
Information Governance 62.0% 58.5% 55.6% 54.7% 54.2% 54.4% 56.4% 58.7% 61.3% 64.0% 65.0% 67.9%
Moving & Handling 83.3% 83.6% 82.6% 82.7% 81.7% 82.6% 82.1% 82.4% 82.9% 83.7% 84.4% 84.4%
Resus (BLS/ILS) 71.0% 71.9% 71.6% 70.8% 70.3% 66.9% 67.1% 67.6% 69.2% 71.9% 73.6% 73.6%
Safeguarding Adults 87.1% 86.3% 86.3% 87.4% 87.4% 86.5% 84.1% 82.3% 82.7% 83.7% 83.6% 84.4%
Safeguarding Children 83.9% 82.1% 82.4% 82.5% 82.7% 82.4% 82.3% 82.4% 82.9% 83.0% 83.6% 83.4%
Trust Core Skills 83.6% 83.2% 83.2% 83.7% 81.5% 81.7% 81.4% 81.3% 81.6% 81.4% 82.4% 81.7%
Blood Transfusion 62.5% 64.6% 66.4% 66.6% 63.6% 77.1% 79.1% 79.3% 80.5% 80.9% 82.5% 80.5%
Bullying & Harassment 87.1% 86.6% 86.4% 87.0%
Falls Awareness 84.1% 84.3% 84.0% 82.6% 81.7% 81.9% 81.0% 81.4% 79.8% 79.3% 80.6% 80.1%
Medicine Management 82.8% 82.0% 81.7% 82.9% 82.8% 82.5% 83.3% 84.1% 83.0% 81.2% 81.3% 78.6%
Security Violence & Fraud 85.6% 85.1% 85.1% 86.1% 86.3% 85.4% 84.2% 84.0% 84.3% 85.0% 85.5% 84.6%

Sharps 84.2% 83.6% 83.3% 84.4% 84.7% 83.7% 82.6% 81.9% 82.4% 82.9% 83.8% 83.9%



Tissue Viability 77.9% 77.6% 78.6% 78.8% 79.2% 78.8% 76.6% 74.2% 74.9% 73.4% 74.8% 76.7%
Venous Thromboembolism 82.3% 81.2% 81.2% 81.1% 81.6% 81.2% 81.3% 83.0% 83.8% 82.3% 82.9% 82.1%
Violence & Aggression 89.7% 89.0% 88.3% 88.9%

Overall Competency 79.3% 78.9%  786% 78.9% 77.5% 755% 75.5% 75.8% 765% 71.5% 78.6% 78.8%

Competency by Staff Group for Aug-15
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National Core Skills 72% 80% 79% 89% 72% 93% 53% 81%
Conflict Resolution 54% 61% 62% 77% 55% 69%
Equality Diversity & Human Rights 80% 75% 74% 88% 74% 88% 56% 76%

Fire Safety 52% 65% 65% 87% 59% 92% 47% 64%



Health Safety & Welfare 82% 87% 85% 95% 79% 94% 51% 91%

Infection Control 81% 87% 85% 93% 83% 98% 59% 90%
Information Governance 71% 69% 70% 79% 59% 83% 45% 73%
Moving & Handling 87% 86% 85% 90% 86% 91% 59% 86%
Resus (BLS/ILS) 46% 86% 50% 87% 15% 50% 46% 79%
Safeguarding Adults 74% 88% 84% 100% 78% 98%
Safeguarding Children 83% 87% 84% 94% 78% 98% 55% 90%
Trust Core Skills 78% 84% 85% 86% 81% 96% 58% 87%
Blood Transfusion 91% 82% 100% 87% 58% 87%
Falls Awareness 71% 82% 76% 80%
Medicine Management 100% 0% 100% 67% 83%
Security Violence & Fraud 81% 86% 85% 93% 80% 97% 62% 91%
Sharps 82% 86% 85% 93% 81% 95% 55% 91%
Tissue Viability 0% 84% 79% 42% 85%
Venous Thromboembolism 55% 87% 88% 60% 90%

Overall Competency 7% 82%  80% 88% 74% 93% 55%  84%
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The Royal Bournemouth and NHS
Christchurch Hospitals

NHS Foundation Trust

BOARD OF DIRECTORS

Meeting Date and Part:

25 September 2015

Subject:

Monitor Quarter 1 Report

Section:

Performance

Executive Director with
overall responsibility

Tony Spotswood, Chief Executive

Author(s):

Sarah Anderson, Trust Secretary

Previous discussion and/or
dissemination:

None

Action required: To note Monitor’'s Quarter 1 report.

Summary:

Monitor have responded to the Trust’'s Quarter 1 submission and continues to rate the Trust
as level 3 for the Continuity of services risk rating and ‘Under Review: requesting further
information’ for the Governance risk rating. Some targets which led to this review are now

being achieved.

Related Strategic Goals/
Objectives:

All

Relevant CQC Outcome:

All

Risk Profile:
i. No changes to risks




(i )
15 September 2015 M O n Ito r

Mr Tony Spotswood Making the health sector
Chlef Executive work for patients
The Royal Bournemouth and Christchurch Hospitals Wellington House

. 133-155 Waterloo Road
NHS Foundation Trust _ oS s
Royal Bournemouth Hospital
Castle Lane East T: 020 3747 0000
Bournemouth E: enquiries@monitor.gov.uk
Dorset W: www.gov.uk/ monitor
BH7 7DW
Dear Tony

Q1 2015/16 monitoring of NHS foundation trusts

Our analysis of your Q1 submissions is now complete. Based on this work, the trust’s
current ratings are:

e Continuity of services risk rating: 3
e (Governance rating: Under Review: requesting further
information

These ratings will be published on Monitor’s website later in September.

The trust has failed to meet the ‘A&E clinical quality — total time in A&E under 4 hours’ for
the fifth consecutive quarter in Q1, which has triggered consideration for further regulatory
action.

Monitor uses the above targets (amongst others) as indicators to assess the quality of
governance at foundation trusts. A failure by a foundation trust to achieve the targets
applicable to it could indicate that the trust is providing health care services in breach of its
licence. Accordingly, in such circumstances, Monitor could consider whether to take any
regulatory action under the Health and Social Care Act 2012, taking into account as
appropriate its published guidance on the licence and enforcement action including its
Enforcement Guidance® and the Risk Assessment Framework?.

We have requested and received additional information in relation to A&E and cancer
standards. This information included external reports from ECIST and trust A&E
improvement action plans. We are currently in the process of reviewing this information and
will contact the trust with any additional questions.

Following our two-day site visit and annual plan challenge session held on 10 July 2015,
Monitor added additional information to the trust’s governance rating stating that Monitor

! www.monitor-nhsft.gov.uk/node/2622
2 www.monitor.gov.uk/raf
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was requesting further information from the trust following a deterioration in the trust’s
financial position. This additional information included a re-plan of your 2015/16 annual plan
by 30 September 2015. The trust’s governance rating will remain ‘Under Review - Monitor
is requesting further information following multiple breaches of the A&E and cancer waiting
time targets and a deterioration in the trust’s financial position, before deciding next steps’
until we have concluded our considerations for further regulatory action, at which point we
will write to you again.

A report on the FT sector aggregate performance from Q1 2015/16 will be available in due
course on our website (in the News, events and publications section) which | hope you will
find of interest.

For your information, we will be issuing a press release in due course setting out a
summary of the key findings across the FT sector from the Q1 monitoring cycle.

Monitor is currently reviewing the responses of all NHS foundation trusts to David Bennett’s
letter dated 3 August 2015 as well as the outcome of the contract dispute resolution
process. We will be writing to all NHS foundation trusts in due course to inform them of the
outcome of our review. As a result, the content of this letter and our regulatory position only
relates to our Q1 2015/16 monitoring process.

If you have any queries relating to the above, please contact me by telephone on 020 3747
0192 or by email (Justin.Collings@Monitor.gov.uk).

Yours sincerely

=
=

\ \\

Justin Collings
Senior Regional Manager

cc: Ms Jane Stichbury, Chair
Mr Stuart Hunter, Finance Director
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The Royal Bournemouth and NHS
Christchurch Hospitals

NHS Foundation Trust

BOARD OF DIRECTORS

Meeting Date and Part:

25 September 2015 - Part 1

Subject:

Clinical Services Review

Section: Strategy
Executive Director with

o Tony Spotswood
overall responsibility
Author(s): Tony Spotswood

Previous discussion and/or
dissemination:

TMB, Board of Directors

Action required: The Board is asked to note the timeline of this work

Summary:

An explanation of the various work underway to complete the CSR

Related Strategic Goals/
Objectives:

All

Relevant CQC Outcome:

All

Risk Profile:

i. Have any risks been reduced? No
ii. Have any risks been created? No

Reason paper is in Part 2




Board of Directors Part 1
25 September 2015

Clinical Service Review

| enclose for information details of the current timeline produced by Dorset CCG, aimed at
commencing consultation on a new model of care for the provision of health services in
Dorset in the summer of 2016.

Given the likely timeframe for implementation of the final agreed proposals, it is critical that
all the Trusts begin to work more closely on the provision of services to ensure the continued
provision of both financially and clinically sustainable services.

| will update the Board and subsequently the Governors more fully on each aspect of this
work.

This paper is provided for information.

Tony Spotswood
Chief Executive

CSR 1
Strategy
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The Royal Bournemouth and NHS|
Christchurch Hospitals

NHS Foundation Trust

BOARD OF DIRECTORS

Meeting Date and Part: 25™ September; Part 1

Subject: Same Sex Accommodation Public Declaration
Section: Quiality

Executive Director with Paula Shobbrook, Director of Nursing and Midwifery
overall responsibility:

Author(s): Ellen Bull, Deputy Director of Nursing and Midwifery
Previous discussed at: Trust Management Board

Healthcare Assurance Committee

Board of Directors

Action required:
The Board is asked to receive the Declaration which is provided for approval

Summary:

Same Sex Accommodation is integral to the Privacy and Dignity Policy, which has
been approved by TMB and HAC previously this year. Following a period of shadow
reporting the implementation of the same sex accommodation policy as agreed with the
Trusts main commissioner Dorset clinical commissioning group, commenced on
August 1% 2015. Operationally, this is reviewed at the Performance Management
Group each week. The following is the formal declaration for the Trusts website which
is provided for the board’s approval.

Related Strategic Goals / All
Objectives:

Relevant CQC Outcome: Safe, Caring, Effective, Responsive and Well Led




Board of Directors’ Meeting
Friday, 25 September 2015

Same Sex Accommodation Declaration
Improving the patient experience of our patients

We remain committed to delivering same sex accommodation and limiting mixed
sex areas to essential high care areas only; such as critical care and areas where
patients require more intensive care due to their clinical condition. There are
strict guidelines to ensure that privacy and dignity is maintained as far as
possible for all our patients, whilst ensuring patient safety. This is made explicit in
our Privacy and Dignity policy and decision matrix, which has been approved by
the Board of Directors.

For a hospital to say that it has same-sex accommodation, it must provide
sleeping areas and toilet and washing facilities that are for men or women only.
This will mean different things in different hospitals. You could be:

» in a same-sex ward, where the whole ward is occupied by either men or
women only

» in a single room, or

» in a mixed ward, where men and women are in separate bays or rooms.

Toilet and washing facilities should be easy to get to, not a long way from your
bed. You shouldn't have to go through accommodation or toilet, or washing
facilities used by the opposite sex, to get to your own.

Our commitment to privacy and dignity is promoted through the following key
elements of which are:

Ensuring staff are wearing their identity badge

Improving and maintaining the appropriate use of curtains around beds
Minimising noise at night

Peer review audits of privacy and dignity

Monitoring the patient experience of answering call bells

Improving the quality of hospital gowns available for patients

Improving privacy and dignity in diagnostic areas

Ensuring patients are appropriately covered when being transferred
around the hospital.

VVVYVYVVVY

This declaration has been endorsed and approved by the Board of Directors in
September 2015.

For approval Page 1 of 1



The Royal Bournemouth and NHS
Christchurch Hospitals

NHS Foundation Trust

BOARD OF DIRECTORS

Meeting Date and Part:

25" September 2015 — Part |

Subject:

Winter Plan 2015 (Draft)

Section:

Decision

Executive Director with overall
responsibility

Richard Renaut, Chief Operating Officer

Author(s):

BJ Waltho / Donna Parker

Previous discussion and/or
dissemination:

Previous Easter and Winter Plans, debriefs and TMB

Action required:

This draft report is submitted to the Board of Directors for decision

Summary:

This draft document seeks to outline the plans being implemented to minimise the risk of bed
pressures and disruption to normal patient services over the winter period through effective forward
planning. This builds on learning from previous winter and seasonal pressure plans.

Related Strategic Goals/ Objectives: | All
Relevant CQC Outcome: All
Risk Profile:

Emergency pressure and 4 hours

Reason paper is in Part 2 N/A
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Winter Plan 2015 (Draft)

1. Introduction

This document seeks to outline the plans being implemented to minimise the risk of
emergency care pressures and disruption to normal patient services over the winter
period through effective forward planning. This builds on learning from previous winter
and seasonal pressure plans. A specific daily operational plan will also be developed
for the Christmas/New Year period and other peak periods.

2. Preparation

National and local guidance, as well as the learning from Winter 2014/15 has been
discussed across the organisation and with partners to support planning and to
communicate expectations in relation to the upcoming winter. This year’s plan has
been developed with the active involvement of Care Groups and directorates. There
have been discussions with the CCG through the Systems Resilience Group and the
Surge and Escalation Planning Group to develop Dorset wide multi organisational
plans.

Learning from last year (and key actions)

Emergency admissions were high and specifically higher frailty and acuity — work with
partners has seen a slight fall in over 75s admissions and greater support to care
homes.

Delays for packages of care (PoC) and care homes increased — to mitigate this
market failure RBCH now directly provides a significant number of PoC.

Need to plan early to ensure initiatives/projects are in place before anticipated surge —
see funding section, to show how this has been achieved.

Need to review the Trust escalation plans — underway, especially for ED/Trust actions.

Need to ‘plan for the worse’ with sufficient triggers and contingency, and within
resources available.

Further work required on agreement of the Divert policy with SWAST, CCG and
acutes. This work is being led by the CCG.

Review of all elective plans in light of ‘the worst case scenario’ — RBH has worked
hard to manage elective backlogs with a small contingency in readiness for winter.

Need to have a common capacity management system across the county — the daily
urgent care capacity management system has been revised to use common triggers.

Even in periods of acute pressure we did not enact all the good practice “5 daily
actions” for every patient every day, this needs to be embedded through the QI
project.

3. Principles of good practice

The core aspects of good practice promoted by NHS England, Monitor, TDA, ADASS
and the NHS Elective Care Intensive Support Team for both non-elective and elective
pathways have been considered in the development of the Trust's winter plan.

Winter Plan 2015 (Draft v2) Page 1 of 6
For Decision
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For both non-elective and elective care pathways these are

* Planning
= Building on existing work
= Pathway design
= 7 day services
= Patient experience
= Measurement
= (Governance

For the majority of these the Trust has met these principles. Action plans are in place
for those areas where the Trust is partially compliant to date.

4. Data

So far this year emergency demand has mainly plateaued at the new, higher rate, of
14% growth on the previous year. This now seems the new “norm”. Attendances are
down slightly, admissions up 2%. Projecting forward is of course imprecise; however
demand projections specifically related to the winter period are currently being
produced by the Trust’'s Information Department. Clearly the Christmas and New
Year period is the peak risk, with “4 day weekends”. Hence the need for daily plans to
ensure we operate at normal levels during this period.

5. Funding

Despite the 14% growth in emergency activity, total CCG funding to RBCH has grown
by 0.74%. However a different approach to funding has been adopted for this year. At
the beginning of the financial year all funds were committed, to allow time for planning
and recruitment of staff during the year and to make some schemes recurrent. This
has allowed services to “bed in” and develop staff and consistency. It has also
significantly reduced the use of agency staff and therefore made the funds go further.
Some of the projects that were funded included

» Funding for the opening of ward 3 substantively (from November)

» Interim care beds and package of care project (making up for shortfalls in low
capacity)

Discharge care workers

Nurse practitioners for older persons medicine

B.R.E.A.T.H in ED made substantive, for rapid assessment and treatment
Support workers for AMU

Extending AEC from 5 to 7 days per week and including GPs

Additional medical staffing in ED

Permanent establishment of SAU ambulatory care bay

Pharmacist to support wards 25/26 (Frailty Unit)

Additional HCAs for ‘specials’ across elderly care wards.

The medical care group has a specific allocation of £250k for winter pressure which
may be used flexibly predominantly for the January — March period when demand is
greatest.

Winter Plan 2015 (Draft v2) Page 2 of 6
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6. Key areas of plan

The winter plan has five main areas of attention: ED itself; QI improvement of the
“front door” with optimisation of admission avoidance; improving flow with a reduction
in length of stay (5DAs); discharge planning; and increasing capacity (beds and
equipment).

6.1 Emergency Department internal improvements

= BREATH functioning 7 days a week 10am-10pm

= Majors Assistant Practitioner Nurses working until 2am 7 days a week

= Additional ED consultant on rota — job planning in progress with group to inform
impact on cover — aiming for consultant cover to 9pm every weekday and more
at weekends.

See and treat in minors.

ED service manager post created to support operational management and flow
Development of ED pathways for specific conditions e.g. abdominal pain.

ED escalation policies to expedite care and reduce exit block.

Resus / critical care QI trial.

6.2 QI programme to improve the “front door”

The front door QI project is a 9-12 month project aiming to reduce admission and LoS
across emergency medicine (Medicine, OPM, and Cardiology). The project includes a
number of actions including:

i) AEC increased opening hours including evenings to 8pm and weekends 9-5pm
i) High acuity bay created to support transfer of acute patients from ED

iii) Direct admissions for OPM, Cardiac and reshaping AMU

iv) Cardiac LoS improvements including time to lab and daycase rates

6.3 Improving flow with a reduction in length of stay (5 Daily Actions)

The key focus will be embedding of the 5 daily actions (Annex A - Early Discharge,
Focus on TTAs, Senior Review, Length of Stay Reviews and Pull from Admission
Areas) across all wards across the Trust. This will be owned and driven by the care
groups and supported by departments and support services. Use of the 5 daily actions
was trialled earlier this year which resulted in clear evidence to demonstrate the
positive effect this had on patient flow.

In addition a number of specific arrangements are being progressed by the Care
Groups

» reduce variation in quality of white board rounds - part of QI project, consultants
to produce and agree standard operating procedure

»= all OPM wards to have 11.30am MDT meeting. Consultants’ job plans support
morning presence and a SOP will be introduced to reduce variation in ward
rounds

= Consultants to peer review all patients with length of stay over 14 days

» standardise definition of ‘medically stable for transfer’

= optimise use of the Dorset-wide Choice Policy to be included as part of the MDT
/ board round SOP. Improve patient relative awareness on the policy via various
communication channels

Winter Plan 2015 (Draft v2) Page 3 of 6
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= all consultant outpatient activity reduced the week between Christmas and New
Year to redirect to inpatient care and the first week of January for OPM

= OPM dedicated support to Trust Outlier Policy to include therapist and nurse
practitioner

» increased AMU consultant numbers facilitating increased AMU consultant cover
to 8pm weekdays, and 12-8pm weekends

= General Medical consultant cover 8am-2pm weekends to include post take ward
round and downstream ward rounds to support safety, flow and discharge

= OPM consultant cover 8am-2pm weekends to include post take ward round and
downstream ward rounds to support safety, flow and discharge

= expansion of AEC to include respiratory and gastro pathways

» increased utilisation of TIU to support reduction in LoS across Trust and may
provide further accommodation for expansion of AEC

= provision of pleural room adjacent to Ward 2 to support LoS reduction for
respiratory patients

= from December/January middle grade and therapy cover will be available over
weekends to focus on the assessment of Friday admissions in order to smooth
weekend discharges.

6.4 Supporting discharge

The aim is for all patients in hospital to have a discharge plan clearly identified in their
medical record and shared with the patient and carers. Wherever possible, the
patient’s consultant will identify the criteria to be met in order for the ward team to
affect the discharge/transfer at the appropriate time (“criteria based discharge”).

The introduction of the new discharge planners will ensure clear communication at
ward level and early escalation of issues relating to timely discharge of patients.
Discharge does though remain the responsibility of the whole team, working in a co-
ordinated way.

The CCG has agreed reduction of DToC (delayed transfers of care) is their priority
and would make the greatest contribution to safe and appropriate care. The Better
Care Fund and NHS funding should lead to DToC falling to 2.5% or less. Currently
this is not on trajectory.

Meeting with Social Services are on-going regarding further progress towards
Discharge to Assess (D2A) and Trusted Assessor models prior to and over the winter
period. One area that will continue to be monitored and escalated with partner
organisations by the Discharge team is Continuing Health Care (CHC) delays. The
team are pressing for solutions to fast tracks End of Life patients as a priority, as the
number of days from approval to discharge are often excessive.

6.5 Increasing capacity

Ward 3 is planned to open in November as a permanent, general medical ward with
28 beds. This will take the general medical patients from ward 21 and expand. The
space freed on Ward 21 will support the opportunities to start the work with the
Cardiology QI project to increase direct admissions to cardiology, improve daycase
rates and time to labs and reduce LoS. Details of this work and expected impact are
being developed. The use of a bay and side room on Ward 21 for assessment is
possible because of the transfers to Ward 3.

Winter Plan 2015 (Draft v2) Page 4 of 6
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An additional 6 beds from January 2016 will be created on Ward 9, our GP unit,
following estates work to adjacent areas on the vacated Ward 10. This will allow us to
care for patients who have delayed transfers in an appropriate environment.

15 additional domiciliary care packages will be provided from December 2015 as part
of an expansion of our Interim Care Team. This will take the total to c40. We know
that demand for these PoC exist and it will have the effect of releasing acute beds.

Available beds will continue to be utilised on the Eye unit for appropriate outliers. Post
March 2016 this will be reviewed as Medical care group plan to live within their bed
base.

Ward 14 (6 bedded bay) was closed as planned on 1 August 2015 as a result of
Surgery LoS improvements. Planning is currently underway to use this bay to
enhance Day surgery/Ward 12 capacity as part of further LoS improvement work. This
bay, which should be available from January, will enable Ward 12 to take additional
patients from across all specialities who require an overnight stay only, thus relieving
pressure on inpatient wards.

Surgical Assessment Unit (SAU) will have additional space for ambulatory care, by
using the soon to be vacated front of Ward 17. This will help better manage surgical
emergencies.

It is anticipated that Orthopaedic beds will remain open, and will flex the capacity for
elective and outlier emergency admissions over the Christmas and post New Year
period. The surgical care group are currently developing plans for the use of this bed
base.

On Ward 16 there is an unfunded bay of 6 beds. Discussions are on-going about the
potential use of these for medical patients and the funding required to open them is
likely to be a call on the winter pressure fund held in the Medical Care Group.

Canford Ward at St Leonards which opened last winter will remain open until the end
of March 2016. The Trust will also continue to work jointly with Dorset HealthCare to
expand and optimise the support to the hospital to drive LoS reductions.

The net effect of all of these changes will be to have the same bed capacity (or
equivalent) as last winter, but with a much higher ratio of permanent staff (i.e. less
agency) and improved processes, as discussed in points 1 to 4.

7. Governance and monitoring

Progress against action plans will be reviewed at Care Group Review Meetings and
Performance Management Group (PMG). Twice daily bed meetings will ensure day to
day oversight (including against 5 daily actions).

Metrics used will include

= use of discharge lounge
= discharges before 12 midday
= cancelled operations
= patients with extended LoS (e.g. over 14days)
Winter Plan 2015 (Draft v2) Page 5 of 6
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= numbers of outliers

» Delayed discharges (DToC)

= CHC delays

= 4hr breaches

= Ambulance handover delays

» Length of stay

= Ambulance conveyances and ED attenders

8. Escalation

The Trust’s Escalation Policy, including the ability to call an Escalation Level 4 and/or
extraordinary ‘Breaking the Cycle’ event, together with the Dorset-wide Surge &
Escalation Policy will be applied in the event of key safety, demand, capacity and
performance triggers. A specific ED triggers and escalation section, using best
practice from other Trusts, will be incorporated.

In addition to the weekly teleconference,, the established process for calling an
extraordinary teleconference via Single Point of Access (SPoA) will be available.
Daily Sitreps are being provided to the CCG to support national reporting each
morning over the winter period (dates to be confirmed).

9. Key Risks

Corporate and Care Group risk assessments will be completed following activity
projection analysis and confirmation of detailed plans for the above. This will be part
of the Trust risk register process. It will link to staffing, safety, infection and other
related risks.

10. Conclusion

Winter always brings challenges to the health and social care system. These include
managing more acutely ill medical patients, the potential of a Norovirus and Pandemic
flu and the inability of Social Services and Community Services to cope with increased
demand or reduced capacity over Christmas holidays. The experience from last
winter both nationally and locally demonstrates that robust co-ordinated trust-wide
plans are essential for the Trust to meet the demands of the winter period.

This proposed plan builds on previous years’ experience and actions. In addition it
incorporates lessons learnt and, in so doing, provides the Trust the best opportunity to
manage winter pressures effectively and protect elective activity. Decisions with
longer lead times have already been made to maximise the value for money (see
funding section).

This paper is for consultation. Comments are welcome. The final confirmed plan will
be signed off at the October Trust Management Board, and be part of operational
management.
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Five daily actions to support patient flow

Breaking the Cycle: Improving the patient experience

Responsible:
Bay based nurse

Responsible: Medical staff &or
non-medical prescriber

Responsible:
Consultant

Responsible: Nurse in charge
(with medical team)

Responsible:
Nurse in charge

Move your first patient to discharge
lounge as early as possible

TTAs to be written during ward
round

Agree priorities and plans

Ensure internal and external
waits are escalated to morning
bed meeting and your matron

Be prepared to accept your
first transfers before 9am

Identify tomorrow’s discharges and
book into the Discharge Lounge by
4pm

Write up TTAs for tomorrow’s
discharges today by midday

Inform and prepare patients
(and relatives)

Ensure property packed

Resolve medicines
reconciliations queries

Identify:

—today’s discharges and
confirm tomorrow’s

— internal waits for diagnostics
or results, agree actions and
responsibility

— external waits (i.e. POC) —
agree actions and
responsibility

— today’s admissions

Review your long stay patients
and escalate for action

Update EBM and inform
admission wards within 30
minutes of a patient leaving

your ward

Check / update EDDs for all
patients on eCamis

Know who and where your
admissions are — check the
daily bed report on intranet

Releasing beds by 11

The Royal Bournemouth and INHS |

Christchurch Hospitals
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1.

Communications activities
September 2015

Introduction

The following paper includes:

e recent and future communication activities
¢ media coverage summary key performance indicators
e September Core Brief

2. Recent activities

Production of Trust Strategy 2015/20 summary document

Pride Awards — filming of shortlisted candidates

Website updates

Local news coverage about the rehiring of Basil Fozard

Promotion of Quality and Safety Conference, 14-18 September

Buzzword production

Annual Report — summary document for members

Press coverage of letter co-signed by Tony Spotswood on hiring nurses from
abroad

Press coverage on traffic congestion caused by A338 roadworks
Press interview with Tristan Richardson on great consultant cover at weekends
Interactive session held with governors on Trust reputation and media relations

3. Upcoming activities

Flu fighters campaign, from 6 October

Video of highlights of the year for Annual Members’ Meeting, 23 September
Introduction to governors video for Annual Members’ Meeting, 23 September
Widespread communications in preparation for CQC inspection — including
pamphlet to same template as the A338 roadworks document

Trust Strategy — sharing summary document around the Trust

Planning the 2015 Pride Awards

Workforce transformation communications

Quality improvement communications

Promote range of Health & Wellbeing services

Writing a social media strategy

Communications support for opening of Jigsaw building

Updating staff intranet

4, Recommendation

The Board is asked to note the report.

Communications activity — September 2015 Page 1 of 1
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pmvidtn@ the excellent care we
wounld expect for our own families

From: Tony Spotswood, Chief Executive

The Royal Bournemouth and NHS'

CQC information

Thank you to all staff who were
involved in the mammoth task

of gathering the information that
the Care Quality Commission
requested in advance of their full
inspection from Wednesday 21 to
Friday 23 October this year. The
CQC asked us 350 questions and
we provided 809 documents in
reply to their requests and filled out
93 tabs on the central spread sheet
detailing our response.

The questions ranged from asking
for team meeting notes to wider
Trust strategy data, and covered all
specialities across all five domains.

As part of this information
gathering, we had to complete a
self-assessment of the services

provided by the Trust against the
5 CQC domains (Safe, Effective,
Caring, Responsive and Well-led).

We highlighted areas we consider
to be good or outstanding, and
areas we felt are our weaker areas.
We had to describe what actions
we were doing to address the
weaker areas, such as our work

on five daily actions to help improve
our flow.

We shall be giving you further
information in the lead up to the
inspection, and if you would like
any of our CQC team to come and
talk at your meetings about what
to expect next month during the
inspection, please do message
communications@rbch.nhs.uk.

Christchurch Hospitals

NHS Foundation Trust

September 2015

Trust Strategy

We have launched our strategy for
the next five years - focussing on
our goals as we look ahead. These
are based around our ambition to
enhance and continually improve
the quality of care and outcomes
we provide to our patients.

A major part of our future
development will be based around
the results of Dorset Clinical
Commissioning Group’s Clinical
Services Review and we outline

in the strategy why we believe

the people of Dorset will be best
served if RBCH I _
becomes the Tust Su |
main emergency " Setegy szl?i?fr?
hospital for Dorset. ? ’ '
The documentis 1. <%
‘-.,.va i

available to read
or download from
our website.

Safety and Quality Conference, 14 to 17 September

The flyer for the conference

is included with this Core
Brief. For more copies contact
Communications on 4095.

The Royal Bournemouth Hospital
needs to be an open and
transparent organisation, where
clinicians are able to talk freely
when things go wrong. Preventable
errors can and do happen. We
need to be able to learn from errors
in a non-judgemental and blame-
free culture. One of the principal
aims of the week, is to disseminate
key points of learning widely across
all staff groups, so that in future
our care to patients is as safe as
possible.

This is a great opportunity for all
members of staff from across our
Trust to learn about the work we

are doing to improve both quality
and safety. It has relevance to us
all, no matter where we work and |
encourage all staff to attend.

The drop in Open Space sessions
from Monday to Wednesday are a
great chance for staff to feedback
to the Trust what else we could do
to continue to improve and | believe
the presentations on Thursday will
be a great way of sharing what we
have learnt from past experiences
to help us improve in the future.

I look forward to seeing as many of
you as possible over the course of
the conference.

t RBCH, whe
are able 0 talk fre
0 wrong.
NS 8 vand do happen. We
m from
ntal and
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Trust invests In new Aseptic

Pharmacy Unit to continue
providing patients with
life-saving cancer medication

The Trust has invested in a
brand new, state-of-the-art
Aseptic Pharmacy Unit which
will enable the Trust to continue
manufacturing vital cancer
treatment drugs for patients.

The new facility will produce

all cancer therapy drugs,
ground-breaking interventional
radiology treatments and
intravenous nutrition for patients
who are unable to use their gut
or stomach to digest food.

The new-look area houses

the very best in cutting-edge
technology with two new
isolators, into which staff insert
their hands to prepare the drugs
required for patient treatments,
as well as a high-tech air
handling unit used to filter air to
ensure there is minimal bacteria
in the area which could cause
contamination.

The new facility replaces the old
one that shut back in November

2014 which was outdated,
lacking space and required
updated equipment. It took just
six months to build the new unit
and it opened at the beginning of
August.

Pharmacy Technician Daniel
Murray said: “We are delighted
our new facility. The department
plays an important role within
the hospital and provides a vital
service to seriously ill patients.”
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Pride Awards RiLE

A big thank you to everyone who made a nomination for * AWA R D S .
this year’s Pride Awards and congratulations to all those > g
who were nominated. The judging process has now taken e *;‘
place and we are pleased to announce our shortlist: i

Improving Quality: Teamwork:

® Heart Failure Service Critical Care Team
NSTEMI Improvement Project Team Interim Care Team
Interim Care Team CEPOD Emergency Operating Team
BREATH BEAT
The Pharmacy Team, Ward 26 Gastroenterology, Ward 1
Acute Kidney Injury Outreach Surgical Pre-Assessment Team

Learning and Development: | Community and Charity:

e Beverley Utting, Physiotherapist, ® Iris Legg (RIP), Volunteer
Christchurch Day Hospital ® Blue Coat Volunteers

® BEAT

® Pat Hartigan and Anthony Young, Chairman’s Award:
Angioplasty Advanced Nurse Practitioners

® Lisa McManus, Heart Failure Advanced Nurse

X

Pamela Mann, Pathology Receptionist
Clinical Site Team
Improving Patient Safety: Communications Team

Malcolm Keith, LSMS and Resilience

eDM Project Team Planning

Pauline Hamilton, Lead Diabetes Specialist

ML Patient Experience:
Nikki Greenall, Project Manager for Quality
and Risk, and the Peer Review Team Wards 10 and 11

James Creasey, Senior Physiotherapist

Unsung Hero: Vanessa Wood, Lead Specialist Nurse
® Heather Johnson, Inflammatory Bowel Critical Care Nursing Team

Disease Nurse Specialist Sharon Wright, Health Care Assistant

Rev’d Duncan Ridgeon, Assistant Chaplain

Julie White, Bereavement Support Midwife Behind the Scenes:

Anita O’Driscoll, Housekeeping Supervisor

Dr Joseph Chacko, Haematology Consultant

® Eric Pateman, Housekeeping Supervisor

® Emma Willet, Enhanced Recovery Facilitator
® Noel Tadman, Multimedia Officer
[ J
[ J

Inspirational Leadership:

Sharon Murawski, Health Records Manager

Naomi Langford, Sister on Ward 25 Immunology Department

Dr David Martin, ED Consultant

Pippa Longley, Sister on Ward 1 We look forward to seeing who the

Orna Lovelady, IT Project Manager winners are at the main event

Sue Davies, Matron in Surgery taking place at the Lighthouse in
Poole on Thursday 12 November




New state-of-the-art IT

system for our Critical

Care Unit

A brand new high-tech IT system
is being installed on our Intensive
Care Unit later this month.

This will see computers installed

at each bedside on the ward which
will replace large observation charts
previously used by staff that had to
be filled in by hand and monitored
hourly.

Devices held at the head of every
bed, will collect information from
medical devices and provide
clinicians with up-to-the-minute
data and condition information on
their patients around the clock.
This is expected to save staff time,

meaning they can further improve
the quality of care patients receive.

The move means the data can also
be accessed securely by staff in
multiple areas across the Trust and
the accuracy of patient documents
will be significantly improved.

Senior Nurse Andy Gyngell said:
“We are delighted we will be
receiving this new TT system
which will help us streamline the
care we give our patients. The
software will mean we can monitor
4 patients condition constantly
and. any) dlonormalities will be

highlighted immediately), meaning
we can respond quickly and
potentially save lives!

The department is due to go live

with the new system on Tuesday
29 September.

Innovative nutrition project sees Stroke
Team at RBCH awarded quality
improvement fellowship

The Stroke Team at RBCH wiill
receive professional training in
quality improvement and team
working in their quest to deliver a
new project focused on nutrition for
stroke patients.

After submitting a detailed
application outlining their project
and undergoing a gruelling team
interview process, our Stroke
Team have been accepted onto a
team-based Quality Improvement
Fellowship run by Health Education
Wessex (HEW).

They will now receive coaching
from experts at HEW on delivering
their project through a combination
of coaching support, face-to-face
study days and online learning over
the next 12 months.

Consultant Therapist Louise
Johnson, said: “V\utritional care

s 4 complex and often ethicaly
challengjing area of stroke care,
and thats why we decided to
focus specifically on this. Tts great
to know that we will have the
professional support of Health

Education Yessex to make
sustaindlole improvements into this
area of stroke management!

The team will meet with Health
Education Wessex in October to
discuss the project in more detail
before the coaching begins.




Early brain imaging helping to diagnose
stroke symptoms early at RBCH

A new protocol has been developed specially trained senior nurses
here at RBCH to improve access to  and therapists to request CT brain

early brain imaging for patients with  scans.
suspected stroke symptoms.

with the stroke and radiology

Early brain imaging benefits all

It’s been developed in partnership patients with new stroke symptoms,
helping to identify the location and
services at the Trust and enables type of stroke they have had.

A stroke is caused by a disruption to
the blood supply to the brain either
through the blockage of a blood
vessel or by leakage and bleeding
from a vessel. This distinction has a
significant role to play in managing
a stroke as different approaches are
used depending on the cause.

The new protocol enables nurses

to identify patients who require
urgent brain imaging within an hour
of being admitted and will help to
ensure that all imaging is performed
within 12 hours from here.

Becky Jupp said “The W(O(O&@
Department has been fantastic
ot facilitating this exciting
developraent. This will have a
real impact on the provision

of hyper acute stroke care at

rReH:

Hospital Trust improves treatment for
stroke patients with new Outreach Team

The Trust now boasts a dedicated Stroke Outreach
Team to improve access to stroke specialist support
for patients beyond the dedicated Stroke Unit.

The new team is made up of stroke specialist nurses
and therapists who provide cover seven days a week
and can respond quickly to patients who have been
admitted to hospital with a suspected stroke and
those who may have one while already in hospital.

Having the new team means that patients get access
to a stroke specialist as soon as they arrive at RBH
and important initial assessments and investigations
can be commenced immediately.

The team will also be on hand to respond to patients
who suffer a suspected stroke while already being
treated in hospital, where previously we were not so
able to respond quickly.

The team is led by Katherine Chambers. She said:
“When it comes to stroke, timing is everything. The

quicker we can respond the best chance of a good
otcome for the patient. Our new Outreach Team

stpoke Unl

Acute Suite 1
Acute Suite 2
Hyper Acute Suil

means We can support stroke patients and identify
their symptoms as soon as they arrive at REBH and
where relevant, offer treatment more quickly”

5



e
Updated policy for the sensitive disposal

of foetal tissue following miscarriage

Version Two of the Trusts Sensitive  practitioners can ensure the termination of pregnancy and any
Disposal Policy of foetal tissue sensitive disposal of all foetal tissue tissue presented within the hospital
following miscarriage, ectopic following pregnancy loss. following pregnancy loss.
pregnancy, or termination of It is essential that all patients Everyone has a responsibility to
pregnancy has just been produced. 44 informed and understand help ensure the

Our Trust has a policy of sensitively 5 hogpital policy for cremation, policy is adhered to when
disposing of all foetal tissue in and are made aware of the choices/ looking after a patient in these
accordance with appropriate ethical ,tions available to them. circumstances.

and professional standards. Cremation of foetal remains is for

The aim of the policy is to provide a  all pregnancy tissue following a
framework within which registered miscarriage, ectopic pregnancy,

You can view the new policy in
full on our intranet.

Total Reward Statements coming soon

You'll get one if you were employed

at Royal Bournemouth and Total Reward
Christchurch NHS Trust on Statements m
31 March of this year.

This is an exciting new
development for NHS employees. My NHS Total
The statement includes details of = - Reward Statement is
your NHS employment and the coming soon
benefits available to you through
work. If you are a member of
the NHS Pension Scheme it will
also include an Annual Benefit
Statement.

It will be updated and issued
once a year. Your statement will
be based on data held for you on
Tuesday 31 March this year.

Your statement will be available
online via ESR, Employee
self-service using your smart
card. If you do not have a smart

Uagauaaga

[t's coming soonm...

_Your new Total Reward Sta
information about your e

suggyauaag

tement is coming soon. It may include
mployment and the local benefits your

card you should have been employer offers.
issued with a unique log in, if If you are a member of the NHS Pension Scheme it may also include
. ; . a

you do not have this or have ?nm_lal Benefl.t Statement which has information about your NHS s

o . ension benefits, membership and contributions
problems logging in please email You . ;

will receive a i ;

TotalRewardStatements@rbch. available to view, © - \caflet to notify you when statements are

nhs.uk We will inform you when - :
. ' y Please visit the employee section of our information website at:
your statement is available to Www.nhsbsa.nhs.uk/TRS if you need more information '

view.



Trust Community Phlebotomy [A[LIRCGENL
Service expands to reach

more patients

Phlebotomists at the Royal
Bournemouth and Christchurch
NHS Foundation Trust now
provide a blood taking service
closer to even more patient’s
homes.

Community clinics are now
available in 10 locations in the
local area including Bearwood,
Moordown, The Village and
Strouden.

They also now provide five
clinics a week at the Highcliffe
Medical Practice in Christchurch.

This service operates Monday to
Friday between 8am-12noon and
provides 40 clinic slots a day,
reducing the number of patients
having to attend Christchurch
Hospital for blood tests by
around 800 in three months.

Hayley Flavell, Phlebotomy
Manager, said: “We are delighted
that we can now offer blood

tests conducted by our highly
trained phlebotomists in more
accessible areas. Our results
are only likely to improve further
with the introduction of two
more new phlebotomy services
at Burton and Bransgore on the
way.”

ready to launch
WHO safety
checklists?

Our surgical safety checklist
campaign ‘Never get to Never’
will be launching across the

i Trust on Monday 21 September.

The campaign is designed to
support staff use WHO safety
checklists appropriately in all
areas where patient
procedures are carried out,
not just theatres.

If you are unsure about
whether safety checklists
apply to procedures in your
area, or need further advice,
please contact
Joanne.Sims@rbch.nhs.uk.

If your team need
communications support to
spread the word ready for
launch, please email
ellie.cowley@rbch.nhs.uk.

New wall socket covers helping to protect
refrigerated medicines across Trust

Our Pharmacy Department
has come up with a simple but
highly effective way to protect
vital medication for our patients
across the Trust.

Plug sockets in areas that house
fridges and freezers that store
medicines have now been fitted
with plastic covers which can be
opened and closed.

The safety measure has been
introduced to prevent the
temperature regulated units
being turned off accidentally,
resulting in the potential loss of
thousands of pounds worth of
medicines and treatments.

The idea was implemented by
Rachel Richardson, Pharmacy
Risk Manager. She said:

“Protecting our patient’s medicine
is essential. If medicines are not

kept at the right temperature they
cannot be used. This can lead to

a delay in a patient’s treatment
and potential financial loss to the
Trust, as fridge stored medicines
can be extremely expensive. |
hope this simple idea will help
avoid any adverse incidents of
this type.”

If a member of
staff notices
any fridges or

| freezers that store

medicines are
without a protective
case please contact
Rachel on ext. 5718.



Annual Members’ Meeting
Wednesday 23 September 2015 2pm

Inspiration Suite, Village Hotel, Deansleigh Road,
Bournemouth, BH7 7DZ

Opposite the Royal Bournemouth Hospital

Open to Trust members and the public

Doors open at 1pm. There will be a range of stands
on display and the opportunity to speak to Governors

Introduction by the Chairperson, Jane Stichbury

Chief Executive, Tony Spotswood reports on

the Trust’s performance and future plans

Bob Gee, Lead Governor, will give a report on
the work of the Council of Governors and
non-executive directors

Presentation by Marie Miller, Cancer Care Matron
regarding Womens Health Services to be provided in
the new Jigsaw Building

Free parking at the Village Hotel e Light refreshments provided
Please contact the Governor Co-ordinator either by email
ftmembers@rbch.nhs.uk or telephone 01202 704246

if you wish to attend.




Let's talk about IT

Latest version of
camisiecamis . SNEWS update

g oOes I ive of eNEWS here at RBCH but due to the

number of issues we will need to do a
Version 22 of CaMIS/eCaMIS has now gone  further upgrade on the week commencing

live across the Trust. Monday 14 September.

The newly revamped system boasts a We have moved from a four to a five
number of changes aimed at making life digit PIN to increase security. Once the
easier for those of you who use it. upgrade and eNA have been imbedded we

are hoping to start a one month pilot on
three wards to test the Fluid Management
Module that is included in the upgrade.
Once this is completed we would then
You can read a full list of what has been hope to roll it across the whole Trust.
improved by logging on to the IT Training

pages of our intranet site.

Remote access to
the Trust network

The current remote access system in
use at the Trust is at maximum capacity
and Informatics is not able to support the
addition of new users.

Some of the changes are simple but will
prove highly effective, such as reworked
colour schemes and dialog screens.

Therefore a new Remote Access Service
has been purchased and the launch

of this is planned during the week of
Sunday 13 September. This will allow
anyone with an RBCH laptop to access
the network from anywhere they have an
internet service, the speed of which is
dependent on bandwidth.

The service for existing users of Remote
Access Services with the ‘crypto card’
will continue until further notice.

If you are looking for remote access,
particularly to support home working
during the traffic disruption then you can
contact the IT Service Desk.



Safety) and Qudlity

Conderence

We need to be an open and
transparent organisation here
at RBCH, where clinicians

are able to talk freely when
things go wrong. Preventable
errors can and do happen. We
need to be able to learn from
these in a non-judgmental and
blame-free culture. One of the
principal aims of this week is
to disseminate key points of
learning widely across all staff
groups, so that in the future
our patient care is as safe as
possible.

All staff from across the Trust
are encouraged to attend these
events which will be held in a
marquee next to the Education
Centre at RBH.

providing the excellent care we
wounld expect for our own families

14 t0 17 September at RBH

‘,E_‘*:J
Monday 14 September
to Wednesday 16
September Open Space,
12pm to 2pm Interactive
displays for all staff - come
and get involved

Thursday 17 September
Conference, 9am to 12pm
and repeated 1.30pm

to 4.30pm See over for
proposed agenda

The Royal Bournemouth and NHS|
Christchurch Hospitals

NHS Foundation Trust



14 to 17 September at RBH

9am to 12pm and repeated from 1.30pm to 4.30pm

U Fluid Prescription
Wrong side PICC line
Wrong prothesis head
Dermatology never event
Pulmonary embolism UTE prophylaxis
Unsterile instruments
Wrong side bone marrow
Pressure damage

Falls

Retained guidewire
Deteriorating patient
Open space event

5 Daily Actions

Sepsis

NICE guidelines and Gl Cancer Referrals
Introduction to QI Fellows

Surgical checklist

Emergency laparotomy

Orthopaedic theatres

Front door reconfiguration

Outpatients

Knee PROMS

Dr Simon McLaughlin
Andrew Shawyer
Lucy Hart

Basil Fozard

Dr Jason Mainwaring
Mr Jeremy Southgate
Dr Joseph Chacko
Sue Davies

Trudi Ellis

Dr Johannes Radvan
Dr Nigel White

Dr Helen Gilchrist
Kt Whiteside

Dr Orsolya Szabolcsi
Dr Danielle Bagg
Dr Chris Hovell

Dr Earl Williams
Ed Hewerston
Tom Bartlett

Kate Horsefield
Joanna Sims

Jo Maple Roberts
Dr Guy Titley

Lucy Hart

Andrew Williams
Tristan Richardson
Karen Turtle

Di Potter

Lucy Hart



Please use this form to cascade key messages from Core Brief to your staff — please return to the Communications Department,
ppB43, RBH

Date of Core Brief cascade briefing: 9 September 2015

Core Brief

Name: Date delivered: Who to:
Department/Ward: How many:

Please use the Core Brief that has been circulated to all staff via global email to support you in cascading the following messages:
CQC information: We would like to say a big thank you to all of you who helped gather information requested by the Care Quality Commission (CQC) in
preparation for their scheduled visit in October. We provided them with a total of 809 documents and filled out 93 tabs on their central spread sheet detailing
our response. We understand that staff have worked incredibly hard to fulfil these requests and thank you for your continued support.

Action: Please can all managers ensure this message is circulated to their staff. The Communications Team will continue to provide staff with updates on the
CQC inspection over the coming weeks.

Trust Strategy 2015/20: We have launched our strategy for the next five years focussing on our goals as we look ahead. A major part of our future development
will be based around the results of Dorset Clinical Commissioning Group’s Clinical Services Review and we outline in the strategy why we believe the people of
Dorset will be best served if RBCH becomes the main emergency hospital for Dorset.

Action: The Trust Strategy is available in two formats on our website — the complete version and a summary document. Please may you share with staff as it is
vital that with our future developments we work together for our common goals.

Safety and Quality Conference: The Royal Bournemouth Hospital needs to be an open and transparent organisation where clinicians are able to talk freely
when things go wrong. Next week the hospital will be hosting a Safety and Quality Conference, which will provide a great opportunity for you to learn about the
work we are doing to improve both quality and safety and give us any feedback you may have. We look forward to seeing you there.

Action: All staff from across the Trust are encouraged to attend these events which will be held in a marquee next to the Education Centre at RBH. On Monday
14 to Wednesday 16 September there will be an open space from 12-2pm with interactive displays for all staff. On Thursday 17 September there will be a
conference held from 9am-12midday. This will be repeated from 1.30-4.30pm. Please could all managers ensure the poster attached to this edition of Core Brief
is displayed in your area and disseminated to staff.

Trust invests in new Aseptic Pharmacy Unit: RBH now boasts a new state-of-the-art Aseptic Pharmacy Unit which will enable the Trust to continue preparing
vital cancer treatment drugs for our patients. The new facility will produce all cancer therapy drugs, interventional radiology treatments and intravenous
nutrition for patients who are unable to use their gut or stomach to digest food.

Action: Further information on the new Aseptic Pharmacy Unit is available in this edition of Core Brief. A press release will be released by the Communications
Team shortly.

Pride Awards shortlist announced: The Pride Awards are fast approaching. The judging process has now taken place and we are pleased to announce the
shortlist. The event will take place at the Lighthouse in Poole on Thursday 12 November.
Action: Please can all managers ensure that the shortlist is cascaded to their teams for information.




Media relations - Key Performance Measures

The Trust received several pieces of negative media coverage during August. The coverage related to the re-hire of Medical Director Basil Fozard. While a
standing statement was submitted to the media by the Communications Department, there has been substantial follow up coverage in the local press and
follow up interviews have been arranged with both Jane Stichbury and Tony Spotswood.

For more information, or to access any of the media coverage the Trust has received, contact communications@rbch.nhs.uk or call 01202 704905.

2015 Number of % that received Total Total Positive Negative media Media enquiries
proactive media coverage PRINT OTHER media media coverage
news in that month coverage | coverage coverage | coverage
releases (includes | (online,
distributed adverts) radio, TV)

August 7 100% 30 8 8 3 27 17 media
enquiries, mainly
relating to the re-
employment of
Basil Fozard

July 12 91.6% 37 6 35 8 0 6 media enquiries,
mainly around CSR

June 10 (Including 100% 32 17 46 3 0 10 (including the

Five Daily Clinical Services
Actions, Pride Review and
Awards nursing migration
‘Unsung laws)

Hero’, charity

news and

Cardiology

Department

ten year

anniversary
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BOARD OF DIRECTORS

Meeting Date and Part: 25" September 2015 — Part |
Subject: Stroke Services Update
Section: Information

Executive Director with overall

responsibility Richard Renaut, Chief Operating Officer

Author(s): Claire Stalley, Stroke Services, Neurotherapy & Stroke Manager

Previous discussion and/or

dissemination: Monthly Performance Reports

Action required:

The Board of Directors is asked to note the progress made against the measures of an effective
stroke service.

Summary:

This report gives an update on the following:

= Most recent published stroke performance using SSNAP (April to June 2015)
= Qur internal assessment of performance for July and August (Quarter to date)

= Details actions the service is taking to improve performance with no domain area below C, and the
majority moving to B or better and to sustain performance in the upper quartile

1. to offer patient centred services by providing high quality,
responsive, accessible, safe, effective and timely care

2. to promote and improve the quality of life of our patients

Related Strategic Goals/ Objectives: | 3. to strive towards excellence in the services and care we
provide

4. to be the provider of choice for local patients and GPs

5. to listen to, support, motivate and develop our staff

Relevant CQC Outcome: Safe, effective, responsive and well led
Risk Profile:
i. Have any risks been reduced? Yes, compliance with Stroke Standards on Assurance
Framework

ii. Have any risks been created? No

Reason paper is in Part 2 N/A
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Stroke Services Update

1. Introduction

This paper covers:

= Most recent published stroke performance using SSNAP (April to June 2015)

= Our internal assessment of performance for July and August (Quarter to date)

= Detailed actions the service is taking to improve performance with no domain area
below C, and the majority moving to B or better and to sustain performance in the
upper quartile.

The quality of stroke services is measured via the quarterly SSNAP results. The more
recent covers April to June 2015, in which RBCH achieved SSNAP level B. This is a
further improvement from Q4, with an increase in SSNAP score from 66.7 (level C) to
70.3 (level B). Nationally for Q1, 7% of Trusts achieved a SSNAP level A and 20% of
Trusts achieved SSNAP level B, so our Q1 results place us in the top 27%. National
results will be available in October to confirm our actual position.

To put this result into local context with the rest of Wessex, for the last regional
SSNAP report (Q4) the highest score in Wessex was The Royal Hampshire County
Hospital who achieved a SSNAP score of 67. Poole Hospital achieved a SSNAP
score of 41.4. Regional results will be available in October.

Ensuring sustainability of improvements over the next 12 months relies upon
expansion of the radiology service out of hours and management of risks. By
delivering the overall plan our trajectory is sustain SSNAP level B for Q2 with no
domain lower than level C.

2. Summary of SSNAP

The SSNAP performance is based on 10 domains covering 44 key indicators and the
results benchmarked against national performance. A summary of our most recent
performance is provided below.

Quarter July-Sep | Oct-Dec | Jan-March | Apr-June | National
2014 2014 2015 2015 Average
SSNAP level C
SSNAP score 55.3 57.8 66.7 70.3
Case ascertainment band A A A A
Audit compliance band C B
1) Scanning C C B
2) Stroke unit C C C
3) Thrombolysis C C C C
4) Specialist Assessments C
5) Occupational therapy C A A A B
6) Physiotherapy A B
7) Speech and Language therapy C A A D
8) MDT working C
9) Standards by discharge B
10) Discharge processes A A A B

Stroke Services Update
For information
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We have sustained or improved performance in the majority of domains. Notably Audit
Compliance has improved to a level B and Case Ascertainment to a Level A. We
continue to perform strongly with the Therapy and Discharge domains. It is noted that
both Physiotherapy and Speech and Language Therapy domains dropped from Level
A to Level B, this reduction in performance was expected and is due to a high level of
vacancy (staff turnover and maternity leave) which is being addressed through
recruitment. Further comment on therapy staffing is included in section 5.

It is extremely positive that we have sustained performance for Domains 1 to 3 as
these domains have always proved a significant challenge for us. This sustained
performance has been achieved before the full implementation of our new Stroke
Outreach service. For Q1 the Stroke Outreach service provided a weekday service
from 7am to 10pm and weekends from 7am to 5pm, however from the 1%' September
this service expanded from 7am to midnight 7 days a week. This increase in Stroke
Outreach service will further improve our performance with Domains 1 to 4 and also
with Audit Compliance.

We were disappointed to achieve a Level D for the Specialist Assessments Domain
(Domain 4) however for Q2 to date we are performing at Level C and we anticipate we
will achieve a minimum of Level C for this domain for Q2 and thereafter.

3. Other stroke actions

We have now completed the recruitment into the vacant Stroke Consultant posts. Dr
Becky Jupp commenced as lead Stroke Consultant from 22" June. Dr Kami
Thavanesan is joining the team from 5th October and she will be working full-time in
the Trust, 0.5wte as a Stroke Consultant and 0.5wte as an ACM Consultant. Dr
Michelle Dharmasiri will start in January as a 1.0wte Stroke Consultant. Unfortunately
the 1.0wte Locum Stroke Consultant we had confirmed in post until early January
2016 unexpectedly finished at the start of September (family reasons) leaving us
without a Locum Stroke Consultant for a 2 week period. We have now managed to
secure a short-term Locum Stroke Consultant which is likely to be extended until early
January 2016 at which point we will be at template for Stroke Consultants.

The CQC in their Intelligent Monitoring Report (May 2015) highlighted our team-
centred performance for Domain 2: Stroke Unit being Level D as a risk. For both Q4
and Q1 we achieved Level C and are therefore no longer in the risk zone for this
metric. It is essential however that this performance is sustained; this point is
addressed further in section 5.

The specific actions arising from the last CQC visit have also been addressed (Stroke
outreach, SSNAP Data Validation Officer and staff training).

4. Stroke Performance and Delivery Plan

The Stroke Service remains fully focused on continuing to improve across all areas
and ensure where performance is already high to sustain this. We have a clear
performance and delivery plan (see Annex) and a clear understanding where we can
improve on our SSNAP score.

Stroke Services Update
For information
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A sustained SSNAP Level B (score of 70+) is certainly achievable and we hope to
achieve no domain being lower than a Level C by Q2.

The Stroke Services performance and delivery plan details in the Annex the following
for each of the SSNAP key indicators: the key indicator information with the
performance required to achieve a SSNAP level A; the performance level plan for the
key indicator; the latest SSNAP result; and where available the quarter to date
performance. We are working with the Information Department to be able to have up-
to-date performance data for each individual key indicator.

5. Risk Mitigation

Ensuring sustainability of improvements over the next 12 months relies upon the
Locum Stroke Consultant staying in post until January and further vacancies in both
Nursing and Therapy teams being filled. It is relevant to note that the Therapy teams
(particularly PT) have a number of unfilled posts (due to vacancy and maternity leave)
which may detrimentally impact Q2 performance. The recruitment process is on-going
for these vacancies; unfortunately appropriate locums are unavailable at this time.

Risks remain in achieving the targets; these include access to stroke beds due to
timely discharges and the surge in Trust admissions leading to non-stroke patients
outlying on the stroke unit. This will be mitigated through the wider urgent care work
and the specific actions on discharge. The Stroke Service will also be undertaking a
Quiality Improvement project with the Trust Quality Improvement Team to focus
specifically on achieving robust and sustainable improvement to Domain 2 i.e. access
to the stroke unit and 90% stay on the Stroke Unit as, whilst improvement has been
achieved for Q1, significant improvement is still needed.

6. Recommendation

The Board is asked to receive this report, and to note the progress made
against the measures of an effective stroke service.

Stroke Services Update
For information
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ANNEX: STROKE PERFORMANCE & DELIVERY PLAN — SEPTEMBER 2015 — ONE PAGE SUMMARY

(Quarter to date results is for July & August. Please note these have not been fully validated. Where there are gaps the data is not available internally)

SSNAP Predicted
DOMAIN Q1 SSNAP Q2 Plans Comments/Risks
(Apr to June) (July & August)
1 Scanning C B New CT request by Non-Consultant staff On track
OOH Scanning Service developments
2 Stroke Unit C B Stroke Outreach to r/v all breaches On track
Stroke Ql Project to address patient flow
3 Thrombolysis C C Validation process in place Further analysis to understand breaches to
(borderline D) Door to Needle working party underway thrombolysis within 1 hour of clock start
4 Specialist Assessments D C Stroke Outreach Stroke Consultant - 7 day provision — network
option?
5 Occupational Therapy A A More efficient timetabling TA vacancies may impact therapy intensity
Twice weekly OT groups
6 Physiotherapy B B More efficient timetabling PT and TA vacancies may impact therapy
(borderline C) Twice weekly exercise group intensity
7 Speech and Language B A Twice a week Communication Group TA vacancies may impact therapy intensity
Therapy Assistant staff to do Oral trials
8 MDT Working B B Review option for Therapy Therapy vacancies may impact time to
twilight/extended day assessment
9 Standards by discharge B B Induction for new staff On track
10 Discharge Processes A A Validation for AF breaches in place On track
Audit compliance B A NIHSS training to be completed for 85% of Delays to training due to SU nursing vacancies
(-5%) SU Nurses in November
Case ascertainment A A Monthly lockdown checks will be On track
performed
SSNAP Level B B
(borderline A)
SSNAP Score 70.3

Stroke Services Update
For information




Board of Directors — Part |
25" September 2015

Domain 1: Scanning - Domain Leads: Matt Benbow/Arnie Drury and Steph Heath/Katherine Chambers

Key Improvement Actions

DOMAIN KEY INDICATORS Plan Last SSNAP Q2

(B) (C) to date
1.1 Proportion of patients scanned
within 1 hour of clock start (A = 48%) 43% (B) 41.5% (C) 45% (B)
1.2 Proportion of patients scanned
within 12 hours of clock start (A = 95%) 90% (B) 88.5% (C) 92.8% (B)
1.3 Median time between clock start
and scan (A = < 60mins) < 60mins (A) 78 mins (C) 62 mins (B)

New CT scan request protocol and process in use - to monitor

Ensure training available for new staff to complete in a timely manner i.e.
Stroke Outreach, new starters etc

Undertake monthly breach analysis for any 12 hour scan breaches — breaches
primarily patients with late diagnosis stroke and those arriving at RBH
between 7pm and 9pm.

Promote greater understanding of the stroke timescales throughout Trust
Improve pathways to get CT request to CT both in-hours and OoH

To ensure properly completed CT request arrives at CT in a timely manner

Domain 1: Delivery Plan

Timescale

Delivery Plan for
completion

1. Monthly breach analysis for 12 hour scan breaches

2. To review options to ensure patients arriving between 7pm and
9pm have their scan within 12 hours of arrival

3. Promote updated protocol so that all are aware including the fact
that scans should be done within 1 hour or 12 hours

4. Staff to have training on IRMER, NIHSS and completing request
form correctly

5. Audit CT request form completion and timeliness (monthly)

6. To work with Radiology as required to support development of
electronic CT request form submission

7. Implementation of CT3 in ED and plan that X-ray Radiographers will
be able to undertake CT Brain Scans

Stroke Services Update
For information

Comment

KC to lead on this in conjunction with Stroke Outreach Team

Potential for Radiology to extending scanning hours until 10pm — linked to
radiographer staying on-site. MB to keep us updated

ED, Radiology and SU Teams all aware
Comms Team to promote in July
Stroke Outreach doing training in September across the Trust

Stroke Outreach all trained
Need rolling programme for new staff and to ensure staff have timely updates

CT to collate all CT request forms and SH/KC to review and provide feedback
to individuals incorrectly completing form

MB to update as required

The intention would be that with CT 3 in ED that someone would be on-site
24/7 to be able to undertake CT Brain scans




Board of Directors — Part |
25" September 2015

Domain 2: Stroke Unit - Domain Leads: Claire Stalley & Katherine Chambers

DOMAIN KEY INDICATORS Plan Last SSNAP Q2 Key Improvement Actions
(B) (C) to date

2.1 Proportion of patients directly Establish a pre-alert for all stroke patients being transferred to RBH by SWAST
admitted to a stroke unit within 4 75% (B) 65.3% (C) 80% (B) Ensure CST are fully informed about stroke patients and timescales for transfer to
hours of clock start (A = 90%) SuU

Continue to implement Stroke Outreach Team and extend hours of service as
2.2 Median time between clock start increase recruitment
and arrival on stroke unit (hours:mins) | Median <3 03:33 (C) 03:08 (C) Immediate re-triage of any non-stroke patients on the SU to facilitate transfer off
(A = Median < 2 hrs) hrs (B) SuU

Stroke Quality Improvement project “Straight to Stroke: Stay on Stroke” to oversee
2.3 Proportion of patients who spent improvement actions under the following themes: Accessing the Stroke Unit (direct
at least 90% of their stay on stroke 80% (C) 75.4% (D) 89.69% (B) and fast); reducing time to ‘fit for discharge’ on the Stroke Unit; and Reducing

unit (A =90%)

delays to discharge for patients who are MFFD and those with complex nutritional
needs.

Domain 2: Delivery Plan

Delivery Plan

1. To complete a breach analysis of every patient not achieving

direct transfer to SU and not achieving 90% stay

2. Ensure all non-stroke patients on the SU have appropriate

re-triage in place to facilitate transfer off the SU

3. To undertake Ql project with Ql Team to address patient

flow on/off the stroke unit

4. Ensure all SU/CST staff are aware not to move stroke

patients whilst medical patients on the ward.

5. To implement Stroke Outreach Service

6. Toimplement hospital pre-alert for all stroke patients

7. To promote stroke pathway throughout Trust clearly
identifying care stroke patient should receive and by when

Timescale for
completion

July 2015

Comment

Act immediately on any breach themes
Feedback as needed to relevant staff groups

To proactively move non-stroke patients off the stroke unit rather than waiting
until SU full

To commence in September

Stroke Outreach to update CST re. stroke patients and timescales for transfer to SU

Service now provided 7-days 7am to midnight

KC in liaison with ED/SWAST re implementation of pre-alert for all stroke patients —
meeting in September

This has been arranged for September. Stroke Outreach doing stroke awareness
and stroke recognition training throughout September throughout the Trust.

Stroke Services Update
For information
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Domain 3: Thrombolysis - Domain Leads: Becky Jupp & Katherine Chambers

DOMAIN KEY INDICATORS Plan Last SSNAP Q2 Key Improvement Actions
(B) (C) to date
3.1 Proportion of all stroke patients given To maintain good standards of awareness of acute stroke
thrombolysis (A=20%) 15% (B) 12% (C) 14.5% (C) identification and management, including thrombolysis eligibility
3.2 Proportion of eligible patients given :Zross the Trust. Outreach Srunningbregular teaching with Clinical
: - ucators to commence in September.

thrombolysis (A=90%) 80% (C) 76.5% (D) To ensure that all patients eligible for thrombolysis are
3.3 Proportion of patients who were thrombolysed appropriately and prompted screened for consideration for
within 1 hour of clock start (A=55%) 50% (B) 45.5% (C) 21.4% (E) treatment — review validation process for SSNAP

To reduce door to needle times for thrombolysis treatment
3.4 Proportion of applicable patients directly . . through engagement with stakeholders involved in the pathway.
admitted to a stroke unit within 4 hours of clock 65% (A) 80% (A) To use stakeholder engagement to identify training needs and
start and received thrombolysis or have a pre- areas for service improvement to optimise prompt and effective
specified justifiable reason (“no but”) for why it care and decision making.
couldn’t be given (A = 65%) Consider sustainability of providing stroke thrombolysis rota

considering staffing resource — undertake options appraisal for
3.5 Median time between clock start and <60 mins (C) | 68 mins (D) | 79 mins (D) longer-term arrangements.

thrombolysis (A=< 40mins)

To complete breach analysis of all thrombolysis taking more than
1 hour door to needle.

Stroke Services Update
For information
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Domain 3: Delivery Plan

Timescale
Delivery Plan for Comment
completion
1. To review validation for SSNAP of all deemed eligible for Sept To undertake a review of validation process for this domain and complete
thrombolysis and not thrombolysed and all other domain Kl 2015 review of all Q2 cases to date to ensure 100% accurate on SSNAP
2. To complete a breach analysis of all thrombolysis cases taking Sept To commence immediately and develop action plan to address any
more than 1 hour and identify themes to be addressed 2015 contributing factors/themes i.e. out-of-hour radiology reporting

3. Stroke team to identify all potential ‘missed thrombolysis’ cases
and review of case at weekly thrombolysis MDT

4. Stroke outreach to collate information re door to needle for all
cases and also discuss this at weekly meeting to support
identification of areas to improve.

Ongoing validation of ‘missed’ cases according to RCP guidelines. To discuss
those thrombolysis at weekly meeting and also those who were not treated
to ensure they were not eligible. Feedback to specific staff as required.

5. RCA to be completed for all ‘missed thrombolysis’ cases to identify
implications/learning for future practice.

Oct
2015

6. To support developing stroke outreach service with skills to
support thrombolysis pathway to help speed to stroke specific
assessment and reduce door to needle time.

Not commenced — this would need to be commenced following agreement of
‘missed’ case at updated thrombolysis meeting (to commence Autumn 2015)

7. To develop at working party initially involving medical registrars
involved in thrombolysis to explore reasons for potential delay in
door to needle time and identify areas for service improvement.

Baseline audit demonstrated average reduction in door to needle time of
approx. 30 mins when stroke outreach team present. Audit data was
obtained prior to formal commencement of service.

Stroke Services Update
For information

Baseline audit completed and presented 10.6.15. Areas for improvement
identified around training needs for SpR, efficiency of team responding to
calls, use of workbook. Workbook update commenced and to be trialled
Oct/Nov 2015
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Domain 4: Specialist Assessments - Domain Leads: Becky Jupp, Louise Johnson and Nikki Manns

DOMAIN KEY INDICATORS Plan Last SSNAP | Q2 to date Key Improvement Actions
(©) (D)
4.1 Proportion of patients assessed by Breaches relate to weekend/BH admissions, late diagnosis patients not on stroke
a stroke consultant within 24hrs of 70% (D) 76% (D) unit
clock start (A=95%) Explore options to deliver Stroke Consultant cover at the weekend — network
approach?
4.2 Median time between clock start Stroke Consultant recruitment — now complete: 0.5 wte Stroke Consultant starts
and being seen by stroke consultant <15hrs (D) October 2015, 1.0 wte Stroke Consultant starts January 2016. Locum in place until
(hrs:mins) (A=<6hrs) January 2016
4.3 Proportion of patients who were Stroke Outreach
assessed by a nurse trained in stroke 95% (A) 96.9% (A) Ensure 85% of Stroke Nurses are competent in NIHSS, WSS and complete these as a
management within 24hrs of clock priority with patients on arrival to SU if they have not already been completed
start (A=95%)
4.4 Median time between clock start
and being assessed by stroke nurse <2 hrs (B) 2:15 (C)
(A=< 60mins)
4.5 Proportion of applicable patients Sub-analysis of patients who fail WSS target to further understand the limitations
who were given a water swallow 75% (C) 70.7% (D) 76.8% (C) and gaps in current provision
screen within 4hrs of clock start Stroke Outreach; all trained to do WSS
(A=85%) Stroke Unit; all B5 and B6 nurses to be trained and competent in WSS
Organise rolling programme of training in ED/SU
Establish and monitor register of competent staff (to be held by SALT)
Ensure consistent/accurate documentation for patients who immediately fail WSS
(i.e. too drowsy) and that this is inputted accurately into SSNAP
4.6 Proportion of applicable patients Understand any risks to sustaining this level of performance i.e. SALT recruitment
who were given a formal swallow 85% (A) 96.1% (A) challenges

assessment within 72hrs of clock start
(A=85%)

Stroke Services Update
For information

SALT continue to prioritise formal swallow assessment within existing service;
impact of reduced staffing should be minimal.
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Domain 4: Delivery Plan

Timescale for
Delivery Plan completion

1. Complete options appraisal for 7-day Stroke Consultant
cover/ward rounds

2. Review patients for Q1 who breached being assessed by
Stroke Consultant within 24 hours of clock start

3. WSS —to complete breach analysis for Q2 to date and
identify themes and action plan accordingly

4. Ensure 85% Band 5 and Band 6 nurses on the SU are trained
and assessed as competent in WSS

5. Ensure 85% Band 5 and Band 6 nurses on the SU are trained
and assessed as competent in NIHSS

6. Ensure up-to-date register is held of all staff who are
deemed competent to complete WSS

7. Ensure up-to-date register is held for all staff who are
deemed competent to complete NIHSS

Stroke Services Update
For information

Comment

Options appraisal — BJ in discussions re network approach to this with DCH and
Poole Hospital. Option to tie-in with TIA weekend service and use telemedicine

Majority of breaches are patients admitted on Fri/Sat/Sun and those with
delayed diagnosis of stroke indicating need for 7-day Stroke Consultant ward-
rounds to improve performance

Determine themes to breaches

Put in place a training plan to achieve 85% compliance with Band 5 and 6 Nurses
All new staff to complete training and be signed off as competent within 3
months of starting on unit

Put in place a training plan to achieve 85% compliance with Band 5 and 6 Nurses
Not complete as planned by June due to high vacancy factor on the Stroke Unit.
Vacancies now being filled and aim now to achieve by end November 2015.

All new staff to complete training and be signed off as competent within 3
months of starting on unit

Complete
Register to be held and monitored by Band 7 SALT

Complete
Register to be held and monitored by SU CL
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Domain 5: Occupational Therapy - Domain Leads: Louise Johnson and Anna Perrin

DOMAIN KEY INDICATORS P(IZ)n
5.1 Proportion of patients reported as

requiring occupational therapy 80% (A)
(A=80%

5.2 Median number of minutes per

day on which occupational therapy is >32 mins (A)
received (A= >32 mins)

5.3 Median % of days as an inpatient

on which occupational therapy is >70% (A)
received (A=>70%)

5.4 Compliance (%) against the

therapy target of an average of 25.7 80% (A)

minutes of occupational therapy
across all patients (A=80%)

Domain 5: Delivery Plan

Last SSNAP
(A)

tonite Key Improvement Actions
e  Ensuring consistent data entry for SSNAP regarding eligibility for OT; training
79.4% with teams around this to ensure accuracy
(B)
e Ensure end dates for OT are being inputted; B7 mentors for each therapy team
37.7 (A) to support this

e Review timetabling process to increase efficiency of therapy planning and
release time for therapy (to be revisited at October away day)

e  Maintain consistent therapy groups on the unit

e Consider recruitment and retention plan and skill mix of non-qualified staff

Delivery Plan

1. Review therapy non clinical working practices/organisation to
maximise time released for direct patient care — away day in

October.

2. Review breaches for 6.1 to understand rationale for patients

being deemed not appropriate

3. Establish twice weekly OT groups (gardening and tell your

story)

4. Toimplement group cancellation protocol

5. Recruit to Band 6 vacancies

Timescale for
completion

July 2015

Comment

e Toreview whole process (timetabling, whiteboard rounds, MDT meetings, Ax
pathway, discharge summaries etc) at away day in October.

e Toreview staffing template, skill mix and working hours as part of this process

e To collect clear data on demand to inform this (time in motion audit)

e Validate Q4 breaches and put in place systems/actions as required
e Validation complete — await updated performance figures

e Completed in March —to monitor

e To ensure groups are only cancelled by Band 7+ staff
e Implemented.

e Ontrack

Stroke Services Update
For information




Board of Directors — Part |
25" September 2015

Domain 6: Physiotherapy - Domain Leads: Louise Johnson and Emily Carter

DOMAIN KEY INDICATORS P('Z; Last (:NAP to%ite Key Improvement Actions
6.1 Proportion of patients reported as Ensuring consistent data entry for SSNAP regarding eligibility for PT; training with
requiring physiotherapy (A=85%) 80% (B) 76% (C) 78.4% teams around this to ensure accuracy

(€)
6.2 Median number of minutes per e Ensure end dates for OT are being inputted; B7 mentors for each therapy team to
day on which physiotherapy is >32 mins 30 (B) support this
received (A=>32 mins) (A) e Review timetabling process to increase efficiency of therapy planning and release

6.3 Median % of days as an inpatient
on which physiotherapy is received >75% (A)
(A=>75%)

6.4 Compliance (%) against the
therapy target of an average of 25.7 80% (B) 76.1% (C)
minutes of physiotherapy across all
patients (A=90%)

time for therapy (to be revisited at October away day)
e  Establish consistent therapy groups on the unit
e Consider recruitment and retention plan and skill mix of non-qualified staff

Domain 6: Delivery Plan

Delivery Plan Timescale for
completion

1. Review therapy non clinical working practices/organisation to
maximise time released for direct patient care —away day in
October.

2. Review breaches for 6.1 to understand rationale for patients
being deemed not appropriate

3. Re-establish regular/sustained twice weekly exercise group
(seated exercise group/sit to stand group/Wii).

4. Toimplement group cancellation protocol

Stroke Services Update
For information

Comment

e To review whole process (timetabling, whiteboard rounds, MDT meetings, Ax
pathway, discharge summaries etc) at away day in October.

e To review staffing template, skill mix and working hours as part of this process

e To collect clear data on demand to inform this (time in motion audit)

e Validate Q4 breaches and put in place systems/actions as required
e Validation complete — await updated performance figures

e 1 xperweek exercise group established.

e Need to review criteria and guidelines for groups, review competencies for staff
leading groups and review processes for referring to/organising groups

e Audit non-compliance to understand any reasons for groups not occurring

e To ensure groups are only cancelled by Band 7+ staff
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Domain 7: Speech and Language Therapy - Domain Leads: Louise Johnson and Claire Irvine

DOMAIN KEY INDICATORS P(':)" Last (SI'BS)NAP tonite Key Improvement Actions
7.1 Proportion of patients reported as e Improve accuracy of documentation on the data collection form for
requiring speech and language therapy 50% (A) 63.7% SSNAP (complete)
(A=50%) (A) e Screening processes and referral pathway for both aphasia (FAST) and
dysphagia (WSS) is robust and is working effectively.
7.2 Median number of minutes per day on e Extend the skill set of the therapy assistants to increase their role in
which speech and language therapy is >32 mins 33.5 (A) delivering SALT rehabilitation.
received (A=>32 mins) (A) e Lunch group consistently happening 5 x per week
e Communication group currently 1 x per week
7.3 Median % of days as an inpatient on e Assistants supporting dysphagia patients at breakfast time (scope to
which speech and language therapy is >70% (A) increase to daily)
received (A=>70%) e Development of a flexible approach to delivering therapy intensity (i.e. 2
x 20 minute sessions if cannot tolerate a 40 minute session)
7.4 Compliance (%) against the therapy e  Weekend service Saturday and Sunday since May 2014
target of an average of 25.7 minutes of 75% (B) 64.8% (C)
speech and language therapy across all
patients (A=90%)
Domain 7: Delivery Plan
Delivery Plan Timescale for Comment
completion

1. Communication Group now running twice weekly —to
monitor

Band 3 Therapy Assistant being trained to run group.
Review progress and potentially increase to 3 x per week thereafter.

2. All B2 and B3 Therapy Assistants to be trained and assessed
as competent in the delivery of oral trials, prescribed
communication exercises and completion of the informal
language assessment (B3).

All TA competent except recent new starter who is working through them

3. Therapy Assistants now supporting dysphagia patients at
breakfast on a daily basis

To monitor compliance with this
SALT to support TA’s with providing this 3x days a week

5. Toimplement group cancellation protocol

To ensure groups are only cancelled by Band 7+ staff

Stroke Services Update
For information




Board of Directors — Part |
25" September 2015

Domain 8: Multidisciplinary Team - Domain Leads: Louise Johnson, Tracey Legg and Nikki Manns

DOMAIN KEY INDICATORS Plan Last SSNAP Q2 Key Improvement Actions
(A) (B) to date
8.1 Proportion of applicable patients who were
assessed by an occupational therapist within 90% (A) 100% (A)
72hrs (A=90%)
8.2 Median time between clock start and being Review system for same day assessments for patients
assessed by Occupational therapist (A=<12hrs) | <18hrs (C) | 20:57hrs (D) admitted throughout the day — B7
(N.Ais 22:34 hrs) Consider relative benefits of extending therapy cover to
include a twilight service
8.3 Proportion of applicable patients who were
assessed by an physiotherapist within 72hrs 90% (A) 100% (A)
(A=90%)
8.4 Median time between clock start and being Review system for same day assessments for patients
assessed by physiotherapist (A=<12hrs) <18hrs (D) admitted throughout the day
Consider relative benefits of extending therapy cover to
include a twilight service
8.5 Proportion of applicable patients who were
assessed by speech and language therapist 90% (A) 98.6%(A)
within 72hrs (A=90%)
8.6 Median time between clock start and being Performance threatened by current recruitment challenges;
assessed by speech and language therapist <18hrs (C) | 23:49hrs (D) aim to maintain weekend service from April onwards.
(A=<12hrs) (N.A. is 24:00hrs)
8.7 Proportion of applicable patients who have Quality improvement action — introduction of GAS goal setting
rehabilitation goals agreed within 5 days of 80% (A) N/A on the SU to be discussed at March SQIIF meeting
clock start (A=80%)
8.8 Proportion of applicable patients who are
assessed by a nurse within 24hrs and at least 60% (A) N/A

one therapist within 24hrs and all relevant
therapists within 72hrs and have rehab goals
agreed within 5 days (A=60%)

Stroke Services Update
For information
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Domain 8: Delivery Plan

Delivery Plan Timescale for
completion

1. Review potential benefits, challenges and impact of extending
therapy service delivery to include twilight hours

2. Implementation of GAS Goal setting on the SU including staff
training

3. Undertake a “Time to Therapy Assessment” project

4. Implement B7 Therapy Coordinator Role

Stroke Services Update
For information

Comment

To be reviewed as part of therapy away day in October; collecting data in the
meantime.

On-track

Audit data collected — demonstrates scope to improve time to therapy with a
more robust process for same day assessments

B7 Therapy Coordinator to ensure NP’s identified and allocated for Ax during
the day
NP slot to be added into the afternoon on therapy timetables
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Domain 9: Standards by discharge - Domain Leads: Nikki Manns and Tracey Legg

DOMAIN KEY INDICATORS Plan Last SSNAP Q2 Key Improvement Actions

(A) (B) to date
9.1 Proportion of applicable patients To review breaches quarter to date to understand reasons for breach —
screened for nutrition and seen by a 95% (A) 86.5% (B) 83.8%* (B) complete and system in place to validate
dietician by discharge (A=95%)
9.2 Proportion of applicable patients who To review as part of Stroke Nurses action plan to ensure all stroke patients who
have a continence plan drawn up within 3 95% (A) 91.5% (B) 90.7% (B) have persistent incontinence at 2 weeks post stroke have a full continence
weeks of clock start (A=95%) assessment and management plan.

To implement stroke continence assessment pathway.

9.3 Proportion of applicable patients who To maintain this we need to ensure all new starters to team have induction for
have mood and cognition screening by 95% SSNAP and understand cognitive and mood screens we use and how to

discharge (A=95%)

complete them.

Recording also needs to stay consistent — continue with green forms (and
ensure induction completed).

Also taught band 3 to complete basic cognitive screen.

For 9.1 (*) please note this includes patients who have breached due to being for EOLC early following admission and therefore we anticipate the actual percentage being
much higher — we’re awaiting feedback from SSNAP to confirm that any patients on EOLC early following their admission to hospital are excluded from this metric.

Domain 9: Delivery Plan

Delivery Plan

1. Ensure an induction plan is put in place for all new starters

To ensure all breaches are reviewed and validated

3. To ensure all stroke patients have a comprehensive continence
assessment completed and appropriate management plan in
place — undertake audit of current practice against national

guidance recommendations

Stroke Services Update
For information

Timescale for
completion

Comment

e Complete for new Medical Juniors — to review benefits/impact of this

e Systemin place

e  Working party being formed to review quality and content of continence

assessments and management to ensure meeting national guidance and
also ensuring continence plans are in place for all patients to support
patient discharge from hospital
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Domain 10: Discharge processes - Domain Leads: Louise Johnson and Nikki Manns

DOMAIN KEY INDICATORS Plan Last SSNAP Q2 Key Improvement Actions
(A) (A) to date
10.1 Proportion of applicable patients e Implement Dorset CCG Joint Health and Social Care Plan template
receiving a joint health and social care 90% (A) 100% (A)
plan on discharge (A=90%)
10.2 Proportion of patients treated by
a stroke skilled ESD team (A=40%) 40% (A) 43.2% (A)
10.3 Proportion of applicable patients e Scrutinise retrospective data to understand reasons for poor performance —
in AF on discharge who are discharged 90% (B) 100% (A) assumed to be a documentation/data entry issue
on anticoagulants or with a plan to e SSNAP Administrator to liaise with member of the medical team before
start anticoagulation (A=95%) entering “no” for 7.10.1.
e Audit facilitator to validate before locking down.
10.4 Proportion of those patients who
are discharged alive who are given a 95% (A) 100% (A)
named person to contact after
discharge (A=95%)
Domain 10: Delivery Plan
Delivery Plan Timescale for Comment

completion

1. Audit facilitator to specifically validate 10.3 for non-compliant

records before locking down.

e System in place for ongoing validation of any breaches

Stroke Services Update
For information
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Domain: Audit compliance - Domain Leads: Tanya Davies and Claire Stalley

Plan Last Q2
DOMAIN KEY INDICATORS SSNAP Key Improvement Actions

(A) () to date
Overall 90% 88.1%
NIHSS at arrival (30% of score 73.8% 95% Stroke Outreach

(N-A. 84.5%) Training to achieve 85% of SU Nursing staff are competent to undertake
NIHSS 24hrs post thrombolysis 100% NIHSS
(20% of score) Ensure all are aware of need of 24 hour post-thrombolysis NIHSS
Transfers (10% of score) 98.5% Ensure all patients discharged to ESD/CRT are transferred on the webtool
Data Entry (10% of score) 100%
72hr Measures (15% of score) 97.2% Ensure reason is documented for all patients not having a swallow screen
within 72hrs

Post 72hr Measures 99.1%
(15% of score)

Note: for NIHSS 24 hours post thrombolysis, there was one breach for Q1 and this was due to the patient self-discharging before 24 hours. We have advised SSNAP

accordingly and therefore our performance without this breach would have been 100%.

Domain: Audit compliance: Delivery Plan

Delivery Plan

1. NIHSS on arrival — ensure that all nursing staff on the SU are
trained and competent to complete NIHSS on patients

2. NIHSS — ensure system in place to train all new starters

3. NIHSS Register —to ensure there is a register on the shared
drive of all staff who are competent with NIHSS

4. Review patients recorded as discharged to ESD/CRT are
transferred to ESD/CRT on webtool

5. Ensure reason is documented for all patients not having a
swallow screen within 72hrs

Stroke Services Update
For information

Timescale for
completion

Comment

Aim for 85% Nurses on SU competent with NIHSS by end of June

Not complete as planned by June due to high vacancy factor on the Stroke
Unit. Vacancies now being filled and aim to achieve by end of November
2015

Need an induction in place for all new starters
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Domain: Case Ascertainment - Domain Leads: Tanya Davies & Claire Stalley

Last
DOMAIN KEY INDICATORS Plan SSNAP Key Improvement Actions

(A)
Average patient centred case e  Monthly lockdown checks will be performed on both 72hr and
ascertainment 90+% 90+% discharge lists

e All requests for record unlocks and data changes to go through
SSNAP administrator
e To review case ascertainment figure with SSNAP

Domain Case Ascertainment: Delivery Plan

Delivery Plan Timescale for
completion

1. Monthly lockdown checks will be performed on both 72hr and
discharge lists

2. Allrequests for record unlocks and data changes to go through
SSNAP administrator

3. Toreview case ascertainment figure with SSNAP

Stroke Services Update
For information

Comment

e Ensure all relevant staff are made aware
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CORPORATE EVENTS CALENDAR SEPTEMBER 2015

Date and Time

Event Description

Venue

Contact Details

Monday 21 September

Understanding Diabetes

The Village Hotel 11:00

01202 704271

Wednesday 23 September

Annual Members’ Meeting

The Village Hotel

01202 704246

Friday 25 September

Board of Directors’ Meeting

Committee Room, Trust Management
Office, Royal Bournemouth Hospital

01202 704777

Monday 21 September

Never get to Never —

WHO Safety Checklist Campaign

Trust-wide

Sunday 27 September

Pedal Power

10am New Forest

01202 704060

Wednesday 30 September

Vascular Awareness Day

Castlepoint Shopping Centre/ Royal
Bournemouth Hospital between restaurants

Early October TBA

Jigsaw Opening Ceremony

Royal Bournemouth Hospital

Saturday 3 & Sunday 4
October

Bournemouth Marathon

Bournemouth Hospital Charity

01202 704060

Wednesday 7 October

Understanding the Prostate &

Prostate Cancer

Greyfriars Community Centre
Ringwood 6:00

01202 704246

Wednesday 7-11 October

Free Will writing service

Royal Bournemouth Hospital

01202 704060

Friday 9 October

Free Will writing service

Christchurch Hospital

01202 704060

Friday 23 October

Light up the Prom- for Oncology

& Haematology

8pm Bournemouth Pier

01202 704060

Friday 30 October

Board of Directors’ Meeting

Committee Room, Trust Management
Office, Royal Bournemouth Hospital

01202 704777




Thursday 5 November Council of Governors’ Meeting

Conference Room, Education Centre, Royal
Bournemouth Hospital

01202 704246

Thursday 13 November Pride Awards

Lighthouse, Poole

01202 704394

Friday 27 November Board of Directors’ Meeting Committee Room, Trust Management 01202 704777
Office, Royal Bournemouth Hospital

Friday 4 December Understanding Knee Pain The Village Hotel 11:00 01202 704271

Friday 18 December Board of Directors’ Meeting Committee Room, Trust Management 01202 704777
Office, Royal Bournemouth Hospital

Key

Surveys and audits

Meetings

Volunteer events

Health and other talks

Stakeholder groups, events and forums

Stands at local/community events

Bournemouth Hospital Charity events

Staff Events

Other activities/events
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Board of Directors Business Programme 2015

[ What | Who [Where Before [ Jan [ Feb [ Mar [ Apr [ May [ Jun [ Jul [ Sep | Oct | Nov | Dec [Where After
Annual Plan

Board Objectives TS Chief Executive Monitor
Progress Update on Board Objectives TS Chief Executive N/A
Annual Plan - BoD approve Draft for Public Consultation RR/DP/SE|TMB/CoG Public Consultation
Annual Plan - Feedback from Consultation to BoD RR/DP/SE[CoG N/A
Annual Plan - Final Draft for BoD Approval RR/DP/SE|TMB [ Publication
Budget

Budget for next financial year SH Finance Committee [ N/A
Capital Plan for next financial year SH CMG & Finance N/A

Code of Conduct for Payment by Results SH Finance N/A
National Reference Cost Index SH__|Finance H N/A

CCG Contract SH Finance CCG
Annual Report

Annual Report & Accounts First Draft SH Finance Committee N/A
Annual Report - Audit Committee SP Audit Committee N/A
Annual Report - Finance Committee IM/SH  |Finance Committee N/A
Annual Report - Healthcare Assurance Committee DB/PS |HAC N/A
Annual Report & Accounts - Final draft for approval SH Finance, HAC & Audit Cttees Monitor
Annual Report & Accounts - Going Concern Statement SH Finance, HAC & Audit Cttees Report & A/Cs
Charitable Funds

|Annual Report & Accounts | BY/SH [Charity Cmtte [ [ [ [ [ [ [ [ [ Charity Commission
Quality

Clinical Services Review TS Various N/A
Annual Inpatient Survey Results PS PEC Publication
Annual Outpatient Survey Results PS PEC Publication
Adult Safeguarding and Child Protection and Safeguarding Report PS HAC N/A

CQC Intelligent Monitoring Report PS HAC N/A
Mortality Improvement through Clinical Engagement (MICE) PS TMB N/A
Patient Story PS N/A N/A
Quality Performance Report PS HAC N/A
Quality Accounts - First Draft PS HAC N/A
Quality Accounts - Final Draft for Approval PS HAC Publication
Annual Progress Report on Francis Report PS HAC/TMB Website
Feedback from Staff Governors JS N/A N/A
Internal Quality Review Programme Results PS HAC N/A
Significant Risks Report (including Assurance Framework) PS HAC N/A
Assurance Framework PS HAC N/A
Serious Incidents and Complaints Report PS HAC N/A
Medical Director's Report BF TMB N/A
Infection Control

Infection Control Annual Report and Board Statement of Commitment to

Prevention of Healthcare Associated Infection PS Infection Control N/A
Monitor

Monitor Quarter 1 Submission SH/RR/SA|Finance, HAC & Audit Cttees - Monitor
Monitor Quarter 1 Report SH/RR |Monitor/COO N/A
Monitor Quarter 2 Submission SH/RR/SA|Finance, HAC & Audit Cttees Monitor
Monitor Quarter 2 Report SH/RR |Monitor/COO N/A
Monitor Quarter 3 Submission SH/RR/SA|Finance, HAC & Audit Cttees | | Monitor




What Who |[Where Before Jan Feb Mar | Apr May Jun Jul Sep Oct | Nov | Dec [Where After
Monitor Quarter 3 Report SH/RR |Monitor/COO N/A
Monitor Quarter 4 Submission SH/RR/SA|Finance, HAC & Audit Cttees Monitor
Monitor Quarter 4 Report SH/RR |Monitor/COO N/A
Monitor Annual Risk Assessment SH/RR _|External Monitor
Monitor's FT Sector Overview - Annual Risk Assessment SH/RR | Chief Executive N/A
Monitor Annual Self Certification - Board Statements SA Trust Secretary - Monitor
Staff
Pride Awards Nominations - Chairman's Prize KA Awards Panel Pride Awards
Staff Survey - Results KA Workforce CoG
Local Clinical Excellence Awards 2015 BF Remuneration Rem Com
Local Clinical Excellence Awards 2014 - Annual Report BF Remuneration N/A
Governance
Declaration of interests SA Trust Secretary Trust Secretary
Register of Interests SA Trust Secretary Trust Secretary
Code of Governance Disclosure Statement SA Trust Secretary Monitor
Meeting Dates for Next Year SA Trust Secretary N/A
Forward Programme SA Trust Secretary N/A
Annual |G Briefing PG HAC IG Toolkit
IG Toolkit PG HAC HSCIC
Results of Governor Elections SA External AMM
Annual Members' Meeting CoG |N/A N/A
Seasonal Plan RR N/A CCG/NHS England
Board Performance JS N/A CoG
Transformation Update and report on milestones MF n/a N/A
Standing Financial Instructions (SFls) SH Finance Cttee Trust Secretary
Minutes of Board Committees and other groups
Audit Committee SP_ [Audit [N/A
Charitable Funds Committee BY Charitable Funds N/A
Council of Governors JS CoG N/A
Finance Committee (including Christchurch Steering Board) IM Finance N/A
Healthcare Assurance Committee DB HAC N/A
Infection Prevention and Control Committee PS Infection Control N/A
Patient Experience and Communications Committee AP PEC N/A
Remuneration Committee Cttee [Remuneration N/A
Trust Management Board TS TMB N/A
Workforce Strategy and Development Committee DD Workforce N/A
Review Performance & Terms of Reference subordinate Groups
Audit Committee SP Audit File - Trust Secretary
Charitable Funds Committee BY Charitable Funds File - Trust Secretary
Finance Committee IM Finance File - Trust Secretary
Healthcare Assurance Committee DB HAC File - Trust Secretary
Infection Prevention and Control Committee PS Infection Control File - Trust Secretary
Patient Experience and Communications Committee AP PEC File - Trust Secretary
Remuneration Committee JS Remuneration File - Trust Secretary
Trust Management Board TS TMB H File - Trust Secretary
Workforce Strategy and Development Committee KA Workforce File - Trust Secretary
Communications
Dr Foster Hospital Guide (not being published until Spring '15 at earliest) BF TMB N/A
Corporate Events Calendar SA N/A N/A
Communications Update including Core Brief KA Service Development N/A
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In advance of the work starting on the A338, we have been working closely with Dorset County and
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and updates that have taken place since.
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A338 Roadworks, traffic disruption

In advance of the work starting, we have been working closely with Dorset County
Council to ensure we warned our staff and patients of the predicted traffic problems
around both our sites caused by the rebuilding of the A338.

For staff, we produced a publication (Annex A) that outlined the scope of the work
and suggested ways around the problems, including flexible working, working from
home and alternative means of getting to our hospital sites. We also offer incentives
for staff to buy a bicycle for work and run a car sharing scheme. We held a week of
events in August to help publicise the timing and scale of Dorset County Council’s
roadworks.

For our outpatients, we have been sending out letters for appointments after 6
September, warning them of the anticipated disruption, details of which were
published in the Bournemouth Echo (link below).

We have also been working closely with South West Ambulances to ensure that
emergency vehicles always have access to the Royal Bournemouth Hospital.

We will have extra staff on duty in our car parks in peak times to try and keep the
traffic flowing through our site.

With all the preparation that we did here, there were still problems, particularly at
night, with exit from our Royal Bournemouth Hospital site — much of it caused by
traffic build up on Castle Lane East leading into Christchurch over which we have no
jurisdiction.

We are asking for further support from the police in keeping our junction with Castle
Lane East clear and we are also meeting with Dorset County Council to ask for the
possibility of modification in the way they have coned off large sections of the A338
as this is causing a knock on effect and further disruption.

Our priority remains providing healthcare to our patients from our region and in order
to do this is the best way possible, we need to work on providing a good flow of
traffic in and out of our sites, so that our patients and our staff can arrive and leave in
a timely fashion.

Papers attached:
Annex A - “Have a plan” leaflet
Annex B — Letters to and from Bournemouth Council

Link to Bournemouth Echo
article: http://www.bournemouthecho.co.uk/news/13617339.A338 rebuild Hospital patients
warned to allow extra time for appointments/?ref=mr&Ip=10

A338 Road Works Update Page 1 of 1
For information
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6 September
to 31 May 2016

The Royal Bournemouth and NHS
Christchurch Hospitals

NHS Foundation Trust

The A338 Spur Road is the dual
carriageway that comes into Bournemouth
from the north and the roadworks will be
between Ashley Heath Roundabout and
the Blackwater Junction - a stretch of

more than five miles. One side of the

dual carriageway will be closed to be
rebuilt and traffic will use the other side

in a contraflow with a speed limit of 40mph.

Why is this work
happening?

The A338 is more than 40 years old and
the road foundations are failing. DCC is
replacing the road completely and also
replacing and upgrading the central safety
barrier to concrete, making the road safer.
This will improve access to Bournemouth
and beyond from the east.

Will it affect
both our sites?

We are presuming the work will affect both
our sites - the Royal Bournemouth Hospital
as we are so close to the A338 and
Christchurch as we think people coming
from the east may try and divert through
that area.

What is happening

to the A338?

Norset Cotintry Council (DGC) is earrving
out extensive roadworks or the A338 from
R September. This will affect traffic around
both the Roval Bournemouth Hospital and
the wider area, including roads around
Christchurch Hospital. These woiks will 1ast
Tor nine montns.

How bad will
the disruption
be?

DCC has anticipated that these works will
cause major traffic delays around the area
in all directions, and this could mean that
access into and out of our car parks will
also be very slow.

Where can | go
to for more
information on
the roadworks?

Background on why the work is

happening is available on the DCC
website: www.dorsetforyou.com/
bournemouth-spur-road. DCC has
already started publishing a blog

on the progress of the work at http:/news.
dorsetforyou.com/bournemouth-spur-
road. It also has Twitter accounts: @dorset-
foryou and @traveldorset, and will use the
hashtag #A338.

How are you
informing
patients about
the expected
delays?

We are sending information with
appointment letters to all patients who
are due to come in to hospital after

6 September. The letter will warn them

of the roadworks and advise them to plan
ahead.

How can |
find the best
alternative
for getting to
work for me?

The leaflet will provide some alternatives
for you to explore. However, we can

also offer you individual travel plans -
please contact Travelwise on
travelwise@rbch.nhs.uk



Will |1 get into trouble if |
am late for work because
of the traffic?

The roadworks are going to cause
serious disruptions and we will all have
to get used to this. If you plan ahead
and leave earlier, or seek alternatives
to travelling in by car, it is hoped you
will be able to arrive to work on time.

If you are still late, this will rely on the
discretion of your line manager, who

will be understanding and will appreciate
the traffic issues. However our main
concern is to provide care to our
patients. Please try to prepare as much
in advance and look at the alternatives.
We also appreciate that many of you
have family commitments that affect the
time we can leave home for work.

Can | work from home if it
makes me more productive?

Flexible working patterns will need to

be discussed with your line manager.
The Trust has many operational
priorities, so with everything we need to
ensure these are met first and foremost.
Some departments may be able to have
staggered start and finish times for work,
or may allow staff to work at the
weekends. However, if this does
happen, there will no premium
associated with working voluntarily

at the weekend unless for the needs

of the service.

Jo Taithful -

Communications
Assistant

How do you
get to work?

By bike, although
sometimes | walk.

Where do you
come in from?

St Catherine’s Hill,
Christchurch.

How long does it take you to get in?

By bike 15 minutes, walking 40 minutes.

What benefits do you feel from coming in
this way?

It helps my fitness, | get to work feeling really
awake, all the day’s stresses disappear on
my way home and | do not have to run a car
or pay for parking.

What have you learned now about coming in
this way that you wish you had known when

you started out?

| wish | had known how to mend a puncture

and gone to a cycling proficiency course
to help deal with busy roads.

Any advice for members of staff who are
thinking of joining you?

Invest in waterproof clothing, and buy a
good helmet and wear it!

If | come by bus or bike and
have to get home in a hurry
due to an emergency, will
the Trust pay for a taxi to
take me home?

Yes, but this will be at the discretion

of your line manager, so please confirm
with them before you go or as soon as
possible afterwards. This will only be
for emergencies, and will not be an
alternative way of getting home.

Will | be able to leave

early to pick my children up,
even though | can’t come in
any sooner?

We all have to plan ahead for the
expected disruption of the roadworks,
so now is the time to be making plans
and working out alternative
arrangements. Have a back-up plan

for if you are stuck on site to ensure
your children are taken care of. It’s also
a good idea to speak to whoever is
looking after your children to explain that
you may be held up on occasions.

How can | connect my
laptop to the Trust network
from home?

Talk to our IT Department about ways of
connecting from home. This will not be
possible for everyone, so again, it is also
a discussion you should have with your
line manager.

Peter Curtis -

Capitd Project Wanager,
Estates

How do you
get to work?

Generally by
motorbike.

Where do you
come in from?

Swanage.

How long does
it take you to
getin?

50 minutes.

What benefits do you feel from coming
in this way?

| use the ferry and a bike is much
cheaper as fuel costs are less. It’s also
much quicker when leaving the site.

What have you learned now about coming
in this way that you wish you had known
when you started out?

| wish | had done it earlier although |
won’t use the bike when it’s frosty or icy
on the roads.

Any advice for members of staff who
are thinking of joining you?

Make sure you have the appropriate
protective gear, good waterproofs and
stay calm!

Cycle to Work
Scheme

Cycling has become
a very popular way

of getting about

but people still have
doubts about whether
they can afford a new
bike. At RBCH, we
have the Cycle to
Work Scheme

which may help.

To sign up to the

Cycle to Work

Scheme you

will need to be

a full time member of staff. Log on to the Staff
Benefits Programme portal via the homepage
of the intranet, and make your selection.

You will be able to choose a bike from the
SMEHCI (Bikes for the NHS) brochure or
through a local participating bike shop,
provided the main use of the cycle (i.e. at least
50% of its usage) will be for journeys to or from
work. Bikes can be chosen with a minimum
value of £50 and a maximum value of £1,000.

You will pay less tax, National Insurance and
pension contributions therefore increasing your
take home pay. You will also be spreading the
cost for that new bike over the scheme year.

For further details, go to:
http:/rbhintranet/staff_benefits
/2012pdf/cycle_to_work_guidance.pdf
or contact Staff.Benefits@rbch.nhs.uk

2] Waltho -
Associate Director
of Operations

How do you
get to work?

| walk, catch

a bus or
sometimes get
a lift.

Where do you
come in from?

Christchurch.

How long does it take you to get in?
10 minutes by bus or 30 minutes walking.

What benefits do you feel from coming in

this way?

By coming in by bus | avoid the traffic leaving
site, | can read my book or catch up on things
on my iPad. It makes it stress free.

What have you learned now about coming in
this way that you wish you had known when
you started out?

That buses are more reliable than | had
thought.

Any advice for members of staff who are
thinking of joining you?

Look at all the options to reduce costs, for
example by buying a monthly bus pass.



Stuart Hunter -
Finance Director

How do you get to work?

Bike from home to the
train station and then
bike from Bournemouth

Station to RBH.

Where do you come in from?
Wareham.

How long does it take you to get in?

27 minutes on the train and then 25 or so
minutes on the bike.

What benefits do you feel from coming
in this way?

| get a chance to read or do any work on
the train on the way here and then enjoy
the fresh air on the bike ride and the
exercise too!

What have you learned now about coming
in this way that you wish you had known
when you started out?

| wish | had found out the best routes to
bicycle from the station to here first.

Any advice for members of staff who

are thinking of joining you?

| think when the A338 roadworks start, for
anyone coming in from further afield, the
train may well be the best option - and
some trains stop at Pokesdown which is
even closer to RBH!

OO
RBCH.liftshare.com

We have invested in a car sharing scheme,
especially for staff, designed to help you
reduce your daily travel costs while helping to
reduce CO2 emissions at the same time.

It is totally free to use and enables you to find
others going your way, so you can share the
journey.

Once registered, you can access your account
from work or home, making searching as
convenient as possible. You can also choose
whether to search for matches among RBCH
colleagues or from the whole Liftshare
nationwide database.

Discover for yourself just how much money
you can save by car sharing. To sign up and
find a car share companion or two, just go to
www.rbch.liftshare.com

We also offer a ‘guaranteed ride home’ if your
Liftshare partner falls through unexpectedly.

Liftshare can help you by:

+ making it easy to co-ordinate your travel
with others

* saving you money

« cutting your CO2 emissions and reducing
local congestion

+ providing some friendly company to reduce
the stress of driving alone

For further info, please visit:

- the Liftshare pages on the intranet
+ the step-by-step car sharing guide
Happy car sharing!

We have a number of bikes which you
can hire for free for up to two weeks at
a time.

These can be used as a chance to test
out a new route, a new commute, or type
of bike before deciding if you wish to
invest in a bike yourself. The bikes can
also be used for getting to local
work-related meetings.

There are a number of men’s and
women’s bikes available, including:

® mountain bikes
® hybrid bikes

® road bikes

® electric bikes

® folding bikes

For more information or to hire a bike
please contact CP Plus on ext

or visit the Travelwise office within the
main atrium.

We are currently trialling a pool car
scheme with Co-Wheels.

The trial will be looking at a
pay-as-you-ride scheme, where
vehicles can be pre-booked online
or over the phone and then collected
from a designated location within the
hospital site. The user will be issued
with a smartcard which once booked
will allow access to the car.

Keeping our
patients informed

Are we telling patients that the
roadworks may cause delays so they
can plan ahead?

Yes, we are writing to all outpatients who have
an appointment after 6 September and warning
them of the expected congestion around both
our sites and suggesting they plan ahead.

If patients are late for appointments,
what happens if we can’t fit them in?

If we can be flexible we will be, but this
will not always be possible due to other
patients. There may be no space to fit them in
on that day and unfortunately there is nothing
we can do to help accommodate them.

What should | do if the patient is really
angry as they have not only waited in
traffic for ages to get here, but now we
have also postponed their appointment?

We appreciate this is really hard for patients
and they may be upset. This is why we have
written to them all in advance to ask them to
plan ahead and have also warned them that if
they miss their appointment due to our need to
see other patients, we may have to postpone
their appointment to another day.

Where should we direct the patient to
if they want to make a complaint?

If patients are still unhappy, please ask them to
speak to our Patient Advice and Liaison Team
(PALS) on 01202 704886, or pals@rbch.nhs.
uk. They can also visit the PALS office in the
main atrium at RBH.

Pool cars are perfect for journeys where
travel by car is the only option. It will
allow staff to still travel to meetings
during the working day without the
need to use their own vehicles.

For access to secure cycle shelters,
please go to the Estates Management
Reception or the Travelwise office
located within the main atrium at RBH to
get a key in exchange for a £2 deposit.

At RBH we have around:
® 240 secure bike shelter spaces
® 145 bicycle hoop spaces

There are six designated motorcycle
parking areas at RBH.

No parking permits are needed to park
motorcycles or scooters at RBH or
Christchurch Hospital.

There will be monthly travel events held
throughout September to May. These
events are a chance to find out more
about the different travel options
available to you and an opportunity

to request personal travel plans.

Please see the Travelwise intranet pages
for more information and dates.

Travelwise

For advice on alternative ways of getting
to our hospitals, visit our Travelwise pages on
the intranet, or contact them via email.

RBCH Travelwise:
travelwise@rbch.nhs.uk

Liftshare:
www.RBCH.liftshare.com

Buses

Yellow Buses Limited:
www.bybus.co.uk

Wilts and Dorset Buses Limited:
www.morebus.co.uk

Local bus map:
www.gettingabout.co.uk/Bus/Getting-
About-Bus-Map.PDF

Trains
www.thetrainline.com
www.southwesttrains.co.uk

Dorset County Council

Information on roadworks
www.dorsetforyou.com/bournemouth-
spur-road

http:/news.dorsetforyou.com/
bournemouth-spur-road

DCC Twitter:
@dorsetforyou @traveldorset #A338

Bournemouth Getting About

Details on local travel, including link to cycle
route map www.gettingabout.co.uk

gettingabout@bournemouth.gov.uk

BBC Travel Dorset

For travel updates from the BBC
www.bbc.co.uk/travel/dorset/incidents/road
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30" July 2015
Dear Tony

Re: A338 Wessex Way Road Works

| am writin? regarding the planned major road works on the A338 from September 6" 2015
to May 31% 2016. We fully support these road works taking place, but we anticipate that
they will have a significant effect on residents, commuters and patients. This letter is to
request your leadership in ensuring the development and implementation of mitigation
plans, over the 9 months period, to manage the traffic impact and other associated
consequences of the work.

Our hospital team have travelled to Dorchester to attend the briefings. Possibly because
the briefings have been held away from the affected area, the attendance has not fully
reflected the full range of stakeholders, including residents, employers and schools. We
certainly find that locally, with only two months to go, many, many people are not prepared
for the scale of disruption, and the knock on effects to all surrounding areas such as
Christchurch. We have, for example, identified local schools which appear unaware of
what is to come.

The modelling of traffic flows presented at the last Dorset Council briefing was alarming.
This showed extensive use of contraflows, leading to miles of traffic tailbacks, in both
directions, and along the limited alternative routes, such as through Barrack Road. There
was a sense received, rightly or wrongly, that after two weeks of massive delays people
will find “alternatives”. This feels like wishful thinking as there are limited alternatives
currently in place, especially for patients and ambulances. We already heavily restrict staff
car access and offer alternatives such as car share and subsidised bus passes.

This letter is to request if DCC and BBC are able to use your position and powers to create
more alternatives. Examples such as park & ride from Ashley Heath, better bus frequency
into and across the conurbation for the 9 months, including from the railway stations,
would all help. | am sure you have plans or considerations, which we would very much
like to hear and support in a positive partnership.

For RBCH visitors, patients and staff we will shortly be stepping up our briefings, including
posters and information in appointment letters. It would be useful to know if you have
briefed South West Ambulance Services Trust (SWAST), South Central Ambulance



(SCAST), Blood and organ transplant, sterile suppliers for Theatre and E-Zec the patient
transport provider. We would happily attend any briefing, or set up one if you require us
to. Clearly ambulance access cannot be delayed, either on the Wessex Way or through
the other routes where traffic jams are predicted. Your assurance on this point is sought.

We believe working together we can mitigate some of the impact. However, our hospitals
naturally have patients who often cannot use alternatives other than cars or ambulances.
We also have specialist staff travelling in from across Dorset, Wiltshire and Hampshire,
with shift patterns and appointments that again make alternatives difficult. We will be
monitoring late start times to clinics and theatre lists etc. and patients’ late or abandoned
attendances, and doing all we can do practically to provide our services. It may be that
other local employers, such as JP Morgan, RIAS and the retailers, can do more to shift
their workforce patterns, and hopefully you are working intensively with them. Taken
together though, the lack of visible awareness raising and practical alternatives, two
months from ‘go live’ is concerning.

We very much want to help and facilitate solutions. In summary could you consider:-

i) What further awareness raising can be undertaken?
ii) Can work with others be shared so we can see the full plan?

iii) A specific meeting for ambulance, patient transport and hospital essential transport
who require quick access to the hospital.

iv) What plans, and what ideas exist for alternatives, such as Park & Ride, enhanced
bus services etc?

| would welcome your thoughts on these issues, and what we can do collectively over the
next two months to mitigate what, over 9 months, is likely to be a very significant issue.

Thank you for your consideration. | have written to both DCC and BBC given the issue
affects both authorities, and solutions lie in both.

Yours sincerely,
/
/ L/I g{c’%\"«réfdun
— )

Tony Spotswood
Chief Executive Officer

cc.  Clir John Beesley
Jane Stichbury, Chair, RBH
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Your Ref: This matter is being dealt with by: Tony Williams, Chief Executive
Our Ref: Email: tony.williams@bournemouth.gov.uk Direct line: 01202 451130
17 August 2015

Mr Tony Spotswood

Chief Executive Officer

The Royal Bournemouth Hospital
Castle Lane East

BOURNEMOUTH

BH7 7DW

Dear Tony
A338 Wessex Way Road Works

Thank you for your recent letter regarding Dorset County Council’s forthcoming works to
reconstruct the A338 Spur Road between Blackwater Junction and Ashley Heath. The
refurbishment of the carriageways (the condition of which has been a major concern for a
long time) are much needed and will ensure access into Bournemouth for the future
although | share your concerns regarding the effects on journey times and traffic
congestion on the A338 itself and the surrounding highway network during the construction
period.

Bournemouth Council Officers have been meeting with those at Dorset Council for some
time now to understand the scope of the works, their traffic management proposals and
the effects on traffic travelling in and out of the town. For our part we will ensure that
there are no planned road works (either Council or Public Utility Company works) carried
out on any of the alternative routes within the Borough between September 2015 and May
2016.

The communications team here at Bournemouth has been supporting the Dorset County
Council PR Team in its activities to raise awareness of the forthcoming works through a
range of mechanisms. As | am sure you can appreciate, up to now we have been keen to
ensure a balance between sending out information in a timely and effective way ahead of
the works, whilst not giving an impression that the area will be ‘closed for business’ over
the peak visitor season. With the construction start date approaching, a comprehensive
programme of ongoing communications activity by Bournemouth Council is now very much
underway, utilising a host of communications channels (Facebook and Twitter posts have
commenced); and this involves direct awareness raising activity by Bournemouth Council
as well as supporting and facilitating Dorset County Council in the activity that they have
planned.

.../continued

Chief Exe;utivefs foi;e, Tovyn Hall, Bourne Avenue, Bournemouth BH2 6DY  T: 01202 451130 | F: 01202 451000 | www.bournemouth.gov.uk
Data Prutectiqn Legislation: information that you provide will be held and used in compliance with the Data Protection Act 1998, For further information about how we take care of and use
your information please ask for the Council's leaflet ‘Our Commitment to you and Your Rights
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Planning for the works with the larger businesses in the conurbation, and in particular

— -———those situated-in-close proximity-to the-A338;-is being carriedout, in-part, through-a
series of stakeholder meetings organised by Dorset County Council which commenced at
the start of 2015. As you indicate your hospital team have been regular participants. The
meetings have been used to provide updated information and also to encourage more
flexible office working arrangements and delivery timings for those organisations able to
do so.

| understand that invitations to these meetings have also extended to South West
Ambulances Trust and update information regularly sent through to them. | would be very
happy to facilitate further specific meetings involving South Central Ambulance, patient
transport providers and other hospital essential transport providers if you could send
through the relevant contact details.

A key factor in trying to minimise disruption to traffic, as far as possible, is providing
drivers with live up to date information to inform their travel decisions. Dorset County
Council are setting-up a local traffic control room from which they will monitor traffic
conditions within the limits of the works and the surrounding area. Bournemouth Council
will be working with them and we have a large number of traffic cameras on strategic
routes within the Borough and will also be able to atert drivers through social media,
roadside variable message signs, radio and websites, etc. A part of a mitigation strategy is
to encourage drivers who do not absolutely have to use the A338 to take alternative routes
at the very outskirts of the conurbation.

The effects on traffic will, without doubt, be difficult, particularly in the early weeks of
the lanes closures/contraflow arrangements on the A338. | can assure you that
Bournemouth Council will continue to work with partners to do all that they can to
minimise these effects.

Yeurs sincerely

|

Tony William
Chief Executive
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18th August 2015
01202 303626

www.rbch.nhs.uk
The Prime Minister
10 Downing Street
LONDON
SW1A 2AA

Dear Prime Minister
Recruitment of Filipino Nurses

| am writing on behalf of The Royal Bournemouth and Christchurch Hospitals NHS Foundation
Trust to highlight our current difficulties in recruiting nurses from overseas.

In common with a significant number of other NHS Trusts, the recruitment of registered nurses
has been a challenge over the last few years. Whilst we are committed to working with our
Education Commissioners and developing a local workforce to fill our resource requirements, we
currently have a strong need for experienced nurses to provide care for our patients.

In support of this, earlier this year the Royal Bournemouth and Christchurch Hospitals NHS
Foundation Trust interviewed approximately 18 Filipino nurses through an agency, who had
sourced potential candidates from the Philippines.

The key requirement was that the candidates should have experience of working in operating
theatres. The interviews were very successful and we offered posts to 16 nurses — 14 for
theatres and 2 for endoscopy. All the nurses had some experience of working in theatres and
were engaging and articulate at interview. The Trust was very encouraged by the quality of the
applications and the personality of the applicants. The Trust has previously successfully
recruited staff from the Philippines, many of whom remain with us ten years later.

Theatres, traditionally are a very difficult place to recruit into, as practitioners are required to have
a bespoke skill set in order for them to be able to undertake competent assistance to Surgeons
and Anaesthetists. As a result of on-going difficulties to recruit trained theatre staff, both
nationally and locally, theatre departments can incur significant agency costs in order to provide
capacity for surgical procedures within the 18 week, cancer and emergency pathways.

Historically a high number of Filipino staff have been recruited into UK Trusts although this has
not happened in recent years as a result of visa restrictions. The Filipino nurses have been
trained to a high standard and in our experience of working with them, have always provided an
able, caring and highly competent service as nurses. Retention rates of competent Filipino
nurses are high, they want to work overseas and see this as a huge development opportunity to
improve not only their career prospects, but their longer term quality of living (average wages for

a nurse are £1.50-£4.00 per day in the Philippines).
.12



Page 2
18" August 2015

Given the current nursing recruitment challenges across the whole of the NHS it is imperative
that we are able to continue to recruit good quality nurses from overseas countries such as the
Philippines without anything other than necessary visa requirements, through a streamlined and
timely process. The impact to the Trust of not being able to recruit these 16 nurses is:

Unsustainable on-going agency costs which amount to an impact of in excess of £100k
for a 6 month period;

Potential impact on the quality of patient care;

Potential impact on surgical activity and capacity (18 week pathway and cancer waits) if
theatres cannot be safely staffed;

The challenge to ensure patients have safe and timely access to CEPOD (emergency)
theatres will be even greater;

Workforce plans will not be fulfilled with direct impact on recruitment and retention in
theatres.

Unfortunately, none of our applications for visas were agreed at the August panel. Having
reviewed this with other colleagues in the NHS and in discussion with NHS Employers, the Trust
wanted to ensure that you were aware of the impact this will have on the ability to continue to
deliver high quality patient care, and my letter is to bring this to your attention.

Yours sincerely

CC:

Royal Bournemouth & Christchurch Hospitals NHS Foundation Trust

Sir David Metcalfe CBE, Chair, Migration Advisory Committee
Mr Christopher Chope OBE, MP for Christchurch

Mr Tobias Ellwood, MP for Bournemouth East

Mr Conor Burns, MP for Bournemouth West

NHS Employers
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Ms Jane Stichbury

The Royal Bournemouth Hospital
Castle Lane East

Bournemouth

BH7 7DW

Reference: T11569/15
2 Sept 2015

Dear Ms Stichbury,

Thank you for your letter of 18 August 2015 to the Prime Minister about the Tier 2
(General) limit. Your letter has been passed to the Home Office for a reply.

The UK Government believes that in the past it has been too easy for some employers to
bring in workers from overseas rather than to take the long-term decision to train our
workforce here at home. The Prime Minister has said that we need to do more to change
that, which includes reducing the demand for migrant labour.

In relation to nursing, the long term aim is that we train our own nurses in this country. The
Department of Health takes the issue of nursing recruitment seriously and has invested in
front-line staff. Since May 2010, there are more than 20,600 more professionally qualified
clinical staff working in the NHS including 8,100 more Nurses.

Health Education England’'s Workforce plan for England for 2015-16 forecasts that,
following further increases in the number of training commissions, the proposed nurse
training levels will deliver over 23,000 more nurses by 2019.

We introduced an annual limit on Tier 2 — the skilled work route — in 2011 as a key part of
our strategy for reducing net migration. We have committed to maintaining the limit at
20,700 places during this Parliament. Those employers sponsoring migrants under Tier 2
have been aware of the limit since 2011 and that there was a possibility they may not be
granted places.

Places are allocated monthly, which avoids the long delays that can occur in other
countries’ systems before new places are available. If the limit is oversubscribed in a
given month, as it was in June, July and August, applications are prioritised using a points
table, with a higher priority given to recognised shortage occupations and PhD level
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occupations. Applications are also awarded points according to salary as a measure of
the economic contribution migrant workers will make to the UK.

We will continue to monitor the take-up of the Tier 2 limit, but we have no plans to make
significant changes at this time. We have, however, commissioned the MAC to advise the
Government by the end of the year on restricting work visas to genuine skills shortages
and highly specialist experts.

The MAC has published a call for evidence, which is open until 25 September and can be
found online at www.gov.uk/government/consultations/call-for-evidence-review-tier-2-
route. We encourage interested parties in the health sector to respond.

Yours sincerely

A fe..

Anna Middleton

Email: Public.Enquiries@homeoffice.gsi.gov.uk
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Tel: 020 7210 4850

Ms Jane Stichbury

Chair

The Royal Bournemouth and Christchurch Hospital NHS Foundation Trust

The Royal Bournemouth Hospital

Castle Lane East

Bournemouth BH7 7DW 08 SEP 2015

Dear Ms Stichbury,

Thank you for your letter of 18 August to David Cameron about employing overseas
nurses. As the matters you raise concern health, a copy of your letter has been
passed to this Department and I have been asked to reply.

[ appreciate the concerns you raise about the difficulties you have experienced in
employing overseas nurses due to visa issues.

Tier 2 visa applications enable skilled workers from overseas to come to the UK to
work in the NHS and provide suitable applicants the opportunity to progress within
their career. Those entering under Tier 2 visas are eligible to apply for indefinite
leave to remain after five years, if they fulfil certain criteria.

The introduction in 2012 of a minimum salary level to qualify for settlement, which
comes into force in April 2016, was one measure in a package of changes designed
to break the near-automatic link between coming to the UK to work or study
temporarily, and settling permanently, though the requirement does not apply to
migrants who are working in roles on the shortage occupation list (SOL).

The independent Migration Advisory Committee (MAC) advises the Government on
shortage occupations and it published its latest review of the SOL on 25 February.
The MAC considered the evidence provided by the Royal College of Nursing and
other sector bodies in its report and recommended against adding adult nurses to the
SOL. It noted the need for the health sector to make better use of existing
mechanisms to fill nursing vacancies from the resident workforce. A full report is
available at www.gov.uk, by searching for ‘migration advisory committee’.




The Home Office has now commissioned the MAC to undertake a fundamental
review of the Tier 2 route of entry. This review will look at a number of areas,
including:

e options to re-focus the route on areas where there are genuine shortages;
e how to limit the time that sectors remain on the shortage list; and
e implementation of a levy on Tier 2 visas to fund apprenticeships.

Although this review is not limited to the healthcare sector, it does provide an
opportunity for health employers and organisations to shape the route in the future
and all stakeholders are encouraged to make their views known by contributing to
the review’s consultation, which closes on 25 September. The consultation is
available on www.gov.uk by searching for ‘call for evidence tier 2 route’.

The Department would encourage you to make the your views known and share the
consultation as widely as possible so that the views of the NHS in all areas can be
included.

Whilst ministers recognise the challenges that health and social care employers can
experience when seeking to recruit nurses from abroad, the Department believes that
employers should first try to fill nursing posts from within the UK before looking
further afield.

Increasing the pool of qualified nurses within England that the NHS can recruit from
is a matter that is being addressed, for example, through additional commissioned

training places for nurses.

A copy of your letter has also been sent to the Home Office and I hope you receive a
reply soon.

I hope this reply is helpful.

Yours sincerely,

.

Joanne Miles
Ministerial Correspondence and Public Enquiries
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AGENDA DATES - 2015/16

BOARD OF DIRECTORS and COUNCIL OF GOVERNORS

Date of Meeting
2015
Friday 25 September
Friday 30 October
Friday 27 November
Friday 18 December (early due to
Christmas break)
2016
Friday 29 January
Wednesday 3 February
Friday 26 February
Friday 1 April (March Board late due to
Easter break)
Wednesday 13 April
Friday 29 April
Friday 27 May
Friday 24 June
Thursday 21 July
Friday 29 July
Friday 30 September
Thursday 6 October
Friday 28 October
Friday 25 November
Friday 23 December
2017
Thursday 12 January
Friday 27 January

Document submission
Deadline (12 noon)
15 September
20 October
17 November

8 December

19 January
21 January
16 February

21 March

31 March

19 April

17 May

14 June

8 July

19 July

20 September
22 September
18 October
15 November
13 December

29 December
17 January

Papers Distributed

Friday 18 September
Friday 23 October
Friday 20 November

Friday 11 December

Friday 22 January
Wednesday 27 January
Friday 19 February

Thursday 24 March

Wednesday 6 April
Friday 22 April
Friday 20 May
Friday 17 June
Thursday 14 July
Friday 22 July

Friday 23 September
Thursday 29 September
Friday 21 October
Friday 18 November
Friday 16 December

Thursday 5 January
Friday 20 January

Part 1 Board (Public) held in the Conference Room, Education Centre at 8.30am
Part 2 Board (Confidential) held in the Committee Room, Management offices at 11.00am
NB: July Part 1 in Committee Room, Management offices due to unavailability of Education Centre
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