There will be a meeting of the Board of Directors on Wednesday 9 May 2018 at 11.00 in

The Deakin Learning Centre, Addenbrooke’s Hospital,
Hills Road, Cambridge CB2 0QQ
(*) = paper enclosed
(+) = to follow

AGENDA
General business
11.00

Purpose

1

Welcome and apologies for absence

For note

2

Declarations of interest
To receive any declarations of interest from Board members
in relation to items on the agenda and to note any changes
to their register of interest entries

For note

A full list of interests is available from the Director of
Corporate Affairs on request
3*

Minutes of the previous Board meeting
To approve the Minutes of the Part 1 Board meeting held on
14 March 2018

4*

Board action tracker and matters arising not covered
by other items on the agenda

For review

11.05

5*

Volunteer story and Voluntary Services Annual Report
5.1 To receive the report of the Director of Workforce
5.2 To receive the Annual Report

For receipt

11.20

6*

Chair’s report
To receive the report of the Chair

For receipt

11.25

7*

Report from the Council of Governors
To receive the report of the Lead Governor

For receipt

11.30

8*

Chief Executive’s report
To receive the report of the Chief Executive

For receipt

Quality, access standards, workforce and finance

For approval

Purpose

9*

The items in this section will be discussed with
reference to the Integrated Report and other specific
reports

11.45

9a

Access standards
To receive the report of the Chief Operating Officer

For receipt

11.55

9b

Workforce
To receive the report of the Director of Workforce

For receipt

12.05

9c*

Quality (including nurse safe staffing)
To receive the report of the Chief Nurse and Medical Director

For receipt

12.15

9d*

Financial performance
To receive the report of the Chief Finance Officer

Governance and assurance

For receipt

Purpose

12.25

10*

Research and development
To receive the quarterly report of the Director of Research and
Development

For receipt

12.45

11*

Learning from deaths report
To receive the report of the Medical Director

For receipt

12.50

12*

Board Assurance Framework
To approve the report of the Director of Corporate Affairs

For approval

12.55

13*

STP Memorandum of Understanding and Governance
Framework
To approve the report of the Director of Strategy and Major
Projects

For approval

13.00

14*

Health and Safety Policy
To approve the report of the Director of Workforce

For approval

13.05

15+

Board
15.1
15.2
15.3

Assurance Committees – Chairs’ reports
Performance Committee: 2 May 2018
Quality Committee: 2 May 2018
Remuneration and Nomination Committee: 2 May 2018

Other items

13.15

Purpose

16

Any other business

17

Questions from members of the public

18

Date of next meeting
The next meeting of the Board of Directors will be held on
Wednesday 11 July 2018 at 11.00 in The Deakin Learning
Centre, Addenbrooke’s Hospital, Hills Road, Cambridge
CB2 0QQ.

19

Resolution
That representatives of the press and other members of the
public be excluded from the remainder of this meeting having
regard to the confidential nature of the business to be
transacted, publicity on which would be prejudicial to the
public interest (NHS Act 2006 as amended by the Health and
Social Care Act 2012).

20

Close

2

For note

Minutes of the meeting of the Board of Directors held in public on
Wednesday 14 March 2018 at 11.00 in The Deakin Learning Centre,
Addenbrooke’s Hospital, Hills Road, Cambridge CB2 0QQ

Member
Dr M More
Mr D Abrams
Dr E Cameron
Mr A Chamberlain
Dr A Doherty
Mr S Higginson
Ms A-M Ingle
Dr M Knapton
Prof P Maxwell
Prof S Peacock
Ms S Pointer
Mr P Scott
Dr A Shaw
Mr R Sinker
Mr M Turner
Mr I Walker
Mr D Wherrett

Position
Trust Chair
Non-Executive Director
Director of Improvement and Transformation
Non-Executive Director
Non-Executive Director
Chief Operating Officer
Chief Nurse
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Chief Finance Officer
Medical Director
Chief Executive
Director of Major Projects, Strategy and
Transformation *
Director of Corporate Affairs *
Director of Workforce

Present
X
X
X
X
X
X
X
X
X

Apologies

X
X
X
X
X
X
X
X

* Non-voting member
In attendance
Mr G Burgess

Position
Assistant Trust Secretary (minutes)

For particular items
Mr A Gupta
Director of Post Graduate Medical Education
Ms S Wilkinson
Assistant Director of Nursing

18/18

Item 29/18
Item 29/18

Welcome and apologies for absence
Apologies had been received from Sharon Peacock.
On behalf of the Board of Directors, the Chair extended condolences to the
families of Professor Stephen Hawking and Professor Sir John Sulston, both of
whose deaths had been announced in the past few days.

19/18

Declarations of interest
Standing declarations of interest of Board members were noted.
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20/18

Minutes of the previous meeting
The minutes of the Board of Directors’ meeting held in public on 10 January 2018
were approved as a true and accurate record.

21/18

Board action tracker and matters arising not covered under other agenda
items
Noted:
1. Action 161/17: Primary care streaming services had gone live in December
2017 and by February 2018 6% of patients were being streamed. This was
below the national benchmark of 10% and the shortfall was primarily related
to difficulties in filling rota shifts on Saturdays and Sundays. An action plan
was in place to address the situation.

22/18

Patient story
Anne Marie Ingle, Chief Nurse, presented a patient story.
Noted:
1. The Board of Directors received a story about tracheostomy procedures and
the support and training provided to staff, family members and carers.
2. The standard and accessibility of specialist training was vital for ensuring that
patients were cared for by people fully equipped with the right skills and
knowledge. A shortage of trained specialists could put pressure on respite care
provision and it was hoped that this could be addressed through the
Sustainability and Transformation Partnership (STP).
3. With advances in medicines, the life expectancy of those with complex medical
conditions had increased. This brought fresh challenges for the NHS and
advances in education, support and training were key.
Agreed:
1. To note the patient story.

23/18

Report of the Chair
Mike More, Trust Chair, presented the report which had been circulated.
Noted:
1. On 19 February 2018 the Chair and the Chief Executive met with members of
the public to discuss a range of issues. This was the first in a series of
meetings which would be scheduled in the months when a Board of Directors’
meeting was not held in public. The following issues were discussed:
 Accountable Care Organisations and Integrated Care Systems.
 Reducing Delayed Transfers of Care (DTOCs).
 The security of systems for amending patient’s demographic details.
 12-hour shift patterns for Nurses and Health Care Assistants.
 Recruitment approaches for Registered Nurses.
 The approach to capital funding.
2. A number of other questions were raised by Governors but there was
insufficient time to discuss these.
Agreed:
1. To note the report of the Chair.
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24/18

Report from the Council of Governors
Julia Loudon, Lead Governor, presented the report which had been circulated.
Noted:
1. The annual process for elections to the Council of Governors had commenced
and would conclude in May 2018.
2. The Governor/Director Working Group (Strategy and Performance) met on 7
March 2018 and discussed topics including medication errors, IT and the
2017/18 Quality Account.
3. The Governor/Director Working Group (Communications and Engagement)
met on 7 March 2018 and received an update from the Interim Chief Executive
of Addenbrooke’s Charitable Trust (ACT).
Agreed:
1. To note the report.

25/18

Report of the Chief Executive
Roland Sinker, Chief Executive, presented the report which had been circulated.
Noted:
1. Capacity challenges continued in the Emergency Department (ED) and, against
a national picture of significant winter pressures, the Trust had cancelled
planned, non-urgent adult surgery during January 2018. Staff were thanked
for their hard work and dedication during this time.
2. Mark Turner, Director of Major Projects, Strategy and Transformation, and
Marianne Monie, Director of Strategy, were thanked for their work on
refreshing the Trust’s Strategy. The four specific priorities of the Strategy
were: improving the patient journey, strengthening the organisation, working
with communities and contributing nationally and internationally.
3. Work continued to reduce the number of Delayed Transfers of Care (DTOCs).
The number had recently fallen from over 100 to around 50, the lowest level
since December 2015.
4. A further wave of Improvement Teams would be identified in the coming
weeks, once the process for selection had been agreed.
5. The Trust had made submissions regarding the need for affordable housing in
and around Cambridge.
6. The Trust continued to highlight the need for enhanced Park and Ride
provision.
7. Linked to nurse recruitment, good progress had been made with respect to
apprenticeship planning.
8. The Trust was meeting regularly with the Cambridgeshire Fire and Rescue
Service (CFRS) to outline and progress plans relating to fire safety. A rolling
programme of fire compartmentation works was currently being developed.
9. A business case had been developed for additional funding to support the
ongoing maximisation of the EPIC electronic patient record system.
10. Work was continuing to strengthen the Board Assurance Framework (BAF) and
Corporate Risk Register (CRR), overseen by the Risk Oversight Committee in
conjunction with the Chief Nurse and Director of Clinical Quality.
11. The Trust continued to play a key role in the Sustainability and Transformation
Partnership (STP). A new Accountable Officer had been appointed and the
focus remained on DTOCs, emergency pathways and locality models.
12. The Trust was working closely with the Royal Papworth Hospital ahead of its
move to the Cambridge Biomedical Campus in September 2018.
13. The Trust, through Cambridge University Health Partners (CUHP), was playing
a leading role in the implementation of the UK Life Sciences Industrial
Strategy.
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14. Work was progressing to schedule on the Cancer Research Hospital Outline
Business Case (OBC).
15. On 5 and 6 March 2018, the Trust had experienced IT outages which meant
that the Trust’s computer systems were temporarily unavailable. Due to
pressures in the Emergency Department (ED) a decision was taken to divert
ambulances and to cancel a number of operations. Business continuity
arrangements were put in place and staff ensured that patients continued to
be cared for safely. Work was ongoing with the Trust’s IT infrastructure
providers to understand the cause of these outages and pursue any contract
liability. It was noted that the University had developed their own IT network
across Cambridge and the Director of Improvement and Transformation
agreed to make enquiries as to whether this solution offered a potential source
of additional resilience for the Trust. On-site resilience would be a major
component of the new IT contract which was currently out to tender. The Chief
Executive apologised to patients who had been affected.
16. In light of national news stories regarding international aid workers and
exploitation, staff working for Cambridge Global Health Partners had been
asked to remain vigilant as ever and to report any concerns.
17. Condolences were sent to the families of two staff members who had recently
died, Freya Adams and Colin Thomas.
Agreed:
1. To note the report.
26/18

Integrated Report
Roland Sinker, Chief Executive, presented the report which had been circulated.
Agreed:
1. To note the Integrated Report
Quality (including nurse safe staffing)
Ann-Marie Ingle, Chief Nurse, and Ashley Shaw, Medical Director, presented the
report which had been circulated.
Noted:
1. High level quality metrics had remained stable during the reporting period and
no major quality issues had been identified.
2. There had been a slight increase in the number of inpatient falls and this
would be closely monitored going forward.
3. There had been an increase in the number of hospital acquired pressure ulcers
(HAPUs) in the past month, which was aligned to the continuing high acuity of
patients and capacity demands on the Trust. A ‘deep dive’ would be
undertaken in order to identify reasons for this increase. There had, however,
not been a Grade 4 HAPU in the last 14 months.
4. Flu cases continued to be identified across the Trust and Norovirus had
resulted in some ward and bay closures. A ward had also been closed due to
MRSA. Infection Control meetings took place on a daily basis to monitor the
situation.
5. The Trust was the second best performing Trust outside the London Teaching
Hospital peer group for Hospital Standardised Mortality Ratio (HSMR) metrics.
6. The Mortality Surveillance Committee would be monitoring escalation of
deteriorating patients and the Subjective Judgement Review (SJR) process.
7. Work was ongoing with Consultants and junior doctors to improve discharge
summary performance. Consultant attribution was vital and a working group
had been set up to monitor progress.
8. The Chief Nurse shared the monthly nurse safe staffing report
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9. The number of reported safety incidents tended to fall during times of
increased staffing pressures. Improvements were being made to the electronic
system to simplify the reporting process to ensure that staff continued to
report incidents. The Serious Incident Executive Review Panel met weekly to
review incidents.
10. The nursing and midwifery vacancy rate was currently 23%, but with those
already in the pipeline this should drop to 16% in the coming months.
11. The number of shifts currently not being filled placed additional pressure on
existing staff. Opening contingency areas resulted in additional pressure on
staffing.
12. The Critical Care Units had consistently remained compliant with the Provision
of Intensive Care Services guidelines (ICS).
Agreed:
1. To note the nursing and midwifery staffing levels and exception report for
January 2018.
2. In line with the winter pressures and opening of additional capacity, to note
the continued challenge to maintain safe staffing levels.
3. To note the continuation of rate B bank enhancements to all adult inpatient
wards that impact on organisational patient flow, and to note the increase in
the number of shifts filled to support safe staffing.
4. To note the compliance report on BAPM standards for NICU and PICU.
Access standards
Sam Higginson, Chief Operating Officer, gave a verbal update.
Noted:
1. Capacity pressures continued in the Emergency Department (ED) and in
January 2018 attendances had increased by 8% on the previous year. The
acuity of patients had also increased as had the complexity of discharge
processes. This had affected performance, which in turn would have financial
implications. As the ED had been built in 1969 to manage a much lower
number of patients, work was also ongoing to identify infrastructure
improvements to improve the situation.
2. Staff sickness absence rates had increased as a result of increased pressure.
3. All contingency areas had been opened and Red-Green discharge activity
continued.
4. In December 2017 all Cancer standards had been achieved except the 62
day screening standard.
5. While stroke target compliance had not been achieved for January 2018,
performance had improved from the previous year. Early Supported
Discharges through the STP had proved successful.
6. While the Trust had cancelled planned, non-urgent adult surgery during
January 2018, some work had restarted in February 2018.
7. Diagnostics remained above the 1% target and work was ongoing to improve
the situation.
Financial performance
Paul Scott, Chief Finance Officer, presented the report which had been
circulated.
Noted:
1. The Trust continued to forecast a year end deficit of £42.1m in line with plan.
2. Uncertainty remained regarding Sustainability and Transformation Funding
(STF) and the implications of Emergency Department (ED) performance for
the receipt of STF.
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3. The Trust had secured a limited amount of capital funding during 2017/18 to
deliver part of the capital programme. Howver, this was significantly short of
the full £66 million programme identified and rated as high priority at the
start of the year.
4. Negotiatoions were ongoing with regulators and commissioners regarding the
2018/19 control total and financial plan.
5. The financial forecast was closely aligned with the work around capital
planning, contracting behaviours and system-wide pathway redesigns.
6. The Trust would continue to discuss with the Department of Health and
Social Care and NHS Improvement the need for a restructuring of the
existing balance sheet debt. A public dividend capital approach might be an
option.
Agreed:
1. To note the report.
Workforce
David Wherrett, Director of Workforce, gave a verbal update.
Noted:
1. Work contiued on staff recruitment and retention.
2. There had been a 10% growth in the Consultant workforce and work was
being undertaken to compare this to increased activity. A new appointments
process had been introduced in 2017 and would be reviewed in due course.
The Workforce and Education Committee would monitor the situation going
forward.
3. While 5,000 shifts were currently being filled, pressure remained on
temporary staffing.
4. The majority of vacancies continued to be filled by Bank Staff. The use of
agency staff had increased slightly during the reporting period.
5. All shifts were booked through the Bank Office and the number of hours
worked was monitored closely to ensure safe working practices. The Trust
also had a Safe Rostering Policy in place.
6. The Trust was investing significantly in the Nurse Apprenticeship Scheme and
ongoing international nurse recruitment.
7. Division A and Division E had recently undertaken effective recruitment
events resulting in an increase in peadiatric nurses and theatre staff.
8. Division C had developed new processes to welcome staff.
9. Changes had been made to the Healthcare Assistant (HCA) recruitment
processes and these had had positive results.
10. Concern was raised by a Non-Executive Director regarding the year-on-year
increase in staffing numbers and whether this was a sustainable position
going forward. The Director of Workforce felt that the 2-3% increase was not
excessive in the context of activity growth and other developments but noted
that the Workforce and Education Committee would monitor this closely.
11. The importance of developing new models of care and working closely with
system-wide partners was noted.
12. The number of administrative and clerical staff had grown by 8.7% in the
last year and the Director of Workforce agreed to undertake a review and
report back to the next meeting.
13. Work was underway to ensure that sufficient staffing levels were in place for
the Easter period.
Agreed:
1. To note the report.
2. That a review of the increase in administrative and clerical staff would be
undertaken and reported back to the next meeting.
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Minute
Ref
26/18

27/18

Action
Review of the increase in administrative
and clerical staff to be undertaken and
reported back to the next meeting.

Executive
lead/s
Director of
Workforce

Target date
9 May 2018

Review of nursing and midwifery staffing
Ann Marie Ingle, Chief Nurse, presented the report following the six-monthly
establishment review.
Noted:
1. The importance of ensuring the correct skill mix of staff was highlighted.
2. There was no proposal to alter the establishment figures.
3. An in-depth review of staffing across the neonatal and paediatric critical care
areas had been undertaken.
4. Recruitment and retention of staff to the Paediatric Intensive Care Unit
(PICU) remained a particular challenge.
5. Work was ongoing regarding staffing levels in theatres, recovery, endoscopy
and day surgery.
6. The ratio of midwives to mothers was 1:29, which was comparable to the
national average.
7. The ratio of nurses to patients was 1:8 and discussions were ongoing
nationally regarding the case for formalising the status of the ratio, including
the potential for a statutory requirement.
Agreed:
1. To note the results of the November 2017 review of nursing and midwifery
staffing.
2. To note the recommendation of no change to establishments.
3. To note the recommended further review of the NICU establishment.
4. To note that twice yearly reviews would continue to take place in June and
January. These dates had been altered to ensure consistency with the
Shelford Group.
5. To note that the next establishment review would take place in June 2018
and be reported to the Board in September 2018.

28/18

Annual NHS Staff Survey
David Wherrett, Director of Workforce, presented the report.
Noted:
1. 4,600 of Trust staff had completed the 2017 survey.
2. The overall response rate was 49.4%, up 4.5 percentage points from the
previous year.
3. Of the 32 key findings, seven scored in the top 20% of acute trusts, eight
scored better than average, three scored worse than average, two scored in
the worst 20% of acute trusts and 12 scored in line with the average.
4. A review of actions and progress against the 2017 priorities was underway.
5. Despite a significant amount of work, scores in the 2017 priority areas had
remained broadly static.
6. Further improvements were required on the Workforce Race Equality
Standard (WRES) elements of the Staff Survey.
7. There was a 16% gap between white and BME staff with regard to believing
the Trust provided equal opportunities for career progression or promotion.
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8. The percentage of staff experiencing harassment, bullying or abuse from
patients, relatives or the public in last 12 months had remained at the same
level.
9. It was noted that the staff survey had been undertaken between October and
early December 2017, prior to the increase in winter pressures.
10. The Workforce and Education Committee would look in detail at the Staff
Survey results and the planned actions going forward.
11. On behalf of the Board of Directors, the Chair thanked all staff for their
continued hard work and dedication.
Agreed:
1. To note the key findings and continued focus on priority areas.
29/18

Education, learning, training and development
Sue Wilkinson, Assistant Director of Nursing, and Arun Gupta, Director of Post
Graduate Medical Education, presented the report.
Noted:
1. There had been 22 new applications for the Trust’s Apprenticeship Scheme.
17 were currently starting their second year.
2. Overseas recruitment continued and 103 European nurses were currently
undertaking the International English Language Testing System (IELTS)
programme.
3. Good feedback had been received from staff on the continuing professional
development funding (CPD). The importance of ongoing funding was
highlighted.
4. The funded learning approval process is working effectively.
5. Ongoing capacity and staffing restraints continue to impact on study leave
sometimes resulting in cancelling study time for some.
6. The Trust remained concerned about the facilities available for education,
training and development activities and the cost of external venues. The
Workforce and Education Committee would be updated regularly.
7. While uncertainty remained around direct entry graduate nurses, it was
expected that the target would be met.
8. Career drop-in clinics are to be launched for staff to access for advice and
guidance.
9. Student experience continues to be very positive.
10. A preliminary anonymised trainee survey was conducted at the Trust in
December 2017 and January 2018. A questionnaire, which included all the
domains included in the national GMC trainee survey, was sent to all
trainees. There were 146 respondents covering 34 specialties and, while the
majority of responses were positive, experienced in paediatrics and oncology
was less favourable.
11. Health Education England East of England (HEE EoE) had visited paediatrics
and identified some issues, which were now being looked into by the Trust.
12. The Deanery had provided an additional £300,000 for training and
discussions were ongoing regarding Postgraduate Medical Centre (PGMC)
finances.
13. An external review of the Chief Resident Programme was currently underway
and it was hoped that this could be extended for trainees.
14. The importance of developing a culture of innovation was highlighted.
15. Access to training could have a direct correlation with promotion
opportunities. The importance of monitoring diversity in this area was
therefore highlighted.
16. The importance of continued Board of Directors’ oversight of the Trust’s
education, learning, training and development activities was noted.
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Agreed:
1. To note the report.
2. To note that a new risk had been added to the Trust’s Corporate Risk
Register (CRR), given the turbulence in the funding and oversight of
education across the health system.
30/18

Guardian of Safe Working quarterly update
Ashley Shaw, Medical Director, presented the report on behalf of the Trust’s
Guardian of Safe Working.
Noted:
1. The Colorectal team had met Medical Staffing and the Guardian of Safe
Working to address issues over working hours and alignment of trainer and
trainee expectations.
2. Intensive Care Medicine had struggled with vacancies this quarter and
therefore their locum requirements were higher than usual levels.
3. Action plans were in place for all concerns raised through the process.
4. Difficulties in obtaining Tier Two visas in late 2017 had resulted in a shortage
of doctors in some specialties. Following pressure from across the NHS the
number of exceptions granted by the Home Office had increased recently and
the pressures had eased.
Agreed:
1. To note the report.

31/18

Learning from deaths report
Ashley Shaw, Medical Director, presented the report.
Noted:
1. From April 2017, all NHS trusts were required to implement a framework for
identifying, reporting, investigating and learning from deaths in care.
2. The Trust had introduced standardised methodology for mortality case record
reviews. The methodology chosen was the Structured Judgement Review
(SJR) tool as recommended by the Royal College of Physicians.
3. The Mortality Surveillance Committee had recommended that further work
was required regarding care of the deteriorating patient.
4. A business case had been approved for the introduction of a Medical
Examiner role and a Mortality Administrator post to undertake reviews.
5. Discussions were ongoing with other trusts regarding their chosen
approaches.
Agreed:
1. To note the report.
2. To support the recommendation from the Mortality Surveillance Committee
to undertake an improvement programme of work related to the care of the
deteriorating patient using a quality improvement approach.
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32/18

Cambridge Transition Programme
Mark Turner, Director of Major Projects, Strategy and Transformation, presented
the report.
Noted:
1. The opening of the new Royal Papworth Hospital remained on schedule for
September 2018.
2. Significant progress continued to be made to ensure that the remaining
critical services were in place in time for the opening.
3. Discussions were ongoing to address issues related to Histopathology, car
parking and workforce.
Agreed:
1. To note the latest position regarding key services and support Cambridge
University Hospitals needed to provide to the Royal Papworth Hospital to
facilitate its successful opening on the Cambridge Biomedical Campus in
September 2018.

33/18

Board Assurance Framework (BAF)
Ian Walker, Director of Corporate Affairs, presented the report.
Noted:
1. The score of BAF Risk 010/17 had been increased to reflect the degree of
uncertainty on the prospects for structural deficit support.
2. The intention over the next few months would be to reduce the score of BAF
Risk 005/17. This was subject to external assurance being provided through
the forthcoming CQC Well-Led Review.
3. The overall level of BAF risk scores at the end of the year was higher than
anticipated in summer 2017, and was a reflection of the range of pressures
across the Trust and the wider NHS.
4. The BAF risk scores would be reset against the agreed 2018/19 Trust
objectives and reported back to the Board of Directors in May 2018.
5. Caution was raised against any tendency towards normalising the current
level of risk. The importance of Board assurance committees reviewing
robustly the mitigations and actions in place for each BAF risk was therefore
highlighted.
Agreed:
1. To approve the latest version of the Board Assurance Framework.

34/18

Recording of Board meetings
Ian Walker, Director of Corporate Affairs, presented the report.
Agreed:
1. That, with effect from April 2018, recording of meetings of the Board of
Directors held in public would be permitted in strict accordance with the
policy.

35/18

Board Assurance Committees – Chairs’ reports
Received and noted: the reports of the meetings of the Performance
Committee and the Quality Committee held on 7 March 2018.

10

36/18

Any other business
None raised.

37/18

Questions from members of the public
The following written questions were submitted:
1. An increasing number of NHS trusts in England are attempting to
establish wholly owned subsidiary companies to deliver services, such as
facilities and estates, apparently as a means of exploiting a tax loophole.
There are significant savings to be made from employing new staff on
non NHS terms and conditions and eventually transferring existing non
clinical and clinical staff. This would amount to back door privatisation
and would be to the detriment of the staff's terms and conditions of
service and to the integrated functioning of services within the trusts
concerned.
Please can the Board confirm that it has no intention of forming a
subsidiary company and will continue to adhere to the national Agenda
for Change pay system and access to the NHS pension scheme, for all its
current and future staff.
Paul Scott, Chief Finance Officer, provided the following response:
While aware that some had set up Special Purpose Vehicles (SPV) in
order to manage their estates service in a different way, the Trust
currently had no plans to form such a SPV. The Trust would continue to
look at options for attracting expertise and capital to improve services
but would not do this solely to save tax.
2. In the recent computer outages which involved two separate days,
patients were kept in A&E for up to 11 hours and others were sent to
other hospitals. Are there backup computers to use when this happens,
were staff on the wards and in outpatients, etc. able to access patients
notes and if so what were the risk implications to patients, and how many
elective operations were cancelled on those days?
What are the safeguards to stop this happening in future.
Ewen Cameron, Director of Transformation, provided the following
response:
To allow access to medical records during IT outages and mitigate any
risk to patients, there were 155 Business Continuity Access (BCA)
computers across the Trust. Each was connected to a backup power
supply system with a locally attached printer and data updates into the
BCA system every 5 minutes for inpatients and every 15 minutes for
outpatients. In the event of a network failure, staff were able to log into
the BCA computer in their area to access and print core information
about patients including medical history, medications, allergies,
investigations and results, details of operations, procedures, etc. Each
area had a backup area in case of failure of the local BCA (for example,
BCA reports for C5 and D5 were sent to both wards and could be
accessed from either). As a final safety measure, all reports for the entire
hospital were sent to the Operations Centre. On a daily basis, local staff
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were required to log into and test print from their local BCA computer.
The eHospital team also received reports from DXC highlighting any BCA
machines not accessible from the network to allow these to be
investigated and specific issues to be rectified. The Trust was sorry to say
that 66 elective operations were cancelled directly as a result of the
outages last week.
In terms of safeguards to reduce the risk of network outages, there were
a number of approaches including built-in system redundancy,
minimisation of single points of failure, restrictive policies around change
control, regular maintenance and patching of the network in response to
emerging problems, active surveillance and end-to-end monitoring to
identify emerging network issues before material impact.
3. What percentage of hospital staff were Bank Staff, Agency Staff, or
Locum doctors and consultants and how big a financial burden was this to
the Hospital? Also how many vacancy's that are covered by the above
staff i.e. doctors, nurses, midwifes and theatre staff have been vacant for
more than one month? Also how is this problem being solved?
David Wherrett, Director of Workforce, provided the following response:
The Trust’s position as of 31 of January 2018 showed that approximately
40% of staff were registered on the internal bank, with around 1,400
non-employees
also
registered.
Between
them
they
worked
approximately 3,500 shifts per week, although in recent weeks this had
been significantly higher. Also, when unavoidable, the Trust did book
agency workers.
In January 2018, 8.4% of shifts were undertaken by temporary staff (i.e.
Bank Staff, Agency Staff, or Locum doctors and consultants) with a pay
bill of about £3.8m in the month. This represented 9.6% of the total staff
pay bill for the month.

38/18

Date of next meeting
Agreed:
1. That the next meeting between the Chair, Chief Executive and members of
the public would take place on 18 April 2018.
2. That the next meeting of the Board of Directors in public would take place on
Wednesday 9 May 2018 at 11.00 in the Deakin Learning Centre,
Addenbrooke’s Hospital, Hills Road, Cambridge CB2 0QQ.

39/18

Resolution
Agreed:
1. That representatives of the press and other members of the public would be
excluded from the remainder of this meeting having regard to the
confidential nature of the business to be transacted, publicity on which would
be prejudicial to the public interest (NHS Act 2006 as amended by the Health
and Social Care Act 2012).

Meeting closed: 13.43
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Board of Directors (Part 1): Action Tracker/Decision Log
Minute Ref

Action

Executive lead

Target
date /
date on
which
Board will
be
informed

Action Status

RAG
rating

Out of Hours Service re-location

Chief Operating
Officer

13
December
2017

Update provided to the
meeting on 14 March
2018 – see minutes
for full detail.

GREEN

Director of
Workforce

9 May 2018

Update to be provided
at the meeting on 9
May 2018.

AMBER

13 Sept
2017
161/17

Action: Further update on the Out of Hours Service
to be reported back in three months.
14 March
2018
26/18

Integrated Report
Action: Review of the increase in administrative
and clerical staff to be undertaken and reported
back to the next meeting.

Key to RAG rating:
1. Red rating: for actions where the date for completion has passed and no action has been taken.
2. Amber rating: for actions started but not complete, actions where the date for completion is in the future, or recurrent actions.
3. Green rating: for actions which have been completed. Green rated actions will be removed from the action tracker following the next meeting,
and transferred to the register of completed actions, available from the Assistant Trust Secretary.

Cambridge University Hospitals NHS Foundation Trust
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Agenda item
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Title

Voluntary Services Annual Report

Sponsoring executive director

David Wherrett, Director of Workforce

Author(s)

Maggie Brown, Voluntary Services
Manager; Linda Hering, Employee
Development Manager

Purpose

To provide the Board with an update on
the work of the voluntary services function

Previously considered by

n/a

Executive Summary
This paper provides an annual update on the work of the Voluntary Services Team. It
describes some of the volunteer roles, the safe placement practices in place, numbers
and hours of contribution of volunteers, development plans and work with the wider
voluntary sector.
Related Trust objectives
Risk and Assurance
Related Assurance Framework Entries
Legal / Regulatory / Equality, Diversity &
Dignity implications?
How does this report affect Sustainability?
Does this report reference the Trust's
values of “Together: safe, kind and
excellent”?

All objectives
Provides assurance on arrangements in
place for training and development of
volunteers.
n/a
There are a number of regulatory
requirements relating to appointment and
placement of volunteers.
n/a
Yes

Action required by the Board of Directors
The Board is asked to receive the Voluntary Services Annual Report and noted the
planned focus of work for 2018/19.
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Cambridge University Hospitals NHS Foundation Trust

Board of Directors
Voluntary Services Annual Report
Maggie Brown, Karen Clarke, Linda Hering

9 May 2018

1.

Introduction
This paper provides an annual update and overview of Voluntary Services
activities since the last Report to the Board of Directors in January 2017.

1.1

The NHS Five Year Forward View - https://www.england.nhs.uk/publication/nhsfive-year-forward-view states the need to engage with communities and citizens
in new ways – encouraging community volunteering. Volunteers are crucial in
both health and social care with three million volunteers already making a critical
contribution in England. It highlights the importance of developing new roles and
accrediting volunteers and devising ways to help them become part of the
extended NHS family, as partners with the skilled employed staff.

1.2

King’s Fund research shows that £1 invested in volunteers gives hospitals a
return of £11 - https://www.kingsfund.org.uk/press/press-releases/valuevolunteers

1.3

The Trust is committed to the services volunteers provide to its patients, their
families/carers and also the positive contribution the volunteers make in
supporting staff. The Voluntary Services Team aims to provide a wide range of
volunteer roles that make a difference to patients and visitors, but also provide
interesting and rewarding roles for volunteers.

1.4

People come to volunteering for a range of reasons: some offer their time for
altruistic reasons – wanting simply to make a difference; others to say thank you
for the support they or their loved ones received; for some it provides a new and
different challenge and for others a stepping stone to employment in healthcare.
For young people it offers exposure to various roles in the NHS and possible
future career/employment choices; an opportunity to gain additional skills and
also confidence for the world of work. For those that have already decided to
undertake medicine, nursing etc., it provides the necessary current activity for
their university application/CV.

1.5

Appendix 1 provides summary feedback from our volunteers.

2.

Background

2.1

By giving their time volunteers make a unique contribution and have a positive
impact that makes a difference to patients, staff and the work of the Trust. It is
particularly beneficial for patients that are frail, lonely, isolated and anxious. Such
support as a conversation, an activity (such as a game or puzzle), reading, or
simply being a listening ear can make a great difference to a patient and are a
diversion from a long day in an unfamiliar clinical environment. A friendly smile
and a kind word are sometimes the things that matter most. These interactions
can lead to improving a patient’s mood, to increased appetite, better nutrition,
increased mobility and mental engagement and make a tangible difference to
patient outcomes, also providing positive results for relatives, friends and carers.
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2.2

The development of volunteer roles is a joint process between the Voluntary
Services team and the wards/clinics/departments and the on-going development
of volunteer roles has been reliant on ward leaders, consultants, occupational
therapists, physiotherapists and a variety of staff across the Trust supporting and
valuing the contribution of volunteering.

2.3

The age of our volunteers range from 16 – 89 and include 13 PAT dogs (Ollie the
Collie, Tizzy, Mitsy, Bertie, Lillie, Snuffles, Hugo, Jed, Merlin, Peter, Lola, Mylo and
Hattie).

2.4

There are approximately 500 registered volunteers contributing on average 2200
hours per month with 26,880 hours annually. There are ten (core) wards where
volunteering is well established and forms a routine part of the ward structure
and around a further 10 wards, some of whom support regular volunteering and
others occasional volunteering involving just a small number of volunteers. Our
volunteers are always flexible and will offer additional time for specific
events/needs, recently these have included: the Trust’s Annual meeting,
conducting a name badge survey on adult wards, collecting data for the Infection
Control team on a hand hygiene survey; data collection on adults wards for the
PJParalysis campaign; involvement in CQC mock inspections; promotional events
such as Volunteer Cambridge, Mill Rd Winter fair; as guides to the CQC inspectors
as well as helping fundraising in cake bake sales.

2.5

A Young Persons Programme was introduced in September 2015 and is now in its
sixth cohort, with 93 people between the ages of 16 and 19 yrs joining a
supported volunteering programme.
It should be noted that a very high
proportion of these volunteers subsequently choose to join the NHS or start a
training programme to become a healthcare professional

3.

Growing and developing our voluntary services function

3.1.

There are a wide range of volunteer roles. Appendix 2 provides a summary of our
core volunteer teams/roles. As well as our five core volunteer teams: Ward and
Clinics; Trolley services; PAT dogs; Guides and Patient Survey, others include:









3.2.

Courtesy Bus and Wheelchair collector
Art and craft assistants
Coffee morning assistant
Dance and movement assistant
Macmillan Information Support Services
Young Persons’ Programme
Radio Addenbrooke’s
Chaplaincy volunteers (recruited and supported directly by the Chaplaincy
team).

Our achievements in 2017/18 include:
3.2.1. Improvements in our volunteering processes


Review of Supervision and Monitoring process. Volunteers undertake an
online survey on completion of 10 hours volunteering followed by a 3 month
review with senior volunteer services staff; after 50 hours they are supported
with a peer-to-peer review with their volunteer mentor and each year
complete an annual review. In addition in 2018, for the first time, a
Volunteer Satisfaction (electronic) survey will be sent to the volunteers to
collect feedback, and each year thereafter
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The volunteer’s induction checklist and risk assessment form have been
reviewed and amended
Assessment events are held twice a month giving applicants a good overview
of the service and allowing the Voluntary Services team and the volunteer to
select the right role. This process has been refined and includes individual
and group feedback on activities allowing staff to assess how the candidates
react to difficult situations as individuals and then the influence of a group.
Volunteer activity resources are displayed at the event and candidates are
encouraged to explore and try these out
Creation of a comprehensive database providing monthly reports on
volunteer hours, statistics on individual roles and teams. This includes specific
categories e.g. YPP and cancer Directorate roles with statistics reflecting year
on year comparisons of volunteers recruited; volunteer age groups, volunteer
hours (monthly and yearly totals) and volunteer attraction demographics
Providing clear expectations of wards/departments hosting a volunteer and
the requirement to provide a welcoming, supportive environment
Defined process for requesting new volunteer roles and accompanying
process for consideration and implementation
Compulsory induction programme including access to the e-Induction
welcome lounge. This is regularly reviewed and amended to include emphasis
on volunteer boundaries and more recently information to explain how
volunteers can assist patients on the PJParalysis campaign.

3.2.2. Promoting volunteering opportunities:














Volunteer website developed and launched. Volunteering.cuh.org.uk provides
information for people thinking about volunteering; a link to the online
application process; an explanation of the recruitment process; information
for current volunteers including skills leaflets; information about CUH
Volunteer Partner Organisations; a live link to the volunteer twitter page and
an archive of all CUH volunteer magazine publications. Google Analytics
indicates approx. 700 users every month.
The weekly Volunteer Magazine was revamped and has two publications - a
short weekly bulletin “Friday Flash” containing useful information and facts
that may affect their everyday volunteering and a second monthly more
detailed edition “the Adviser” which includes regular slots and opportunities
CUH Volunteer twitter page @CUH_Volunteers was re-launched and refreshed
and used on a weekly basis to promote the work of the volunteers and their
achievements including visits to wards, involvement in PJParalysis, PAT dog
visits, promotional events such as Mill Road Winter Fair
Promotional events – e.g. Partner Organisation fair in volunteer week,
Science Festival, Volunteer Cambridge and Mill Rd Winter Fair, Mental Health
week
Volunteering/jobs boards placed in areas of the Trust where there is
maximum footfall to promote volunteering
Use of the Coda screens on site
Features in CUH daily
Annual Volunteering Guide produced by SMILE publications
Membership of Health and Wellbeing network. Regular attendance at network
meetings to maintain connections with community organisations.

3.2.3. Promoting volunteering potential to our services


Attend various meetings e.g. Dementia and Nutrition steering groups, Patient
Experience committee and talks at senior nurse and division meetings other
forums to scope volunteer roles and potential for voluntary sector partner
input.
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3.2.4. Creating and expanding volunteer roles



















The Young Persons’ Volunteering Programme providing evening meal time
volunteering for up to 80/100 people in education and is repeated every
January and September. This programme gives invaluable exposure to
working in the NHS and is often accessed by those considering a career in
healthcare. It has proved very popular and is over-subscribed. Following
feedback from previous volunteers, candidates are now given experience
across two different wards during the 15 weeks. Volunteers who wish to
continue after the 15 weeks are moved to alternative wards where their role
will focus less on helping with the delivery of meals and more on developing
their interaction with patients e.g. Lewin rehabilitation ward and reading to
patients. Now in its sixth cohort the programme has proven very successful
with around 30% of volunteers choosing to remain and continue volunteering
with the service beyond 15 weeks.
January 2018 a pilot programme with the Order of Malta students was held.
This programme ran for 8 weeks with volunteers working as guides and ward
volunteers for 2 hours on a Saturday. Feedback/impact results are being
collected from both students and staff to facilitate further development of the
programme.
Volunteer roles within the cancer directorate have been developed in the last
year to include meeters and greeters in both Clinic 4a (Urology), clinic 1A and
the new Haematology day unit. Further roles are in development for 2018
including clinic 10 and ENT (see section 5). Volunteers in the Breast Unit now
collect data using the Macmillan eHNA tool. In January 2018 the Macmillan
Cancer Information Support Service volunteer service was restructured to
support the Information Volunteers only, with the Meeter and Greeter
volunteer support and management being devolved to local Oncology
Outpatient manager.
Developed Floating Guide roles who support the corridors between main
reception areas, and can be moved to meet demand on the day.
Check-in champions developed alongside the installation of Self-service kiosks
trained to help patients/visitors to check-in.
Encouraging ‘knitters’ to create ‘twiddlemuffs’ to provide stimulation for
patients with dementia.
Development of Art and Craft role at Lewin rehabilitation ward to support
innovative weekly sessions aimed at stimulating activity, engagement and
aiding rehabilitation.
Coffee morning assistant to distribute refreshment the volunteer socialises
with patients, helps with crosswords, reading aloud etc.
Dance and movement assistant helps with the setting up of movement
sessions and encouraging patients to participate in the exercises
Rosie ward volunteer assist with conducting Friends and Family survey across
a range Rosie wards, providing light refreshment to patients, encouraging
patients to watch discharge video. Provide orientation tour to partners.
recruitment of two peer-to peer volunteers who now operate on Rosie wards
and are managed and supported locally by the Midwife feeding support team
Survey volunteer role expanded to include some paediatric wards and small
number of outpatient clinics these will be developed further in 2018
Information Leaflet volunteer regularly renews, distributes and tidies leaflet
supply to DME wards.

3.2.5. Supporting and appreciating our volunteers


Volunteer magazines ‘Friday Flash’ - weekly and ‘Adviser’ - monthly. Provide
lively information updates. Communicates important changes (such as
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relocation and closure of wards or clinics) and informs volunteers of any
training opportunities, benefits and events. It posts top tips and volunteer
comments and circulates information about Council meetings and forums and
fun initiatives that the volunteers may want to get involved in. Monday Flash
goes out to our Young Persons’ programme. The monthly edition includes
regular slots on: CUH partner organisations; interviews with departments
across the Trust e.g. Outpatients, Rosie ward, Contact Centre; a variety of
volunteer statistics across the month; any important notices and diary dates
for training etc.
Mentor roles allow one to one support in situ utilising the experience of
established volunteers to support new ones. 2017 has seen an initiative to
increase the number of mentors. In addition mentors are now involved in the
new volunteer supervision process undertaking the 50 hour peer-to-peer
survey with the new volunteer.
Regular training and development opportunities – now developed to include
Heartstart and Customer Service
The Volunteer Forum allows volunteers the opportunity to meet others, share
knowledge and information, tips and experience. This now includes an
informal presentation from a CUH guest speaker.
The annual volunteer lunch and long service awards attended by the Chief
Executive and Chair saw one of our volunteers reach their 45th year of
volunteering (from Radio Addenbrooke’s).

4.

Our contribution to national volunteering

4.1

CUH Volunteer service is a member of the National Association of Volunteer
service managers (NAVSM) whose mission is to enhance the experience of
patients, carers the public and staff in the NHS, through best practice in volunteer
management. Attendance at regular hub meetings and the Annual seminar allows
sharing of best practice, new initiatives and support for maintenance and
development of the service. It also allows opportunities to attend CPD training.
The Lampard report highlighted the need to support volunteer managers.

4.2

Regular conference calls with Volunteer teams within the Shelford group allow
further opportunity to share good practice, develop ideas, discuss issues and find
solutions.

4.3

Summer 2017 saw collaboration with Learn By Design on a project with young
volunteers aged 16 and 17 years old recruited to the National Citizens Service
whose aim is to build new skills for work and life while taking on new challenges.
Over a three week project 15 young people visited CUH education centre to
experience a simulation ward and meet with regular longstanding volunteers and
the volunteer manager. Their objective was to develop two activity boxes that
could be used on CUH adult wards – one a general activity box the other an
activity box for people with mild to moderate dementia. The group divided into
three teams. Each researched and presented their boxes to an internal CUH panel
on the last week, competing for the winning place. The panel comprised a long
standing ward volunteer, the Employee Development Manager, a specialist
Dementia nurse and manager for CUH Volunteer Services. The results have
helped to inform the development of activity boxes for use on CUH adult wards. It
is hoped this project can be repeated with NCS in future years.

5.

Our plans for 2018/19
5.1

Key focus will include:
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Increasing the volume and diversity of our volunteer teams through targeted
recruitment and proactive community engagement so that more of our
patients and families benefit from volunteer input
Continually raising the profile of volunteering both internally and externally;
this is pivotal to ensuring we can maintain our current provision and develop
the service going forward to ensure we become the first choice to volunteer
in Cambridge
Improving support, supervision and mentoring of volunteers. Review of
volunteer mentor training, interview and induction processes for new
volunteers.
Working with the Operations team in Outpatients to improve the reception
area e.g. recruitment of further check-in champions, increasing the number
of guides to provide more comprehensive coverage
Expanding volunteer roles in the Rosie
Learning from best practice elsewhere within the NHS/other sectors through
networking (Shelford and NAVSM)
Continued delivery of a high quality, supportive volunteer experience that
maximises the reciprocal benefits for the Trust and the volunteer
Recognising and celebrating the value and impact of volunteering through
evaluation
Continue to develop closer collaborative relationships with voluntary sector
organisations with improved relationship management of those organisations
Continuing to improve the visibility of volunteering roles/services and partner
organisations to our staff, patients and relatives. Now facilitating ONE Place
with closer connection to partner organisations. Working on promotion of
these services.
Creating ‘specialist’ volunteers (e.g. movement, arts and crafts) that provide
opportunities for specific events/specialist input and utilising our current
volunteers’ special interests/skills. Particular focus on feeding and PJParalysis
Ensure data and metrics are in place to demonstrate the value of
volunteering, to shape recruitment and retention strategies and develop new
roles.
Development and use of Activity Boxes.

6.

Working with our voluntary sector partners

6.1

CUH values its work with its voluntary sector partners. A summary of the key
organisations is provided in Appendix 3.
6.1.1 Our focus remains to ensure:







6.2

A better understanding of the services provided
Background to the services being commissioned and to ensure a voluntary
sector service level agreement was in place
Ensuring the Lampard recommendations are also met by these organisations,
through a jointly signed Memorandum of Understanding and to develop a
partnership approach, especially around roles/services that will impact upon
the patient experience, assistance with supportive discharge and prevention
of re-admission
Joint events for the recruitment and training of volunteers over the coming
year
Improved networking to share best practice. We are keen to recognise
particular expertise and resource so that the CUH voluntary services function
does not unnecessarily overlap/duplicate, and where we recognise there are
gaps we decide who is best placed to meet that need.

Our core voluntary sector partners
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The ‘One Place’ was established in 2015 to provide alternative accommodation for
those organisations that had previously had a base on site (in the area that is
now the PALS office). The organisations include Carers Trust Cambridgeshire,
Relate, MacMillan Benefits Service and MacMillan navigator and information
service, Headway, Disability Cambridge and SSAFA, they share the facilities with
set times for their services.
We know that we could do more to ensure our staff, patients and their
carers/families are able to access information about the range of voluntary sector
services available. A Partner Organisation event was held in June 17 and one is
planned for June 2018 to raise staff awareness and to promote/refer others. In
addition a ONE Place promotional stand was set up in the concourse and
advertised on CUH Daily and next year regular promotional stands are planned to
continue to raise the profile. A ONE Place timetable is advertised on Coda screens
across the site.
6.3

Working with the Royal Voluntary Services (RVS)
The RVS works with local communities throughout England, Scotland and Wales
to combat loneliness and social isolation amongst older people. One of their
stated aims is to provide practical solutions to help older people live better lives,
where they feel safer, happier, healthier and more valued. The RVS has
introduced a volunteer role within our Emergency Department. Their volunteers
provide a meet and greet service, and aim to provide reassurance to those
waiting and updating them on waiting times. The service also includes weekends.
6.3.1 There is also a RVS retail arm that provides retail outlets in organisations
including CUH. There are three cafes on site: Outpatients, The Rosie and a
small outlet in the Oncology department. The RVS have expanded a trolley
service to clinics.
6.3.2 RVS offers a ‘gifting’ arrangement whereby they pass to CUH a proportion
of the monies received from their retail outlets. This funding must be used
to contribute to improvements that will focus on the biggest social
challenge of our time – our ageing population.
6.3.3 CUH established a Gifting Group in 2016 to decide how the funding is used
following principles to ensure a fair and equitable distribution of funds:







Provide the best use of resources (and join up services where
possible and able)
Be an open bidding process
Have patients always at the heart of decisions
Ensure the impact will benefit as many people as possible
Have transparency, fairness and equity in use of the fund
Always recognise RVS’s contribution.

6.3.4 To date the following have been approved:






To fund ‘Disabled Go’ - new information service;
Web chat platform to improve communication with Patients/callers
to the contact centre
Activity boxes to support our volunteers in ward areas
Improvements to the environment on route to the mortuary
services
A new door entry system to assist those with hearing disabilities.
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To reconfigure and improve the outpatients reception area
To purchase communication booklets
Reconfiguration to Outpatients entrance hall
Hospital Communications books
Equipment for patients kitchen
Dementia Doll
Patient information Video for Endoscopy
Age simulation suit
Amputee Chair
Sage and Thyme communication skills training for staff
Rosie Garden Furniture
Dementia Reminiscence System
Outpatient corridor seating
RVS outpatient café refurbishment

7.

Recommendations

7.1

The Board is asked to receive the Voluntary Services Annual Report and noted the
planned focus of work for 2018/19.

8

Appendices




Appendix 1
Appendix 2
Appendix 3

A summary of volunteers’ feedback
Leaflet detailing CUH core roles/teams
Chart showing the range of volunteer organisations
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Appendix 1
Voluntary Services Report
A summary of volunteer’s feedback - a few examples
Over 18s volunteers


There is a joy attached to all I do in my role. There is a laugh a day and it keeps
me fit and alert
It is a lovely reason to get up in the morning. Being amongst people who really
want to help is very rewarding. I am grateful for all the training we are given that
equips us for our role. It put your life in perspective. It distracts me from my own
concerns in a very positive way. You get to know people and feel part of the CUH
family
To reflect on why I enjoy volunteering at Addenbrooke’s with my PAT dog would
be to start from the moment we walk towards the hospital. To exchange all the
smiles and acknowledgements from people on our way to the wards. It transmits
a feeling of positive energy and calmness in a very often stressful environment.
Seeing how much staff and patients enjoy and look forward to our visits proves
how we are valued in raising the spirits of all we come into contact with.





Our 16-19 volunteers (Young Persons Volunteering Programme)





One of the things I’ve enjoyed most about my volunteering experience has been
simply listening to patients recall events from their younger days.
It is enjoyable knowing how much pleasure it has given them just having
someone to talk to.
I cannot count the number of times that patients have actually thanked me for
taking the time to chat with them and saying such things as @Thank you for
coming over to talk with me; that’s really cheered me up’.
The whole environment and atmosphere of a hospital ward just feels so much
more friendly, helpful and caring and pleasant than I had ever expected. My
reason for applying for the YPP was to determine whether I would like to
become a doctor, and whilst spending time on an elderly ward in Addenbrooke’s,
this thought was confirmed. I also began to love supporting and helping
suffering patients in any way I could whilst on the ward; whether it was serving
the evening meal or simply talking to a lonely patient. ....in the small time I
spent with patients I could see such a positive on their happiness. Seeing these
effects not only made me fascinated in a career in this environment , but also
made me certain that I wanted to continue my time in this experience for as
long as possible.
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Appendix 2
Leaflet detailing CUH core roles/teams
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Appendix 3
Chart showing the range of volunteer organisations
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Chair’s Report

Sponsoring executive director

Mike More, Chair
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As above

Purpose

To receive and note the contents of the
report.

Previously considered by

n/a

Executive Summary
This paper contains an update on a number of issues pertinent to the work of the Chair:




Diary Events
Public Meeting
You Made a Difference Awards

Related Trust objectives

Ensuring Clinical Excellence and
Effectiveness; Improving Patient Safety;
Improving Patient Experience; Ensuring a
Sustainable Financial Future; Valuing our
Staff and Partners

Risk and Assurance

n/a

Related Assurance Framework Entries

n/a

Legal / Regulatory / Equality, Diversity &
Dignity implications?

n/a

How does this report affect Sustainability?

n/a

Does this report reference the Trust's
values of “Together: safe, kind and
excellent”?

n/a

Action required by the Board of Directors
The Board is asked to note the contents of this report.

Board of Directors: 9 May 2018
Chair’s Report
Page 1 of 6

Cambridge University Hospitals NHS Foundation Trust
9 May 2018
Board of Directors
Report of the Chair
Dr Mike More
1. Introduction
By the time of writing this, the first signs of spring had been visible – though at
the immediate time of writing, disappeared again, hopefully temporarily! By
common consent, this has been one of the toughest winter periods which
clinicians and nursing teams can recall, and I want to pay tribute to colleagues in
every part of the hospital for the remarkable dedication and resilience they have
shown throughout. We are all in their debt and so thank you.
The success in elements of the winter plan, including the work done to control
infection and thereby maintain capacity, has been instrumental in our ability to
deal with the pressures and is well documented in the reports to today’s meeting.
That said, I want to re-emphasise a point which I have made before, which is that
winter is a problem because of the underlying pressure which is experienced
throughout the year, leaving very little slack when the winter spike occurs.
1.1

The Board is in the process of finalising the key priorities for the next year,
and I will be reporting these to the Council of Governors in June and
thereon using these priorities as a framework for this report to future
Board meetings, as I have over the past year. I am pleased that we are
making progress in strengthening the Trust business planning process
such that these priorities are being reflected in the executive performance
appraisal process, and are being tied more explicitly to the developing
Trust Strategy.

1.2

I am pleased that the financial outturn for the year has been better than
forecast, which reflects a combination of tight budgetary disciplines across
the Trust and, what has also been a major part of our strategy over the
last two years, to develop a strong and credible working relationship with
NHS England and NHS Improvement. We know that there is much still to
do.

1.3

Statements by Government indicate a growing realisation of the scale of
pressure which the NHS is under, and I hope that this is reflected in
meaningful action over sustainable long term plans. We will play our part
in transforming health care both as a hospital and as part of a wider
healthcare system.

1.4

This may be Ann-Marie Ingle’s last Public Board meeting before she
departs to her new home in the USA. On behalf of the whole Board, and I
can confidently say on behalf of the whole Trust, I want to offer our huge
appreciation for all she has done and for her very full expression of Trust
values in her approach. She has been a visible and energetic leader who
has set very high standards. I also want to wish Sue Wilkinson, one of her
deputies, every success in her richly deserved new role as Deputy Chief
Nurse at North West Herts NHS Foundation Trust and again thanks for all
Sue has done for nursing and for our educational role over a long time.
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Similarly congratulations and many thanks to Julie Smith, Director of
Operations who takes up her role as Chief Operating Officer at the same
Trust. Finally, in regard to senior personnel, I wish to acknowledge the
departure of Stephen Davies from his role as CEO of Addenbrooke’s
Charitable Trust, which he has occupied over the last 6 years, prior to
which he had a series of senior roles within the hospital. Amongst these
latter roles he was instrumental in supporting the hospital’s long term
vision, including the development of the Addenbrooke’s Treatment Centre.
1.5

Governor elections are currently taking place, the outcomes of which will
be reported on 24 May, with any new Governors taking office from July.
Governors play a vital and important part in the life of the Trust, and NEDs
look forward to their growing engagement as observers in Board subcommittees.

1.6

I am very pleased to see that we have been awarded NHS Employers
Diversity and Inclusion Partners, and this reflects the huge amount of
work and leadership which has been demonstrated towards making our
working environment genuinely diverse and inclusive. We are an
international family providing healthcare to the patients and communities
we serve, and we must continue to stand for valuing diversity. In this
regard I am especially keen to see our nominations of colleagues from
across the Black and Ethnic Communities for NHS 70 Windrush Awards.
These latter, national, awards reflect the extraordinary fact that the arrival
of the Empress Windrush and the creation of the NHS were only a
fortnight apart, some 70 years ago, and that the NHS has been utterly
reliant on people across the world in providing healthcare services.

1.7

I have taken on the role, as an interim measure, of chairing the
Cambridgeshire and Peterborough STP and see it as a major task to
improve the integrated provision of primary, community and acute
healthcare provision and its integration with social care. I am also keen to
see increased visibility of this as part of a more community and placebased conversation across the county.

2. Diary events
2.1

I was pleased to host, along with the Chief Executive, a visit to the Trust
by the Prime Minister in April. The visit coincided with a Government
announcement with respect to funding to support the detection and
treatment of prostate cancer. During her visit, the Prime Minister met with
some Board members, as well as staff from around the organisation, and
learned about the latest technology being used at Addenbrookes to treat
cancer, including stereotactic radiosurgery.

2.2

I was pleased to host a celebration to mark the 50th Anniversary of the
first successful liver transplant outside of the United States, performed by
Professor Sir Roy Calne. This was hosted by Addenbrooke’s Charitable
Trust at Downing College.

2.3

I attended an event to mark the International Day of the Midwife, which
was an interactive day where staff and patients were invited to share their
thoughts and views on how midwives contribute to quality care.
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2.4

I was pleased to attend one of the regular team meetings held by the
Patient Advice and Liaison Service. This was a great opportunity to
understand the current work of the PALS and Complaints team, and to
understand the themes and issues with which they are dealing.

2.5

I attended a celebration event run by the Prince’s Trust to celebrate the
achievements of those completing the Get into Hospital Services
Programme which aims to help young people aged between 16 and 30 to
find employment in a hospital setting.

2.6

I joined the recent network event for Chairs of NHS organisations within
the Midlands and East region. As ever this was an excellent opportunity to
meet with other leaders within the NHS and discuss the many issues which
we all face and it was particularly important to meet with Baroness
Harding, the new Chair of NHS Improvement.

2.7

I was pleased to visit the Arthur Rank Hospice which is located close to the
Trust, to meet the team, and to see the excellent care that is offered to
patients and their families.

2.8

I attended, along with Ian Walker, Director of Corporate Affairs, a ward
dance session. The aim of these sessions is to facilitate increased range
and ability of movement for older patients. The intention is to invite
patients into a movement practice which they can access at the most
appropriate level for themselves. The project offers staff the chance to
bring patients into a non-clinical space to enjoy a non-medicalised
approach to healing and wellbeing.

2.9

I was pleased to host a visit to the Trust from Daniel Zeichner MP, Member
of Parliament for Cambridge. This was an opportunity to discuss recent
developments at the hospital as well as the joint working which is ongoing
with our partners around capacity and flow.

2.10

I hosted a helpful and interesting meeting with Ruth Sapsed, Director of
Cambridge Curiosity and Imagination, and Damian Hebron, the Trust’s
Arts Co-ordinator with respect to using poetry more throughout the
hospitals.

2.11

The Chief Executive and I hosted a meeting here at CUH with the
Chairman and Chief Executive of Norfolk and Norwich University Hospitals
NHS Foundation Trust, John Fry and Mark Davies. This was a very helpful
meeting where we explored a number of opportunities for undertaking
further work together.

2.12

I was pleased to take part in interviews to appoint a Chief Nurse to
succeed Ann-Marie when she leaves the Trust in July. We will look forward
to welcoming Lorraine Szeremeta to the Trust in due course. Lorraine is
currently Deputy Chief Nurse at University College London Hospitals NHS
Foundation Trust, and Head of Nursing for the Cancer and Surgery Board.
She is also a Visiting Professor at London South Bank University.
Previously Lorraine was Interim Director of Nursing and Deputy Director of
Nursing and Practice Development at Hinchingbrooke Hospital. On behalf
of the Board, I would like to thank Ann-Marie for the significant
contribution she has made to our hospitals over the past six years.
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2.13

I was pleased to attend a Whose Shoes event at the Rosie Hospital, which
focused on dads’ and partners’ experience of birth at the hospital. This
was, as ever a very well-run and helpful event. At the time of writing, we
are finalising induction arrangements for the newly appointed Lay Panel of
people who will fulfil the role, alongside NEDs, of chairing Consultant
Appointment Panels. The Lay Panel will be fully up and running before the
next Public Board meeting.

3. Public Meeting
3.1

The Chief Executive and I met with members of the public during April as
is now the norm in the alternate months during which there is no public
Board meeting. Issues raised included:
Finance
Delayed Transfers of Care
Health and Safety Incidents
CT Service
Neonatal Intensive Care
Staffing

4. You Made a Difference Awards
4.1

The March winners of the You Made a Difference Awards were Michelle
Lineham, Biomedical Scientist, and Julie Leonard, Clinic Clerk/Receptionist,
Clinic 1. Michelle joined the Trust and the Point of Care Team as a
Biomedical Scientist in 2013, rapidly learning that Point of Care Testing is
a vital pathology service to many clinical services within the Trust. She
became Deputy Team Lead in 2014 and has recently taken on the
responsibility of Training Officer, ensuring staff complete their
competencies and training as well as guiding trainee Biomedical Scientists
through their IBMS Certificate of Competence Portfolio. Michelle is
currently working on her MSc in Biomedical Sciences and should complete
this this year. On a daily basis, Michelle and her counterpart support the
service lead and supervise other team members to deliver a 24 hours per
day, seven days per week Point of Care Testing Laboratory Service.
Michelle is about to complete a service evaluation of two devices designed
to test for flu. She is recognised as very approachable and supportive
within the department.

4.2

Julie started in her role as Receptionist in 2003. Her role involves greeting
and checking patients in, answering telephone queries and booking
appointments. Julie also provides general assistance to patients and their
relatives in clinic. She has been a valued member of staff and has
experiences many changes over the years within Outpatients, including
the implementation of the EPIC system. Julie is always cheerful, friendly
and professional, even when under pressure.

4.3

The April winner of the You Made a Difference Award was Zoe Garnish,
Dietician. Zoe started at the Trust in September 2017 as a newly qualified
Band 5 Dietician. She has a clinical remit to Renal Transplant outpatients,
acute medicine, care of the elderly, orthopaedics and infectious diseases.
Zoe is a kind and thoughtful member of staff and clearly demonstrates the
Trust values. She goes over and above to help out her patients if she can
find a solution to assist them.
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5. Recommendation
5.1

The Board is asked to note the contents of this report.

Appendix
The Council of Governors holds Non-Executive Directors to account for the performance
of the Board. Governors will continue throughout the year to assess Board and Trust
progress over the following areas:


















To improve and sustain operational performance as a major
acute hospital across all clinical services and in compliance with
all NHSE, NHSI, CQC, commissioner and other regulatory
requirements.
To set operational performance, governance and assurance at a
level to secure a CQC outstanding rating within 2 years.
To improve managerial and executive capacity by strengthening
the
Executive
Director
team,
divisional
teams
and
organisational and individual development, the timely resolution
of the substantive appointment of the Chief Executive role and
the continuing development of leadership talent.
To make progress in achieving break-even by 2020 and to build
capital financing capacity consistent with the investment needs
of the hospital
To continue to see improvement in staff morale, recruitment
and retention despite external recruitment challenges and
competitive market pressure
To make measurable progress in implementation of all themes
in the CUH Together Strategy in accordance with milestones
To have made decisions on how to progress major service
development and in what order
To have confirmed a Master Planning outcome for the campus
by the end of 2017
To have finalised capacity planning for winter 2017/18 and have
outline plans for winter 2018/19 by summer 2017
To strengthen Board engagement on translation research and
teaching, the former to secure a central role in the development
of the UK Life Sciences Strategy and the Bio-Medical Campus’
role in it
To build on the positive opportunities from EPIC
To play our full and leadership part in moving the
Cambridgeshire and Peterborough STP forward and to so
position the County to be a strong emergent Accountable Care
System as laid out in the NHSE 5 year review
To ensure CUH manages its contribution to the successful
transfer of Papworth to the Campus.
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1. Recent Governor Meetings
1.1

The Council of Governors met on 21 March 2018. The Chief Executive provided updates on all
key areas of Trust operations including quality, finance, access targets, workforce and
leadership, highlighting both areas of strong performances and areas of concern.

1.2

Topics and questions discussed at this meeting included:


Delayed Transfers of Care (DTOCs): The ongoing status of beds lost to DTOC, which had
improved in recent weeks but had fluctuated upwards again, was raised. Governors were
updated on new system-wide procedures that are now being implemented to further
improve the discharge process and stabilise DTOCs; the Council will continue to scrutinise
performance against this metric until a sustained period of improvement has been
demonstrated.



2018 Quality Account: Governors have considered the proposed quality indicators for
2018/19, with a view to selecting one for Council of Governor focus during the year. The
Council agreed on the selection of NatSIPPS (National Safety Standards for Invasive
Procedures) as their indicator of focus - this was recommended as a priority to support,
as it represents a key control against the risk of Never Events and thus has significant
implications for improving clinical care to patients across a variety of settings within the
Trust. In order to do this effectively, it was requested that i) governors be made aware of
Never Events when they happen, and ii) a presentation on how Never Events are
investigated be provide for governors at one of the upcoming meetings.
It was also noted that the Scrutiny and Performance Working Group has selected ‘average
reported patient safety incident rate per 1000 bed days’ as the 2017/18 quality indicator
for detailed testing by external auditors.
Governors have had the opportunity to review and comment on the draft 2017/18 Quality
Report. On behalf of the Council of Governors, I have prepared a ‘Governor Quality
Account Statement’ for inclusion in the Annual Report.

1.3



Strategy: The Chair provided governors with an update on the Board Strategy
discussions. Following the workshop with governors in February, it was suggested that a
sub-group of governors be convened to engage with the Board on topics of strategy.



Future meeting topics: Following discussions on IT (including the recent outages) and the
STP, it was agreed that these topics would be scheduled as agenda items in future
Working Group or Council of Governors meetings.

The Quarterly NED/Governors meeting was held on 4 April 2018. During the meeting,
governors sought NEDs’ opinions on:


Capacity issues: It is recognised that capacity issues represent a high risk to Trust
performance. Governors were assured that this is a regular agenda topic at all of the
Board assurance committee meetings, where i) the NED challenge is robust and ii)
options to improve capacity management by focusing on all parts of the Trust procedures
and the wider system are carefully scrutinised.



Campus infrastructure and repairs, including the issue of undercapitalisation, which
impacts both maintenance and improvement projects.
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Strategy, including the Trust Strategy, the Cambridge & Peterborough STP, and
integration of the Trust with its research partners.

2. Other Governor activities/information
2.1

I regret to report the resignation of Lorne Williamson as a Public Governor. During his
many years of involvement with CUH, Lorne has been a straight-talking, enthusiastic
and dogged governor, pushing for change across many areas affecting patient care.
He also brought spirit and wry humour to the Council and Working Group meetings.
On behalf of the Council of Governors I would like to thank Lorne for his services to
the Trust and we wish him well in his future endeavours. No doubt he will continue to
follow, and be interested in, the fortunes of the Trust as it continues to focus on
delivering improved healthcare for patients and the general public.

2.2

Following discussion with the Chair, it has been agreed that governor representatives
will now be able to attend the Board Assurance Committees as observers. This will
provide an opportunity for governors to observe the proceedings of the Performance,
Quality, Workforce and Education, and Audit Committees and will help them in their
responsibility to hold the NEDs to account.

2.3

Several governors attended the second ‘interim’ public meeting with the Chair and
Chief Executive on 18 April 2018. This provides a forum for discussion of questions
submitted ahead of the meeting, which on this occasion included:






2.4

Finance
DTOCs
Health and Safety
CT and NICU services
Staffing

The annual election of governors to the Council of Governors will complete in May. A
‘Meet the Candidates’ session is scheduled for 9 May 2018.
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Cambridge University Hospitals NHS Foundation Trust
9 May 2018
Board of Directors
Report of the Chief Executive
Roland Sinker
This paper provides the Board with an update on the Trust’s performance, under the four
main operational areas, as well as the four areas of strategy. Detail regarding the four
main operational areas can be found within the Integrated Performance Report. This
Board report mainly covers March, but also covers February and April as appropriate.
The Trust is focussed operationally on capacity, including Delayed Transfers of Care
(DTOC) and staffing to deliver high quality care, in the face of growing demand; as well
as on the financial plan. Greater emphasis is being placed on the STP, and the Trust
continues to play a lead role in this, as part of the ‘Southern Board’ covering the south of
the region. In addition, the Trust continues to work closely with industry and partners in
Cambridge University Health Partners in supporting the Industrial Strategy for Life
Sciences. Since the last report in March, the capacity challenges affecting the NHS locally
and nationally have remained, and whilst there has been good system work with respect
to reducing the level of Delayed Transfers of Care (DTOCs) there remains much to do.
Capacity pressures in the Emergency Department have continued, however against a
national picture of ongoing pressure, quality metrics in March remained strong overall.
The Trust ended the year with a financial and savings position ahead of plan, and
strategy development continues.
1. Introduction
1.1

The Trust was visited by the Prime Minister on 10 April. The visit coincided
with an announcement of funding to support the detection and treatment of
prostate cancer. The Prime Minister visited the radiotherapy department to
find out about the latest technology, which is being used at Addenbrooke’s. to
treat cancer, including stereotactic radiosurgery. The Prime Minister also met
with a multi-professional group of front-line staff to hear their views about
working in the NHS, to inform the development of the Government’s longterm NHS plan. I am grateful to all staff who were involved in the Prime
Minister’s visit, and am also pleased to pass on the personal thanks of the
Prime Minister to all staff at Addenbrooke’s and the Rosie Hospitals for the
tremendous undertaken for our patients.

1.2

Since the last meeting of the board of Directors, members of the Board have
undertaken a wide range of visits to meet with and listen to staff and patients
in a number of areas, both internally and externally, including visits to the
Emergency Department, Ward J2, Theatres, Pharmacy, and the Chief
Residents.

1.3

Headlines from the four main operational areas are provided in this report,
and the detail behind these continues to be available within the Integrated
Performance Report which is provided as part of the Board pack.

1.4

Preparations for celebrations relating to the 70 th Anniversary of the NHS are
under way, including members’ lectures. This year also coincides with the 50 th
anniversary of the first liver transplant outside the United States, performed
by Professor Sir Roy Calne. The Trust has marked this at a number events
throughout the last month.
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2. The Four Operational Areas in Summary
2.1

Quality
2.1.1

Areas of strong performance include:

2.1.1.1

2.1.1.2

2.1.1.3

2.1.1.4

2.1.1.5

2.1.2

Returning to elective orthopaedic activity. Despite the ongoing
pressures facing the NHS, containment was restored to ward C8
during April and elective orthopaedic activity resumed. Further
information is provided under paragraph 2.3.2.
Mortality. HSMR for January 2018 (the latest available data) is
80.5, and is 82.8 for the 12 months to January 2018. Latest peer
data shows CUH has the second lowest death rate when compared
to similar teaching Trusts outside of London, and the second lowest
within its regional peer group.
Harm-free care. The Trust has performed well in terms of harmfree care. There were no Never Events reported in March. Eight
Serious Incidents were reported this month, which equates to
approximately one Serious Incident for every 11,300 patient
contacts.
Infection Control, particularly MRSA, and C.difficile. Infection
control continues to be well managed. There were no cases of
MRSA bacteraemia in March, and the latest MRSA bacteraemia rate
comparative data for the 12 months to February 2018 shows the
Trust as first out of 10 in the Shelford Group. Eight inpatients were
confirmed with C.difficile infection in March (six Trust acquired and
two community acquired).
Quality Governance. The Trust continues to make good progress
on quality governance standardisation, and preparations are well
under way for the next CQC review, with a particular focus on the
well-led domain.

Areas of concern include:

2.1.2.1

2.1.2.2

2.1.2.3

Continued pressure on the Emergency Department. Overall
for 2017/18 the Trust treated 13,952 (16%) more patients within
four hours than in 2016/17. Performance against the four hour
standard deteriorated to 75.6% in March, from 81.4% in February.
Twenty 12 hour breaches occurred during March, with 15 of these
on one day (27 March) which was primarily due to extremely
restricted capacity in the Trust. This position has greatly improved
in April with the ‘resetting’ of the hospital – as set out in 2.3.1
below.
Occupancy. Bed capacity has remained extremely challenged, and
the Delayed Transfers of Care (DTOCs) which are a feature of this
remain the most significant reason for breaches against the
Emergency Department target.
Backlog Maintenance. Capital demand of £66m was originally
notified to NHS Improvement in the Trust’s 2017/18 Annual Plan,
however the initial budget without further cash support from the
Department of Health was £14.8m. A five year capital plan was
developed and shared with NHSI, which identified the need for
significant investment in ward and ED capacity, electrical and
energy infrastructure. The Trust’s loan application to the
Department of Health in support of the original £66m capital
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programme is supported by the regional NHS Improvement team
and the NHS England Project Appraisal Unit.
Thus far £10.5m of additional capital funding has been
forthcoming. This is some way from the funding required, and work
continues in this area.
2.2

Finance
2.2.1

2.2.2

2.2.3

2.2.4
2.2.5

2.3

The Trust finished the year with a deficit of £32.4m, 9.7m
ahead of plan. The Trust’s in-month surplus was £8.7m, a £12.2m
favourable variance compared to the budgeted deficit of £3.5m.
Clinical income was £8.0m behind plan. Total expenditure was adverse
to budget by £11.6m. Focus remains on DTOCs, CIPs and Outpatients.
The target for savings throughout 2017/18 has been achieved.
The Trust had delivered £49.1m of its Cost Improvement Programme
(CIP) at the end of Month 12, which is £0.1m favourable to the plan.
£37.2m (76%) of the savings have been delivered on a recurrent
basis, with £11.9m (24%) delivered non-recurrently. This achievement
of savings is testament to the hard of work of staff throughout the
organisation, in the context of a great deal of operational pressure.
Planning for 2018/19 continues. The Trust has identified £53.9m,
against the £49m target. £43.2m (88%) has been Quality Impact
Assessed as green. The £53.9m includes some schemes which may not
proceed, and further schemes therefore continue to be identified. This
position is ahead of the Trust position for 2017/18 and the
Improvement Steering Group has committed to deliver the full
greening of all schemes by 4 July 2018. The focus is now on delivering
the schemes already in progress, particularly around capacity.
Structural Deficit and Capital. Work continues with the Trust’s
regulators with respect to structural deficit and capital.
Work is ongoing with NHS Improvement in relation to the control total
for 2018/19. The Trust is agreeing a guaranteed income contract with
its local CCG. This is a positive step forward in closer working with
partners and the STP.

Access Targets
2.3.1

Emergency Department (ED)
March remained a challenging month, exacerbated by capacity
pressures and DTOCs throughout the organisation. As related in
paragraph 2.1.2.1, overall for 2017/18 the Trust treated 13,952 (16%)
more patients within four hours than in 2016/17. Performance against
the four hour standard deteriorated to 75.6% in March, from 81.4% in
February. March continued to be very challenging for the ED, with
overcrowding and patients having to be bedded in the assessment
areas overnight due to lack of bed capacity in the Trust. High DTOC
numbers exacerbated the difficult bed state, with numbers exceeding
120 on some days. Type 1 attendances in March were 327 per day on
average, 10 higher than the previous month. This reflects year to date
growth of 5.4%, and a growth of 5.8% compared to March 2017.
Twenty 12 hour breaches occurred during March, with 15 of these on
one day (27 March) which was primarily due to extremely restricted
capacity in the Trust. As planned, the Trust and local partners initiated
the hospital ‘reset’ on 9 April. This saw performance increase to 90% in
April. Thank you to all staff and partners for their contribution, which
makes a significant difference to our patients.
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2.3.2

2.3.3

2.3.4

2.4

Referral to Treatment (RTT)
Performance across 2017/18 was 90.1%, with 2 months when
the 92% target was recovered in May and June.
Overall performance deteriorated to 88.9% in March. The
Cambridgeshire and Peterborough System is following the NHS
England planning guidance for 2018/19, which means that the RTT
waiting list will be no higher in March 2019 than March 2018. The Trust
trajectory for 2018/19 is based on sustaining the current waiting list
size whilst achieving a reduction in backlog to recover the
neurosurgery and oral surgery position – specialties commissioned
directly by NHS England. During April, the Trust implemented its reset
plan. Containment was restored to ward C8 and elective orthopaedic
activity resumed. The acute hub has been launched for the front of the
hospital, with the aim of restoring the emphasis on short-stay patients
and relaunching the protection of beds on the Medical Decisions Unit.
This in turn should support the Emergency Department.
Delayed Transfers Of Care (DTOC)
The DTOC position has risen to around 120 at times of poor
performance and as low as 50 at best. Whilst improving, the
position remains challenged.
March showed a deterioration in the progress made through February,
with bed days lost increasing to 2,019 for the month; 7.08% of
occupied beds. This represented a worse position than March 2017.
The Chief Executive continues to participate in regular calls with other
system CEOs in order to manage the DTOC situation and maintain
flow. In April, system resources were brought onto the CUH site and
DTOC efforts were focussed on the acute wards at the front of the
hospital. The DTOC recovery plan includes a single director of hospital,
community services social care and other resources and teams
required to enable the smooth movement of patients to a more
appropriate setting. The plan also includes additional capacity outside
the hospital, and an integrated dataset to enable effective identification
of patient need. Beds at the Arthur Rank Hospice continue to positively
impact on both quality of care for patients reaching the end of their
life, as well as releasing capacity for the Trust.
Cancer
The Trust continues to perform well across cancer standards.
In February, all cancer standards were achieved with the exception of
the 62 day screening standard and the 31 day subsequent surgery
standard. Whilst the Trust is forecasting the achievement of the 62 day
urgent standard in March, it is however anticipating being below
standard in April with high levels of breaches in Urology. In addition,
two week wait performance for March and April is going to be below
standard due to capacity delays in Endoscopy.

Staff and Transformation Programme
2.4.1

The overall score for staff recommendation of the Trust as a place to
work or receive treatment remains at 3.92 out of 5.00, which is
favourable to the average score of 3.75 for acute Trusts. The overall
engagement score for CUH is 3.84, a decline of 0.04 from 3.88 in
2016. This relates to declining scores for staff ability to contribute
towards improvements at work, staff motivation at work, and staff
being satisfied with their level of responsibility and involvement.
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2.4.2

Using the wealth of information from staff surveys, exit surveys and
themes drawn from working groups, including the Equality and
Diversity and the Health and Wellbeing Groups, four target areas have
been identified, and form the basis of the Staff Engagement and
Experience Plan for 2018 and 2019. The plan is underpinned by the
Trust values and behaviours and the CUH Together programme, and
focussed on creating an improvement culture. The implementation and
focus is primarily at Divisional and Directorate level, ensuring locally
owned and designed responses. The Wider Leadership has reflected on
progress and areas of concern and has decided to continue with the
existing four areas of focus, with one addition. The five areas are;
i)
ii)
iii)
iv)
v)

Meaningful staff appraisals
Staff feel listened to, valued, appreciated, confident
to speak up and report concerns
Staff feel supported to have a healthy and safe work
experience
Equality of opportunity and inclusion (incorporating
the Workforce Race Equality Standard)
Tackling bullying, harassment and abuse

In addition, the three phase capacity plan and investment in
improvement aims to help tackle areas of poor staff satisfaction.
2.4.3

The Senior Leaders’ Programme is progressing well, with Cohorts 1 and
2 running concurrently. The Cambridge Judge Business School and
Cambridge University Health Partners part of the programme has
commenced, which provide a more skill based approach for the
participants. During April, over 50 members of Cohort 1 gathered with
Management Executive to discuss the theme: ‘How can we meet
differently to have a better experience and outcome from meetings –
to benefit staff and patients?’ The Open Space methodology
encouraged open participation.

2.4.4

In April, the Trust was pleased to welcome Dr James Morrow,
Managing Partner of the Granta Medical Practices to the Wider
Leadership Team session, with a focus on ‘Working with our
communities.’ James shared the experience and ambitions of the
practice and the session was an excellent foundation for further, wider
work between the Trust and our community.

2.4.5

CUH has trained eight facilitators to deliver the National Mary Seacole
Leadership Programme across the STP and the programme is due to
commence in the autumn.
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3. The Four Areas of Strategy in Summary
Nicola Ayton has now joined the Trust as Director of Strategy and Major Projects and,
in conjunction with Marianne Monie and Gemma McGeachie, Director of Strategy, and
Director of Major Projects respectively is driving forward the strategy and major
projects agenda.
3.1

Improving patient journeys, e.g. through a focus on working
collaboratively with partners to increase the effectiveness of patient
journeys.
3.1.1 This area of the strategy is led by Director of Improvement and
Transformation Ewen Cameron. The Trust has now established an
Improvement Oversight Group in order to prioritise improvement waves
and associated central improvement and transformation support, ensuring
that they are aligned with the strategic objectives and provide the best
possible value in terms of outcomes, patient and staff experience. In June,
the Board of Directors will consider the Trust plan around improvement,
transformation, innovation and the use of information technology. This
work will be focussed on both the Trust and its partners in the STP, as well
as on industry and the University.
3.1.2 The Improvement Steering Group provides a programme management
infrastructure enabling improvement, quality improvement and CIP
Delivery.
3.1.3 The three phase capacity plan remains ongoing with Phase 1 – in hospital
configuration led by Chief Operating Officer Sam Higginson – progressing
very well, and work under way on Phase 2 – additional capacity and
working with partners to share estate, led by Director of Strategy and
Major Projects Nicola Ayton, and Director of Estates and Facilities Carin
Charlton.

3.2

Strengthening the organisation, e.g. through a focus on governance
and developing staff.
3.2.1 Following Ann-Marie Ingle’s announcement that she will be leaving the
Trust in the summer to move to the United States, a competitive
recruitment process took place during April. I am pleased to the report
that Lorraine Szeremeta, currently Deputy Chief Nurse at University
College London Hospitals NHS Foundation Trust, and Head of Nursing for
the Surgery and Cancer Board, will be joining the Trust as Ann-Marie’s
successor. I would like to extend thanks on behalf of the Trust to AnnMarie for the significant contribution she has made to the Trust over the
past six years.
3.2.2 Nicola Ayton joined the Trust in April as Director of Strategy and Major
Projects and is taking the Executive lead on these important areas of the
Trust’s work. The Board’s thanks go to Mark Turner who has returned to
NHS Improvement following his secondment to the Trust in this role.
3.2.3 On the Accountability Framework, Management Executive has considered
a draft of this and this will be taken to the Board in May. This focusses on
standardising the leadership and governance arrangement for the
Divisions and corporate departments, refining the performance
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management infrastructure, and developing the Trust informatics and
business intelligence capability.
There is a strengthening of the Board Assurance Framework and Corporate
Risk Register, overseen by the Risk Oversight Committee and in
conjunction with the Chief Nurse and Director of Clinical Quality.
3.2.4 On capital for Estates works, particularly with reference to fire safety,
good progress continues to be made including progress on
compartmentation, with a solution likely to include a mix of full ward
works, and rolling bay by bay programmes with patients and staff in situ.
3.2.5 On Epic, a business case has been developed for additional funding to
support the ongoing maximisation of the Epic electronic patient record
system, and work on costing continues. The June meeting of the Board of
Directors will consider the Trust Digital Strategy, resourcing plan and
leadership options, in the context of the needs of the Trust, its local
partners in the STP, and partners in industry and research. The Trust and
local partners are active in bidding for both longitudinal healthcare records
status, and to be a digital innovation hub.
3.2.6 On Staff Development the leadership programme, provided by the Judge
Institute of Management, and the King’s Fund continues as detailed under
Section 2.4.
3.3

Working
with
our
communities,
Transformation Programme.

e.g.

through

the

System

3.3.1 On STP, CUH continues to play a key role in its work, particularly with
respect to emergency care, elective work, back office functions, cancer
and data. In order to focus on local, and achievable changes, the STP is
aligning broadly along northern and southern areas of the STP
geographical area. CUH is playing a leading role in the ‘Southern Board’,
with a focus on the Emergency Department, DTOCs, and an aligned
financial plan that all partners believe is deliverable, with alignment on
incentives and financial risk. It remains key to build on strong GP and
social care engagement and the development of a locality model.
3.3.2 On Papworth, the Trust continues working with Papworth Hospital ahead of
its move to the Cambridge Biomedical Campus in September. Good
progress has been made in Respiratory, and continues with respect to
Cardiology. Work continues on risks relating to staffing, parking and
pathology, with issues relating to the LMB still being discussed. A
particular area of focus relates to the use of Papworth capacity.
3.4

Contributing nationally and internationally, e.g. through membership
of Cambridge University Health Partners (CUHP).
3.4.1 On CUHP, the Trust, through CUHP continues to play a leading role in the
implementation of the UK Life Sciences Industrial Strategy particularly
with respect to Cancer, data and medical technology. CUH was pleased to
host a visit from the Prime Minister in April, as mentioned in the
introduction to this paper.
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3.4.2 The Board has considered a cancer Research Hospital for the eastern
region Outline Business Case, and Paediatric Hospital for the eastern
region Strategic Outline Case. There is a concerted effort with partners to
progress the cancer case.
3.4.3 The Trust through CUHP is also continuing to work on innovation and
highlighting that the local Cambridge economy is open for business. Good
relationships exist with partners, including Roche, Baxter, Johnson &
Johnson, Philips, and ARM, as well as AstraZeneca and Abcam. Events
hosting academic, industry and health and care partners are now well
under way. A number of bids have been made to the Department of Health
and the Department for Business, Energy and Industrial Strategy to access
funds for life sciences through the industrial strategy, for example around
digital and the ‘grand challenges’.
4. Engagement
4.1

Work continues in terms of both;
(a)
(b)

Internal – including the CEO brief, 8.27 briefings, Executive
visits and meetings with consultants, and;
External – including liaison with regulators, including NHS
Improvement, NHS England, the Care Quality Commission, as
well as local authorities and partners.

5. Recommendations
5.1

The Board of Directors is asked to note the report.

Board of Directors: 9 May 2018
Chief Executive’s report
Page 9 of 9

Cambridge University Hospitals NHS Foundation Trust
Report to the Board of Directors: 9 May 2018
Agenda item

9

Title

Integrated Report

Sponsoring executive director

Chief Operating Officer, Chief Nurse,
Medical Director, Director of Workforce,
Chief Finance Officer

Author(s)

As above

Purpose

To update the Trust Board on performance
during March 2018.

Previously considered by

Performance Committee, 2 May 2018

Executive Summary
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Executive Summary
The Trust strategy for 2017/18 is based upon delivering the highest quality service we can for patients whilst improving patient flow through the hospital in
order that we can deliver our activity plan and our £49m Cost Improvement Programme for the year.
In March our quality metrics overall remained strong:

CUH is ranked 3rd in the Shelford Group for the Trust Safety Thermometer in March with a score of 98.2% (in relation to new harm only) which is favourable to
the national average of 97.8%. More detail can be found on page 6.
The reported Hospital Standardised Mortality Ratio (HSMR) for the latest available data, January 2018 is 80.5 (December was 78.5) and is 82.8 for the 12 month
period ending January 2018. CUH is the 2nd best performing Trust in our Outside London Teaching peer group, ATHOL (8 th best performing inclusive of London
Teaching hospitals). Within our regional peer group we have the 2 nd best HSMR. Details can be found on page 25.
There were no Never Events reported in March.
8 serious incidents were reported this month, this equates to approximately one serious incident for every 11,300 patient contacts.
There were no cases of MRSA bacteraemia in March. The latest MRSA bacteraemia rate comparative data (12 months to February 2017) put the Trust 1st out of
10 in the Shelford Group of teaching hospitals.

There were 8 inpatients confirmed with C. difficile infection (6 trust acquired and 2 community acquired cases) in March. 7 patients were isolated within the
CUH standard of 2 hours (88% compliance). Compliance with the C. difficile care bundle was 97% in March (98% in February). The latest C. difficile rate
comparative data (12 months to February 2017) put the Trust 7th out of 10 in the Shelford Group of teaching hospitals.
The Friends & Family Test (FFT) Recommend scores are being monitored in line with NHS England guidance. We are achieving the Recommend score targets in
Emergency Department (ED), maternity and outpatients at 90.2%, 91.1% and 94.1% respectively. Inpatient (adults and paediatric) FFT score is favourable
against the 95% Trust internal target at 95.7% in month (the rolling year score is at 95%).
Performance against the Four Hour standard deteriorated to 75.6% in March. March continued to be very challenging for the Emergency Department, with
overcrowding and patients having to be bedded in the assessment areas overnight due to lack of bed capacity in the Trust. Twenty 12hr breaches occurred
during March, with 15 of these occurring on the 27th March. These were primarily due to extremely restricted capacity in the Trust to move patients requiring
admission from the Emergency Department. On-going high levels of flu and norovirus and the consequent high demand for side rooms contributed to this
position. High Delayed Transfer of Care numbers exacerbated the difficult bed state, with numbers exceeding 120 on some days.
Type 1 attendances in March were 327 per day on average, which reflects growth of 5.8% compared to March 2017 and 3.2% up on February. Year to date
growth in attendances is 5.4%. Admissions from the Emergency Department remain considerably higher than 2016/17 at 8.4% to month 12. The conversion
rate for March was 32.2%, which was the lowest monthly rate in 2017/18.
In March 2018 we saw 2903 conveyances by ambulance to CUH, an increase of 1.7% from March 2017 and in line with February activity of 94 conveyances per
day. 53% of our handovers were clear within 15mins, 30 minute handover delays were 269, and 60 minute handover delays were 50, this compares to March
2017 when our 15 minute performance was 49%. CUH consistently remains high performing in the region for ambulance handovers despite the capacity
challenges.
Bed days lost to Delayed Transfer of Care (DToC) increased in March to 2019 compared to 1469 in February. This represents 7.08% of occupied bed days, a
worse position than March 2017.

In February all Cancer standards were achieved with reallocations for late referrals except the 62 day screening standard and the 31 day subsequent surgery
standard. Endoscopy capacity remains the highest risk to cancer performance going forward; together with the increased demand for 2week wait referrals for
Endoscopy and Prostate Cancer in Quarter 4.
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Executive Summary – cont.
The Trusts RTT performance ended the year at 88.9% in March, 90.1% for the full year. The number of patients over 18 weeks has increased by 221 in the last
month. The overall waiting list size rose by 1065 to 32,991. 9 of the 18 nationally reported specialties sustained the 92% standard in March. Paediatric
Orthopaedics recovered to 92% in the month.
As we move into April, the trust has begun to implement its reset plan. Containment was restored to C8 at the beginning of April and elective orthopaedic
activity resumed on the 6th April. We have launched our acute hub focus for the front of the hospital which is looking to restore the emphasis on short stay
patients and re-launch the protection of beds on the medical decisions unit. This in turn should support the emergency department. We have also begun to
reorganise the wards so that we can more effectively cohort surgical and medical patients. Together these actions should improve length of stay. Finally, we
closed J3 on the 23rd April in order to prepare the ward to receive PICU and C3 so that fire and essential maintenance works can be undertaken.
Overall the Trust’s turnover and sickness rates remain broadly static at 14.3% and 3.17% respectively
There was an increase in the Trust’s overall staff in post of 15 FTE. This was driven primarily by planned increases in the Nursing and Midwifery staff groups
which increased by 20fte. Overall the Trust’s saw a growth of 9% over the past 12 months. This includes the staff transferred as a result of the changes in
Pathology services (totalling around 355 WTE staff transferring in. This accounts for 4.2% of the total increase over the past 12 months)
Despite the increase in staff numbers, the vacancy rate for Registered Nurses increased slightly by 0.5% from previous month to 12.8% (as a result of
establishment changes). The Trust continues to work with partners to recruit from overseas and liaise closely with Universities locally and nationally to attract
newly qualified nurses. The vacancy rate for HCAs has increased by 2.3% from the previous month to 27.9%. However, when taking into consideration nurses
who are currently working as HCAs pending the receipt of their NMC registration, the HCA vacancy rate is 12.7% (with the corresponding Registered Nursing
vacancy rate 15.7%).
The trend of increased demand on Bank Services continues, with an additional 51 WTE requests, which is 5% higher than February 2018. Despite this, the
Trust maintained a 79% fill rate. When compared to March 2017 demand and fill rates have both increased by 23% which reflects an additional 194 WTE
covered as Bank shifts in March 2018.
The overall Trust position on mandatory training compliance remains above the Trust’s KPI of 90% at 93.5%. Compliance rates for Safeguarding Children

Level 3* has reached the Trust 90% while Prevent WRAP 3 increased slightly to 82.9%. Divisions and teams are continuing their efforts to ensure we achieve a
90% compliance rate for all training that are below the target (* Please note that compliance rate for both Prevent WRAP 3 and SGCL3 are now included in the
overall compliance figure from April 2017).
This month the Trust reports the detailed results of the National staff survey 2017 for the Divisions and shows the score against Trust key priority areas
identified for improvement in 2017.
In terms of absolute performance the Trust’s in month surplus was £8.7m which represents a £12.2m favorable variance compared to the budgeted deficit of
£3.5m. The Trust’s actual year end deficit was £32.5m which is a £9.6m favorable variance compared to the annual budgeted deficit of £42.1m. The main
reason for this variance is the £10.5m final STF allocation (bonus and incentive) as a result of the Trust’s overall financial performance YTD. Clinical income
ended the year £2.2m adverse in month 12 and £8.0m adverse YTD. Underperformance can be attributed to summer operating issues and continued nonelective operating pressures following the ending of the national policy of elective surgery cancellations.

Pay expenditure year to date stands at £458.4m which is £4.9m adverse against plan mainly due to enhanced bank rates and unidentified CIP. Non pay
expenditure year to date was £396.0m, an adverse variance of £10.9m against plan YTD which includes £3.5m impairment on revaluation of PPE.
The Trust has a CIP target for the year of £49.0m recurrent savings. At month 12 the Trust has delivered £49.1m of savings against a plan of £49.0m. £37.2m
(76%) of the savings delivered have been delivered on a recurrent basis, with £11.9m (24%) delivered non-recurrently.
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2017/18 Quality Account Scorecard
Indicators

Safe

Priority

Effective /
Responsive

Patient
Experience
/ Caring

Jan-18 Feb-18 Mar-18

FYtD

LTM
98.1%

Mar



> 98%

98.6%

98.4%

98.2%

98.09%

Mar



0

0

0

0

0

0

Vacancy rate for registered nurses / registered midwives

Mar



≤ 11%

13.5%

12.3%

12.8%

13.8%

13.8%

Vacancy rate for healthcare assistants

Mar



≤ 15%

25.1%

25.6%

27.9%

23.2%

23.2%

Reduce by 2%

1.48

1.97

1.13

1.16

1.16

95.7%

84.2%

-

95.8%

95.8%

67.1%

-

35.17

35.17

Number of cardiac arrests per 1000 admissions per month (excluding peri-arrests)

Mar



(to 1.55 or below)

% of deaths reviewed (using new national methodology)

Mar



>50%

Lead investigators for serious incidents to have attended NPSA accredited (or
equivalent) training in root cause analysis within the previous two years

Mar



100% by Q4

Average reported patient safety incident rate per 1000 bed days

Mar



(to 29.3 or above)

> 2% of 16/17

100.0% 100.0% 100.0%
35.58

34.15

44.01

Trend

Target

FYtD

LTM

Frailty - CFS screen <72 hrs from admit

Mar



≥ 90%

86.4%

87.4%

88.6%

88.9%

88.9%

Number of avoidable deaths from sepsis established through mortality review

-



0

0

0

-

0

0

Cancelled operations

Mar



≤ 1%

1.08%

1.25%

2.57%

1.33%

1.33%

Bed days lost to Delayed Transfer of Care (DTOC) as a percentage of total occupied
beds

Mar



< 2.5%

10.4%

10.2%

11.1%

10.9%

10.9%

Indicators

Indicators
Percentage of complaints responded to within 30 working days or within extension
agreed with complainant
Pain assessment recorded with every set of observations

Data to:

Trend

Target

Jan-18

FYtD

LTM



≥ 90%

96.7%

-

-

97.5%

96.9%

Mar



≥ 62.2% (10%
increase on 16/17)

72.9%

74.7%

75.3%

69.3%

69.3%



≥ 73.3% (10%
increase on 16/ 17)

72.7%

76.6%

73.3%

73.9%

73.9%

98.5%

98.5%

FYtD

LTM

Data to:

Mar

Positive responses to catering service satisfaction survey

Mar

Indicators

Jan-18 Feb-18 Mar-18

Feb

% of patients aged 16 and over admitted as inpatients for more than 24 hours who
have had a nutrition screening documented within 24 hours of admission.

Data to:

Feb-18 Mar-18



≥ 95%

98.0%

100.0%

99.6%

Trend

Target
≥1.44% (3%

15/16

16/17

17/18

-

1.4%

-



increase on 1.4%)

Trend

Target

Q4 2016/17

Q1 2017/18

Q2 2017/18



≥2% (increase on
16/17)

71.0%

72.0%

71.0%

Trend

Target

15/16

16/17

17/18

16/17



≥2% (increase on
16/17)

-

65.0%

-

I would feel confident that the organisation would address concerns about unsafe clinical practice 16/17



≥2% (increase on
16/17)

-

61.0%

-

Priority

Staff Experience
/ Well-Led

Target

Number of avoidable hospital associated grade 4 pressure ulcers

Outpatient FFT response rate

4

Trend

Patient safety thermometer (new harm only)

Priority

Priority

Data to:

16/17

Indicators
I would recommend my organisation as a place to work (FFT)

Indicators
When errors, near misses or incidents are reported, my organisation takes action to ensure that
they do not happen again
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Incidents
Serious Incidents Reported

Total Incidents Reported

14
12

4

10

8

Never events and critical incidents

2
0

5
2

4

5

1

1

5
4

4
2

4

6

9

1

5
2

4

1
3

6

3

2

6

Total No Safety Events / Incidents

IG

Serious Incidents

Never Events

+2 Std Devs

Control Line (mean)
-2 Std Devs

There were eight Serious Incidents reported to the CCG in March 2018. Two of these were information governance breaches and four were patient safety
incidents; two were Emergency Department 12-hour trolley breaches. There were no Never Events.
In January 2018 NHS Improvement requested that all ED 12-hour trolley breaches be reported as a serious incident. The required StEIS reporting has
been agreed this month with C&PCCG, going forward from March an SI will consist of all breaches within a 24 hour period. Therefore this month we have
reported two SIs, as multiple breaches occurred on two separate days in March, on the 21st (three) and the 27th (13).
STEIS

SLR

SI Title

STEIS SI Category

STEIS SI Sub categories

Actual Impact

Treatment delay

Severe / Major Division D

Pressure ulcer meeting SI criteria

Moderate

Division A

VTE meeting SI criteria

Moderate

Division C

Incident threatening organisations ability to continue to deliver an
acceptable quality of healthcare services

HCAI/Infection control incident

Moderate

Division D

Permanent deterioration in sight - ophthalmology delay Unexpected/potentially avoidable injury requiring treatment to prevent
in follow -up
death or serious harm
Unexpected/potentially avoidable injury requiring treatment to prevent
2018/7262 SLR43127 Grade 3 hospital-acquired pressure ulcer
death or serious harm
Unexpected/potentially avoidable injury requiring treatment to prevent
2018/5339 SLR43443 Hospital-acquired deep vein thrombosis (DVT)
death or serious harm

2018/6560 SLR44985

2018/6578 SLR45269 Ward F6 closure: MRSA

Division

2018/7937 SLR45917

Patient discharge w ith another patient's discharge
documents - IG BESPOKE SI

Incident threatening organisations ability to continue to deliver an
acceptable quality of healthcare services

Confidential information leak/information
governance breach

No Harm

Division C

2018/6566 SLR44888

Patient discharged home w ith another patient’s
discharge documents and medication

Incident threatening organisations ability to continue to deliver an
acceptable quality of healthcare services

Confidential information leak/information
governance breach

No Harm

Division C

2018/7377 SLR45815 Three 12-hour Trolley breaches on 21.03.2018

Incident threatening organisations ability to continue to deliver an
acceptable quality of healthcare services

Treatment delay

No Harm

Division C

Thirteen 12-hour trolley breaches occurring on
27/03/2018

Incident threatening organisations ability to continue to deliver an
acceptable quality of healthcare services

Treatment delay

No Harm

Division C

2018/8107 SLR46320

5

7

5

6
4

1

2
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Safety thermometer
Shelford Group

Harm Free Care (new harm only)
10%

100%

9%
8%

99%

7%
6%

98%

5%

4%

Patient safety thermometer

97%

6

96%
95%

3%

2%
CUH

National

Shelford average (excl CUH)

Old Harms

New VTEs
Catheters & New UTIs
Falls with Harm

1%

Pressure Ulcers – New

0%

Target

The safety thermometer undertaken in March 2018 audited 961 patients. Of these, 96.8% (930/961) were reported as receiving harm free care and this is
inclusive of “old harm” (i.e. patients who acquire harm in the community before coming into hospital). The Trust ranked 3 rd in the Shelford group of teaching
hospitals for March. [NB there were no data available for Kings College, Guy’s & St Thomas’ and Central Manchester in month].
98.2% patients were reported to have harm-free care in CUH (only 17 patients were reported to have “new harm”), which is favourable to the 97.8%
national average.
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Pressure ulcers and Inpatient falls
30

Total Pressure Ulcers - Hospital Acquired,
Avoidable Grade 4 Target = 0

Pressure ulcers

25
20
15
10
5
0
Total
Grade 4 avoidable
-2 Std Devs

6.0

Control Line (12m Ave)
+2 Std Devs
Grade 4 Ulcers

Inpatient Falls per 1,000 bed days - 2 year
rolling data

Inpatient falls

5.0
4.0

Actions in progress
There has been an extraordinary rise in hospital acquired pressure ulcers since January, which is aligned to
the continuing high acuity of patients and demands on the Trust currently. The number was slightly
reduced in February and increased again in March and remains higher than this time last year. However it
should be noted that the majority have been deemed unavoidable and are classified as low grades (1-2)
despite the current demands in the Trust. Referrals to the TVN team continue to be high.
The team are working with e-hospital to put referral guidelines in place on Epic to aid decision making by
Health care professionals. A new referral guideline poster was launched this month at the Link Nurse Day. A
new quick screening tool to assess patients for pressure ulcer risk is currently being developed within Epic
with the aim of improving early assessments and compliance with NICE guidelines, ultimately improving
early interventions for those identified at risk. There has been a good uptake of the mandatory e-learning
pressure ulcer prevention training and a report should be available next month. Ward based training
continues to highlight areas for practice improvement following investigations. The TVN team continue to
network with other trusts in the Shelford group, regionally and nationally to share best practice and
learning. Recent links have also been made with both the Nuffield and Spire Hospitals in our region to work
collaboratively and ensure continuity of care and reporting. The Tissue Viability team is in the process of
updating the web page on Connect in order to ensure the most up to date national guideline and definitions
are accessible to all staff.

CUH trend analysis
The 2017/18 financial year has shown the following trend in inpatient falls per 1,000 bed days
compared to that of 2016/17:
- 0.74% increase in the rate of inpatient falls.
- 6.45% decrease in Minor Harm Falls.
- 20% decrease in Moderate Harm Falls [19]
- 25% decrease in Serious Harm Falls [13]
- rate of Catastrophic Harm Falls remains unchanged [1].

Harm from Falls
There were 2 Moderate Harm and 2 Serious Harm Falls in March. 2 were reviewed at the Harm
Free Care Panel in March and deemed unavoidable and 2 will be reviewed at April’s panel.

3.0
2.0

Actions in progress
The Trust has participated in the national inpatient falls audit in May 2017, the results were
published at the end of November and will be shared together with the Trust audit.
The Trust inpatient Falls Audit has been completed and the results were due to be published in
November, however there has been a delay in completing the report and it will now be published
in April.
A Quality Improvement workshop was held in November. The process of developing and agreeing
a Quality Improvement programme from this workshop is currently underway.

1.0
0.0
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CUH trend analysis
The incidence of hospital acquired pressure ulcers (HAPU) per 1,000 bed days was 0.67, a slight decrease
from last month. All PUs reported in March are grade 1 or 2, indicating staff are identifying early damage.
In February there were 21 HAPUs, and 23 in total for March; including 16 grade 2 pressure ulcers (10
classified as avoidable due to inconsistent skin inspections, repositioning documentation and delays in risk
assessment). There have been no grade 4 HAPUs in the last 15 months. There were no grade 3 HAPUs in
March, there have been a total of nine (4 avoidable) over 2017/18, a slight reduction on last year.

Rate of falls per 1000 bed days

The Mean (average)

Upper Control Limit

Lower Control Limit
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Financial year 2017/18 - 60.45% of inpatient falls occurred in the 70+ age group. The bed
occupancy in this age group has increased by 8.38% for this financial year compared to 2016/17.
Page author: Sharon McNally, Carole Young, Debra Quartermaine

Infection control
3

6
5

4
3
2
1
2011/12

2012/13

2013/14

2014/15

2015/16

2016/17

2017/18

-

MRSA Bacteraemias

CUH trend analysis
•
•

•

MRSA bacteraemia ceiling for 2017/18 is zero avoidable trust
acquired cases.
There are no cases of avoidable trust acquired MRSA
bacteraemia in 2017/18.
C. difficile ceiling for 2017/18 is no more than 49 Trust
acquired cases.
There are 67 cases of trust acquired C. difficile in 2017/18.
All cases were discussed at the scrutiny meeting, 50 are offtrajectory and 17 are on-trajectory.
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MRSA bacteraemias - cumulative financial
year performance

2

1

MRSA Bacteraemias

C. difficile

7

C. difficile cases

•

8
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MRSA bacteraemias

Infection control - context

Infection Control - context

0

MRSA bacteraemia
•

There were no cases of MRSA bacteraemia in March.

•

The latest MRSA bacteraemia rate comparative data (12 months
to February 2018) put the Trust 1st out of 10 in the Shelford
Group of teaching hospitals.

•

Compliance with the MRSA care bundle (decolonisation) was
90.2% in March (96.1% in February).
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Infection control
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C. difficile - Avoidable & Unavoidable Cases

Funnel chart showing Cambridge University Hospital's (in red) position
amongst Shelford group in England for C. difficile rates (C difficile infections
per 1000 occupied bed days)
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C. difficile infection
•

The latest C. difficile rate comparative data (12 months to February 2018) put the Trust 7th out of 10 in the Shelford Group of teaching
hospitals.

•

There were 6 cases of trust acquired C. difficile infection in March. All cases were reviewed with the CCG and confirmed as non-trajectory
cases.

•

Isolation compliance for a selected group of inpatients tested for C. difficile was 92% in March (88% in February).

•

There were 8 inpatients confirmed with C. difficile infection (6 trust acquired and 2 community acquired cases) in March. 7 patients were
isolated within the CUH standard of 2 hours (88% compliance).

•

Compliance with the C. difficile care bundle was 97% in March (98% in February).

Other points to note
The numbers of patients with suspected flu continue to be high throughout March resulted in a number of bay closures. There have been
low seasonal Norovius activities in March and a small number of bays and 2 wards closed. Following increased incidents of patients
colonised with MRSA on 2 wards in February, further cases have occurred resulting in the closure of 1 ward to new admissions.
Transmission has now cessed and this ward has been cleaned and re-opened. Both areas continue to be monitored, enhanced cleaning and
frequent swabbing of inpatients are in place.
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National targets
100%

13500

95%

12500

90%

11500

April
89.9%

Emergency Department (ED) A&E 4hr wait

10500

85%
80%

9500

75%

8500

70%

7500

65%

Total Attendances (all types)

Patients who have waited less than 4 hours

Four Hour Performance

Emergency Department Four Hour Standard - Type 1 & Type 3 Total Performance
14500

% in 4 hours (all types)

Emergency Department (ED) performance March
Overall for 2017/18 the Trust treated 13,952 (16%) more patients within four hours than in 2016/17.
Performance against the four hour standard deteriorated to 75.6% in March, from 81.4% in February. The type 1 performance for March
was 67.5%.
March continued to be very challenging for the Emergency Department, with overcrowding and patients having to be bedded in the
assessment areas overnight due to lack of bed capacity in the Trust. High DTOC numbers exacerbated the difficult bed state, with numbers
exceeding 120 on some days.
Twenty 12hr breaches occurred during March, with 15 of these occurring on 27 th March. These were primarily due to extremely restricted
capacity in the Trust to move patients requiring admission from ED. On-going high levels of flu and norovirus, and the consequent high
demand for side rooms, contributed to this position. CUH was a national outlier for 12hr breaches; during March four out of five trusts did
not record a 12hr breach.

Type 1 attendances in March were 327 per day on average, 10 higher than February. This reflects year to date growth of 5.4%, but is a
growth of 5.8% compared to March 2017. Trends in the key cohorts in March compared to March 2017 were as follows:- Paediatric
attendances were 2,048, an increase of 0.8%; 17-84yrs old were 7,277 an increase of 6.0%; and over 85 attendances were 779 an
increase of 17.9%. Admissions from the Emergency Department remain considerably higher than 2016/17 at 8.4% to month 12.
On 6th April, reduced bed occupancy allowed us to restore containment on Level 8 and restart orthopaedic elective surgery. The following
week we focused on the re-launch of the emergency department internal professional standards, and re-established a short-stay acute
medical hub model in the EAU block. Performance in April has improved to 89.9% as at 26 th. On 6/26 days we have achieved the 95%
standard.
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National targets
ED Performance - March 18 Breach
Analyses
Delayed initial medical assessment
Ward bed not ready

Delayed senior review
Emergency D epartment full

Emergency Department (ED) Performance

Delayed referral to specialty

11

Emergency
Department full
11%

Delayed initial
medical
assessment
30%

Other
Psychiatry patient

Change in clinical state
Delayed blood results

Delayed imaging

Delayed senior
review
24%

Delayed transfer to ward

Infection control required

Ward bed not
ready
25%

Monitored bed required

Delayed initial nursing assessment
Complex patient
Delayed initial venesection

Change in admitting specialty

Internal Professional Standards - March '18
Measure
Emergency medicine
Ambulance handover will occur within 15 minutes of
ambulance arrival at the emergency department
All patients will have a nurse assessment within 15
minutes of arrival that will include a plan for the
appropriate placement of the patient within the
department.
Initial medical assessment by a decision making clinician
will occur within 60 minutes of arrival and will include the
initiation of appropriate investigations.
All emergency medicine referrals to another specialty to
be completed within 120 minutes of arrival.
Surgery (all specialties), medicine (all specialties),
paediatrics, obstetrics and gynaecology, neurology,
neurosurgery, oncology
Initial assessment of patients referred by their GP to be
undertaken within 60 minutes of arrival
Senior review for patients referred by their GP will be
undertaken within 120 minutes of arrival.
Mental Health
Review of referred patients will be undertaken within 60
minutes of referral
Bed Allocation
Patients to be transferred to the ward or unit within 15
minutes of the “ready” time

No. with
No.
%
data
achieved achieved

2903

1533

53%

10037

9642

96%

8395

2601

31%

615

195

32%

1212

322

27%

530

55

10%

14

4

29%

1998

383

19%

March commentary
The median time to treatment decreased further in March due to the hospital being in an internal major incident for much of the month.
The acute hub was launched in early April which has led to the Trust having capacity available on MDU and MSEU for the Emergency
Department to transfer patients early. Daily ED meetings have been re launched in order to monitor performance going forward.
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National targets
RTT Backlog and Still Waiting Volumes

Incomplete <18 weeks (still waiting)
7000
92% Threshold
94%
92%

90%
88%

86%
84%

18 week referral to treatment (RTT)

82%
80%

88.9%

Admitted / Non admitted Backlog

96%

RTT Waits over 40 Weeks
50000
45000

6000

160
140

40000
5000

32991

35000
30000

4000
3000
2317

80

20000

60

10000

1000

1357

0

Backlog NoDTA

40
20

5000
0

Backlog withDTA

100

25000

15000

2000

120

Total Still Waiting

0

52+ Still Waiting

40-52 weeks waits

Performance across 2017/18 was 90.1%, with 2 months when the 92% target was recovered in May and June.
The Trusts RTT performance deteriorated in March to 88.9% the number of patients over 18 weeks increased by 221, 88 of which were in Orthopaedics.
The overall waiting list size rose by 1065 with clock starts at the third highest this year. The total waiting list size of 32,991 becomes the baseline position that we are not to
exceed during 2018/19.
Over 52-week waiters
We reported 4 over 52 week breaches still waiting at the end of March. Safety learning reports have been completed on all.
• A paediatric surgical case referred late from the Lister Hospital (week 23). 2 delays to MRI were incurred due to the patient being unwell, and then a surgical date before
week 52 was cancelled for the same reason. The patient has been treated in April and no harm reported.
• A vascular patient who was referred from the Lister Hospital at week 26. Planned treatment at week 36 was unsuccessful. Surgery scheduled at week 49 was cancelled for
a higher priority case. The case can only be undertaken by one Consultant and requires interventional radiology to be present and is scheduled for the first week in May, no
harm envisaged.
• A Colorectal surgery case that had been cancelled 4 times due to higher clinical priority cases. The option of reallocating to another surgeon had been explored, however
this was a procedure that currently only one Consultant would undertake. The team has had reduced capacity due to shortfall in surgeons as a result of retirement and
sickness, and a high number of cancer cases has contributed to routine cases being displaced. A locum will be in place from May and a case for replacement Consultant is
being presented to the April MDWC. This patient has now been treated and no harm reported.
• An Orthopaedic patient originally listed for surgery in June 2017. Delays to surgery were compounded by the reductions in theatre activity last summer and then the
suspension of inpatient orthopaedic surgery between 2/1/18 and 6/4/18. Additionally the patient had a cancelled operation in November 2017 as they had not ceased a
drug prior to surgery as advised. Surgery now complete. Outcome not deemed to be compromised.
The number of patients waiting over 40 weeks increased from 128 in February to 130 in March. With 39 patients the highest volume (30%) is now in Orthopaedics. This is due
to the suspension of routine inpatient operating as a result of the loss of bed containment due to winter pressures. Bed containment re-established on 6th April and the longest
waiting patients are being scheduled in turn.
RTT Forecast and Recovery
The Cambridge and Peterborough System are following the NHSE planning guidance issued for 2018/19 which states “the RTT waiting list, measured as the number of patients
on an incomplete pathway, will be no higher in March 2019 than in March 2018”. NHS England, our specialist commissioners who remain on Payment by Results, currently want
to see the specialties that they directly commission recover to 92%. This would apply to Neurosurgery and Oral surgery. We have therefore based our Trust trajectory for
2018/19 on sustaining the current waiting list size whilst achieving a reduction in backlog to recover these 2 specialties.
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National targets
February 18 Final
DOH Group

To tal
Inco mplete % Inco mplete <=
To tal
Inco mplete % Inco mplete <=
Inco mplete > 18 Weeks
18 Weeks
Inco mplete > 18 Weeks
18 Weeks

31926

3453

89.2%

32991

3674

88.9%

895

117

86.9%

926

109

88.2%

101 - Urology

1444

241

83.3%

1533

220

85.6%

110 - T&O inc Spinal

2265

548

75.8%

2381

636

73.3%

120 - ENT

1782

297

83.3%

1912

323

83.1%

130 - Ophthalmology

2705

154

94.3%

2773

155

94.4%

140 - Oral Surgery

793

151

81.0%

869

154

82.3%

150 - Neurosurgery

1001

147

85.3%

1003

169

83.2%

160 - Plastic Surgery

992

225

77.3%

943

228

75.8%

300 - General Medicine

150

1

99.3%

153

1

99.3%

301 - Gastroenterology

1628

88

94.6%

1643

80

95.1%

955

47

95.1%

1023

58

94.3%

1877

92

95.1%

1919

111

94.2%

415

7

98.3%

464

16

96.6%

1078

29

97.3%

1112

40

96.4%

782

38

95.1%

853

40

95.3%

81

1

98.8%

88

0

100.0%

1406

133

90.5%

1413

149

89.5%

11677

1137

90.3%

11983

1185

90.1%

Trust Total

18 week referral to treatment (RTT)

100 - General Surgery

320 - C ardiology
330 - Dermatology
340 - Thoracic Medicine
400 - Neurology
410 - Rheumatology
430 - Geriatric Medicine
502 - Gynaecology
X01 - Other

B acklo g variance
fro m February

↓
↑
↑
↓
↓
↑
↑
↓
↓
↔
↑
↓
↓
↓
↓
↑
↑
↓
↓

221

↓
↓
↑
↑
↓
↑
↓
↓
↓
↑
↑

17

-8
-21
88
26
1
3
22
3
0
-8
11
19
9
11
2
-1
16
48

Top "Other " Specialties
Pain Management

1035

240

76.8%

917

257

72.0%

C olorectal Surgery

693

151

78.2%

667

153

77.1%

Paediatric ENT

680

126

81.5%

735

121

83.5%

Allergy Service

1019

80

92.1%

1078

84

92.2%

Maxillo-Facial Surgery

689

81

88.2%

666

83

87.5%

Paediatric Surgery

379

80

78.9%

347

66

81.0%

Vascular Surgery

495

48

90.3%

485

52

89.3%

HPB Surgery

134

18

86.6%

132

30

77.3%

Upper GI Surgery

70

27

61.4%

61

29

52.5%

Paed Plastic Surgery

82

19

76.8%

64

14

78.1%

184

19

89.7%

177

12

93.2%

Paed Orthopaedics
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Specialty Level Performance
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2
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4
2
-14
4
12
2
-5
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9 of the 18 nationally reportable specialties sustained the 92% standard
in March. Paediatric Orthopaedics recovered to 92% in the month.
Orthopaedics – Having had elective inpatient activity suspended since
2nd January, we have now seen an increase in backlog up to 636
patients waiting over 18 weeks, all bar 100 awaiting surgery. The Trust
recommenced Orthopaedic containment from 6th April following a drop
in occupancy pre-Easter that allowed the ward to be moved and
cleaned.
Pain Management has seen increases in admitted backlog this month
and second to Orthopaedics are the furthest adrift from their original
trajectory. Activity levels did increase in the month following a period of
reduced consultant capacity. This service saw a peak in treatment
demand listed in November 2017 that has started to impact in March.
The service is awaiting the planning assumptions for 2018/19 to be
clarified before considering any premium pay actions to address this.
Neurosurgery – backlog increase of 22 in the month which was
predominantly admitted patients due to elective capacity restrictions
and also a flow through from a peak of demand in November 2017 that
will have reached 18 weeks this month.
ENT remains ahead of their original trajectory for March but has seen
backlog increase in the month. We are continuing to work with the CCG
on the plan to introduce a GPSI led community service to support
demand reduction.
Gynaecology has slowed the rate of deterioration they started to see
from November 2017 due to consultant vacancies. They remain one
Consultant short but continue to review suitable locum applications.
Dermatology continues to achieve 92% but did see a backlog increase
this month and is 46 off their original trajectory in support of the Trusts
overall performance. 19% of their current backlog is for complex MOHs
procedures for which we are offer a regional service, and 33% is for
outpatient procedures. Additional surgical lists are organised monthly to
meet the procedure demand and the service is endeavouring to get on
top of this ahead of the seasonal demand increases usually seen in
Dermatology.
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National targets
In February all Cancer standards were achieved with reallocations for late
referrals except the 62 day screening standard and the 31 day subsequent
surgery standard. 3 breaches were incurred above tolerance for the subsequent
surgery standard; and 1 above for the screening standard.

Cancer Standard waits

Analysis of 2-week wait (2ww) performance
We sustained good performance against the 2ww standards in February. 87% of
breaches were due to patient choice. Capacity breaches in Lower GI and Upper
GI started to feature in February and these have escalated in March and April
resulting in the target not being achieved. We have seen an 86% increase in
2ww Lower GI referrals in Quarter 4 compared to Quarter 3, coupled with a
shortage of endoscopists. The Trust is currently out to procurement for
insourcing endoscopy services for Sunday working to support the demand. We
have also seen a 74% growth in Prostate 2ww referrals in Quarter4, thought to
be driven by the increased publicity due to celebrities diagnosed.
Analysis of 62-day performance (see detail on next page )
34 patients breached the 62 day urgent standard of which 8 were CUH only
pathways and 26 were shared pathways referred from other Trusts. NWAFT
referred 16 of the shared breaches. 10 of the 26 shared breaches were referred
after day 62, and a further 10 post day 38. W were able to agree 16
reallocations with referring Trusts due to late referral enabling performance to
achieve the standard at 87.5%.
Analysis of 62-day screening performance
There were 2 62 day screening patients where provider initiated delays were
evident due to colonoscopy capacity . One was treated at West Suffolk.
Analysis of 31-day performance
Elective cancellations and capacity featured for both the 31 day FDT and 31 day
subs surgery standards this month. 2 cancellations were due to surgeon
sickness on the day, 1 was cancelled for a more urgent case and one due to the
previous case overrunning in theatre. 2 of the capacity breaches were due to
them being complex cases involving 2 surgical teams.
We did not achieve the required 94% for the subsequent surgery standard, and
in addition to the delays described above, the feature of these were
administrative delays. 2 were a result of inaccurate recording of the decision to
treat date; 1 due to a scheduling error, and 1 due to incorrect listing as wrong
clinical priority. The learning is captured through the Root Cause Analyses and
shared with the cancer teams.

Cancer Standards 17/18

Target

16-17 Q3

16-17 Q4

17-18 Q1

17-18 Q2

17-18 Q3

Jan-18

Feb-18

2Wk Wait (93%)

93%

94.9%

90.6%

95.9%

94.6%

94.5%

95.5%

95.1%

2wk Wait SBR (93%)

93%

98.3%

95.0%

97.3%

96.7%

98.0%

94.6%

95.9%

31 Day FDT (96%)

96%

97.1%

97.3%

96.9%

98.1%

98.0%

96.6%

97.5%

31 Day Subs (Anti Canc er) (98%)

98%

100.0%

99.6%

99.1%

99.5%

99.2%

98.2%

100.0%

31 Day Subs (Other) (93%)

93%

77.8%

77.8%

100.0%

100.0%

100.0%

100.0%

100.0%

31 Day Subs (Radiotherapy) (94%)

94%

95.6%

96.2%

97.0%

96.9%

98.0%

97.9%

97.0%

31 Day Subs (Surgery) (94%)

94%

99.6%

95.1%

96.0%

92.1%

96.8%

90.7%

91.6%

62 Day from Sc reening Referral
(90%)

90%

87.3%

93.1%

92.7%

93.3%

77.2%

83.3%

78.6%

62 Day from Urgent Referral (85%)

85%

81.0%

81.5%

79.1%

84.7%

81.4%

80.6%

81.7%

85%

87.0%

87.0%

84.7%

89.8%

86.0%

86.5%

87.5%

90%

90.8%

93.1%

92.7%

94.3%

78.9%

83.3%

78.6%

50%

90.9%

92.3%

81.8%

92.9%

76.5%

33.3%

100.0%

62 Day from Urgent Referral with
realloc ations (85%)
62 Day from Sc reening Referral
with realloc ations (90%)
62 Day from Consultant Upgrade
with realloc ations (50% - CCG)

February 2017 performance by site

To February 2018
Breast
Leukaemia
Upper GI
Lower GI
Skin
Gynaecological
Urological
Head & Neck
Other Haem
Malignancies
Other suspected
cancers

62 Day from Urgent
Referral

62 Day from Screening
Referral
Breaches

31 Day FDT

Breaches

%

1
0.5
4.5
0.5
2.5
7
2

95%
0%
100%
40%
98%
72%
76%
43%

2

33%

100%

1

67%

100%

1.5

%

Breaches

%

100%

1

97%

1
1
1
2

94%
94%
97%
89%
100%
100%

0%
100%

31 Day Subs (Surgery)
Breaches

1
3
2

2

2Wk Wait

%

Breaches

%

100%

7

97%

90%
81%
92%
100%
100%
60%

8
30
7
16
1

92%
84%
98%
88%
99%
100%
100%

100%

Cancer performance trajectory
The Trust is now forecasting achievement of the 62 day urgent standard in March, after validation and confirmation of diagnoses. We are presently
anticipating being below standard in April 2018 with very high breaches in Urology. The RCAs will review whether the increased demand in prostate cancer
across all Trusts in Quarter 4 is impacting this month.
2ww performance for both March and April is going to be below standard due to Endoscopy capacity delays. The Insourcing of Endoscopy services for
Sunday working is anticipated to be in place at the end of May to support this. A full Endoscopy action plan is in place. The same pressures continue to
impact on the screening standard in March.
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Cancer 62-day and 104-day breach analysis

1.5
1.5
1

0.5
2

0.5

1.5
1

0.5
1
0.5
2.5 1.5
2.5
7 4.5

1
1
0.5
1.5
2.5

0.5
2

1
2

1

1

0.5

1
1
1
1
1
3
3

1
2

3
3

1

1

1
1

Grand Total

Skin
Haem
Malignancies

Lower GI

Urological

Delay Reason
31 Day Subs
(Surgery)
Delayed for medical reasons
31 Day Subs (Surgery) Total
Complex diagnostic pathway
62 Day from Urgent Health Care Provider initiated delay
Referral
PATIENT initiated delay
Delayed for medical reasons
62 Day from Urgent Referral Total
Grand Total

1
1
2
3
1
1
7
8

104-day RCAs and harm review

Breaches were incurred across 9 cancer sites in February.
The highest volume was in Urology with 33% of the accountable breaches,
followed by 24% in Lower GI.
Secondary to late referrals, complex pathways accounted for the next
highest breach reason with 19%. These cases needed the input of more
than one MDT.
Themes of the remaining avoidable breaches included 2 breaches with
administrative delays due to data recording resulting in the pathway not
being tracked correctly.

100
100

104 Day Breaches

1.5
1.5
0.5
2
4
1
2.5
1.5
5
5
0.5 21.0

62-day key themes and outcome

120
120

Grand Total

Skin

Leukaemia

Other

Breast

Head & Neck

Gynaecological
Haem
Malignancies

Lower GI

Target Type
Delay Reason
62 Day from
Screening Referral Health Care Provider delay
62 Day from Screening Referral Total
Administrative delay
Complex diagnostic pathway
Health Care Provider delay
62 Day from Urgent
PATIENT initiated delay
Referral
Delayed for medical reasons
Referral b'twn Trusts >62 days
Referral b'twn Trusts >38 days
62 Day from Urgent Referral Total

Urological

National targets

Weekly Trend - Patients over 62 days
Total > 62 no DTT
Total > 62 with DTT

The number of patients who waited over 104 days for treatment during February
decreased from January. In total there were 8 patients who waited in excess of
104 days for treatment. 5 of these were shared with their referring
organisation. Of the 5 patients referred from other organisations 3 were referred
post day 62. Of the 2 referred before day 62 one patient was delayed due to
medical reasons and the second required additional thinking time before agreeing
a treatment plan. 1 of the urology patients should have been managed at the
referring Trust and did not need referring to a tertiary centre for management.
Of the 2 pathways solely at CUH the delays were due to:
Treatment/diagnosis delayed due to medical reasons (1); complex pathways
(2). One of these pathways was a 31 day subsequent pathway, treatment
delayed due to medical reasons.
The RCAs and Harm reviews by the clinical teams have been considered by the
Cancer Board. Harm is unlikely for all patients.
25

20

Weekly Trend - Patients over 104 days
Total > 104 no DTT
Total > 104 with DTT

80
80
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60
60
10
40
40
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20
0
0
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Cancelled operations
Key performance issues

Cancelled Operations on or after day of admission
200

Cancelled operations on or after the day increased significantly in March to 2.57% of
all elective admissions, with 13 breaches of the 28 day rebook standard.

14

We did not achieve our aim to have no more than 1% of admissions cancelled on the
day in 2017/18. Our performance at 1.33% for the year. In 2016/17 performance
was 1.1%. With 1091 we have seen 154 more patients cancelled on the day when
compared to 2016/17.

180
12

10

Cancelled operations

140

120

8

100
6

80

60

4

40
2
20

0

Other

0

Medical Shortage (Staff/Equip)

Bed shortage

No Op Time

Breaches

Cancelled Operations on or after day of admission - %
3.0%

Across the year, lack of operating time was still the highest reason for cancellations
on the day, resulting in 47% of the cancellations. Orthopaedics, Neurosurgery and
Ophthalmology account for 45% of these which are services where higher priority
emergency cases commonly displace elective activity.
Cancellations due to equipment or staffing were 23% of the cancellations this
year, which is 86% higher than 2016/17. There were 2 months where unexpected
medical staff sickness resulted in high cancellations. A declared incident in July
impacted on our ability to run sterile services resulting in surgical cancellations. There
were also 3 declared incidents in November, and twice in March associated with IT
downtime that resulted in cancellations.
Improvement was seen in the Cancellations due to bed shortages which showed a
27% decrease in 2017/18, down to 22% from 36% of the on the day cancellations.
This had been tracking at 45% lower than the previous year until March when on one
date, 27th March, the Trust was declaring OPEL level 4 and had to cancel all elective
activity including day cases in order to redirect resources to emergency capacity.
The Trust recognises that many patients are cancelled in advance of the day of
admission, particularly due to bed capacity pressures. The Trust monitors all bed
related cancellations in addition to the cancelled operations standard. In 2017/18 we
have seen an overall decrease of 50% in bed related cancellations.

2.5%
2.0%
1.5%

1.0%
0.5%
0.0%

16

28 day breaches

Operations cancelled on or after the day of admission
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Diagnostic waits
Flexi sigmoidoscopy

Diagnostic 6ww Standard

450

9.00%

Barium Enema

400

8.00%

350

7.00%

300

6.00%

DEXA Scan

250

5.00%

Computed Tomography

200

4.00%

150

3.00%

100

2.00%

50

1.00%

Gastroscopy
Respiratory physiology - sleep studies

Urodynamics - pressures & flows
Cystoscopy

0

Diagnostic waits

Colonoscopy

0.00%
Mar 17

Apr 17

May 17

Jun 17

Jul 17

Aug 17

Sep 17

Oct 17

Nov 17

Dec 17

Jan 18

Feb 18

Audiology - Audiology Assessments
Neurophysiology - peripheral
neurophysiology
Cardiology - echocardiography

Non-obstetric ultrasound

Mar 18

The March Diagnostic 6ww performance was static at 2.5% with 208 patients waiting over 6 weeks.
Endoscopy
Endoscopy services (Gastroscopy and Colonoscopy) reduced their breaches by 53% in March to 61. An Insourcing proposal for full teams to
run the Endoscopy suites on Sundays will commence with a proof of concept pilot, aiming to start the last weekend of May. A full tender
process will run concurrently with a plan to have it awarded in August 2018. April forecast is ~70 breaches. The 2ww suspected cancer
referral demand for the Endoscopy services has increased by 86% in Quarter 4 compared to Quarter 3, and this trend is being voiced by
many Trusts nationally.
Ultrasound saw a deterioration in March with 85 over 6 weeks up from 29. The demand for the month was 200 higher than
February. Unfortunately we were only able to recruit 1 WTE MSK radiologist at the interviews in March and they are unable to commence
until 2019. The service is now exploring whether an AQP (Any Qualified Provider) would have capacity to support; and through the STP
diagnostic group the CCG plan to encourage GPs to use AQPs for direct access referrals. The forecast for April is higher again at ~150 and
this continues to comprise of MSK requests, but also Head and Neck due to the impact of leave on this more specialist work.
MRI had 57 breaches in March, a deterioration having achieved 1% in February. The volume waiting for March was also 200 higher for this
modality. There is continued use of the Independent sector van capacity to deliver the volumes required: 15 days used in March and 20
days planned for April. Weekend sessions on both Saturday and Sundays also continue. The April forecast is currently ~45.
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Outpatients
Overdue Follow Ups
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Key performance issues
Overdue follow-ups
Overdue follow-ups continue to increase. Ophthalmology, Rheumatology and Cardiology have the highest number. All services with over 500 have been written to by the Chief
Nurse and COO to ask them to refresh their action plans to reduce the backlog, ensure risk assessments are carried out and to provide trajectories for recovery by the end of
April. These will be monitored through the Divisional Executive meetings.
Did Not Attend (DNA) rates
DNA rates slightly in March but we continue to maintain a very low number. A recent survey of 68 Trusts showed average DNA rates of around 8.5% in 2016/17.
Appointment Slot issues (ASIs) received
Appointment slot issue (ASI) performance in March 2018 has increased from 3.6% to 6.8%. Based on March 2018 data, the Trust performance is 6.8% in comparison to the
national average which is AWAITED and the East of England average for that month which is AWAITED.
This month, we have received 11436 eReferral bookings; 779 of those were ASI’s. The highest ASI rates are for Neurology, Urology and Allergy.
Appointment cancellations
Highest cancellation rates were in Ophthalmology, Trauma and Orthopaedics and ENT at 8.6%, 4.7% and 4.7% respectively. Ophthalmology continues to struggle with the
implications of rota changes and supporting the Emergency Eye clinic. However, the cancellation rate dropped last month and new processes are being put in place to help with
covering of cancelled clinics. T&O have had a number of short and long-term sickness and short notice absences for unavoidable reasons while ENT have also suffered from
sickness however additional clinics have been run to see some patients who were cancelled.
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Delayed transfers of care
12%

2500

10%

2000

8%

1500

6%

1000

4%

500

2%

0

0%

Health Assessment Delays
Joint Health and Social Delays
Comparison to Previous Year

Health Delays (excluding assessment)
Rate of Delayed Discharges as % of occupied beds (grey marker is estimated)

Rate of delayed discharges as % occupied beds

Validated lost bed days per month

Delayed transfers of care (DTOC)

Validated Lost Bed Days to Delayed Transfers of Care (DTOC)
3000

Social Care Delays
Target 3.5% of Occupied Bed Days

March showed a deterioration in the progress made through February, with beddays lost increasing back to 2,019 for the month, 7.08% of
occupied beds. This represented a worse position than March 2017.
As a system, Chief Executives are now speaking regularly during the week to drive progress. Further work has been undertaken at the
beginning of April to bring system resources on site and focus DTOC efforts on the acute wards at the front of the hospital.
The Arthur Rank beds continue to be providing a very positive impact on both quality of care for our EoL patients as well as releasing
capacity for the trust. We have run with 6 beds all month with good occupancy rates. All nine beds opened in April.
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Bed Occupancy and Length of Stay
Non-Elective LOS
6.25

3.75

6.00

3.50

5.75

5.50

3.25

5.25

3.00

5.00

2.75

4.75

Bed Occupancy and Length of Stay

Elective LOS - Excluding Day Cases

4.00

6.50

4.50

2.50

4.25

2.25

4.00

2.00

Month - Excluding DTOC

Month

Rolling 12 months - excluding DTOC

Trust Midnight Occupancy Rate by Month

Month

Rolling 12 months

Paediatric Midnight Occupancy Rate by Month

Adult Midnight Occupancy Rate by Month

(1st @00:00) (includes Maternity)

1200

Rolling 12 months

(1st @00:00)

(1st @00:00)

110%

1000

100%

80

100%

95%

70
1000

100%

800

90%

90%
60

85%

800

90%
600

600

80%

400

70%

80%

50

80%

40

400

70%

75%

70%

30

65%
20

200
200

60%

60%

60%
10

0

50%

EL Occupied

20

Integrated Report

Non-EL Occupied

Occupancy Rate

0

50%

EL Occupied

Non-EL Occupied

Occupancy Rate

55%

0

50%

EL Occupied

Non-EL Occupied

Occupancy Rate

Page author: Linda Clarke

02/05/2016
09/05/2016
16/05/2016
23/05/2016
30/05/2016
06/06/2016
13/06/2016
20/06/2016
27/06/2016
04/07/2016
11/07/2016
18/07/2016
25/07/2016
01/08/2016
08/08/2016
15/08/2016
22/08/2016
29/08/2016
05/09/2016
12/09/2016
19/09/2016
26/09/2016
03/10/2016
10/10/2016
17/10/2016
24/10/2016
31/10/2016
07/11/2016
14/11/2016
21/11/2016
28/11/2016
05/12/2016
12/12/2016
19/12/2016
26/12/2016
02/01/2017
09/01/2017
16/01/2017
23/01/2017
30/01/2017
06/02/2017
13/02/2017
20/02/2017
27/02/2017
06/03/2017
13/03/2017
20/03/2017
27/03/2017
03/04/2017
10/04/2017
17/04/2017
24/04/2017
01/05/2017
08/05/2017
15/05/2017
22/05/2017
29/05/2017
05/06/2017
12/06/2017
19/06/2017
26/06/2017
03/07/2017
10/07/2017
17/07/2017
24/07/2017
31/07/2017
07/08/2017
14/08/2017
21/08/2017
28/08/2017
04/09/2017
11/09/2017
18/09/2017
25/09/2017
02/10/2017
09/10/2017
16/10/2017
23/10/2017
30/10/2017
06/11/2017
13/11/2017
20/11/2017
27/11/2017
04/12/2017
11/12/2017
18/12/2017
25/12/2017
01/01/2018
08/01/2018
15/01/2018
22/01/2018
29/01/2018
05/02/2018
12/02/2018
19/02/2018
26/02/2018
05/03/2018
12/03/2018
19/03/2018
26/03/2018
02/04/2018
09/04/2018

Discharge summaries

No. of discharges in 7 day rolling period

21
2500

•
•
•
•
•
02/05/2016
09/05/2016
16/05/2016
23/05/2016
30/05/2016
06/06/2016
13/06/2016
20/06/2016
27/06/2016
04/07/2016
11/07/2016
18/07/2016
25/07/2016
01/08/2016
08/08/2016
15/08/2016
22/08/2016
29/08/2016
05/09/2016
12/09/2016
19/09/2016
26/09/2016
03/10/2016
10/10/2016
17/10/2016
24/10/2016
31/10/2016
07/11/2016
14/11/2016
21/11/2016
28/11/2016
05/12/2016
12/12/2016
19/12/2016
26/12/2016
02/01/2017
09/01/2017
16/01/2017
23/01/2017
30/01/2017
06/02/2017
13/02/2017
20/02/2017
27/02/2017
06/03/2017
13/03/2017
20/03/2017
27/03/2017
03/04/2017
10/04/2017
17/04/2017
24/04/2017
01/05/2017
08/05/2017
15/05/2017
22/05/2017
29/05/2017
05/06/2017
12/06/2017
19/06/2017
26/06/2017
03/07/2017
10/07/2017
17/07/2017
24/07/2017
31/07/2017
07/08/2017
14/08/2017
21/08/2017
28/08/2017
04/09/2017
11/09/2017
18/09/2017
25/09/2017
02/10/2017
09/10/2017
16/10/2017
23/10/2017
30/10/2017
06/11/2017
13/11/2017
20/11/2017
27/11/2017
04/12/2017
11/12/2017
18/12/2017
25/12/2017
01/01/2018
08/01/2018
15/01/2018
22/01/2018
29/01/2018
05/02/2018
12/02/2018
19/02/2018
26/02/2018
05/03/2018
12/03/2018
19/03/2018
26/03/2018
02/04/2018
09/04/2018

Discharge summaries
% summaries sent in 7 day rolling period

95

90

85

80

2000

1500

1000

Discharge Summaries

Weekly feedback to all Clinical Directors with charts highlighting areas of poor performance.
The software was updated in February 2017 making it now not possible to send a summary incomplete.
Additional indicators to highlight if a summary has been sent were developed in April 2017.
Epic has been optimised in collaboration with clinical teams. There is work on-going to improve patient attribution in Epic.
Poor performance is being addressed on an individual basis since January 2018.

Integrated Report
Page author: Afzal Chaudhry

Patient experience
•

Friends & Family Test Recommend scores

•

•

The Inpatient (adult & paediatrics) rolling year response rate is 23.2%, recommend score is 95% & not recommend score is 1.9%. Monthly breakdown is given below:
Recommend

Not Recommend

Response Rate

Jan
Feb

92.8%
94.6%

1.8%
2.8%

19.5%
21.3%

Mar

95.7%

0.8%

18.2%

The Day Case (adult and paediatrics) rolling year response rate is 3.6%, recommend score is 97.3% and not recommend score is 1.2%. Monthly breakdown is given
below:
Recommend

Not Recommend

Response Rate

Jan
Feb

95.6%
98.1%

1.9%
1.1%

4.2%
4.6%

Mar

98%

0.6%

3.4%

The Emergency Department (adult & paediatrics) rolling year response rate is 21.1%, recommend score is 93.5% and not recommend score is 2.8%. Monthly breakdown
is given below:

Jan
Feb
Mar
•

Not Recommend

Response Rate

93.9%
91%
90.2%

2.1%
4.8%
4.4%

20.7%
18.8%
20.8%

The Maternity rolling year recommend score is 94.2% and not recommend score is 1.7%. Monthly breakdown of the combined 4 touch points is given below:

Jan
Feb
Mar
•

Recommend

Recommend

Not Recommend

95.5%
92.2%
91.1%

0.8%
1.7%
2.7%

The Outpatient rolling year response rate is 3.0%, recommend score is 93% and not recommend score is 2.4%. Monthly breakdown is given below:

Jan
Feb
Mar

Recommend

Not Recommend

Response Rate

94.1%
94.6%
94.1%

1.6%
1.7%
2.0%

3.2%
3.3%
3.1%

Quarterly Patient Experience report
• Q4 of the patient experience report detailing all patient experience activity including local surveys, national surveys and focus group activity was reported on
14/02/18. The first bi-monthly meeting of the Patient Experience Group will take place on 18 April 2018 with a new Terms of Reference.
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PALS & Complaints

PALS

Complaints [source – QSiS]

Upheld complaints graded medium or above in February 2018: summary and actions taken:
There are no complaints to report graded medium or above.
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PALS & Complaints

PALS

PHSO Activity

PALS Cases

Total number of PHSO cases accepted for investigation in 2017/18 to date = 16
Total number of PHSO cases accepted for investigation in 2016/17 to date = 6
Cases investigated by PHSO and upheld/partially upheld in 2017/18 to date = 5
Cases investigated by PHSO and upheld/partially upheld in 2016/17= 2

Top 5 Patient Experience Categories (PALS Concerns)
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Mortality - learning from deaths
HSMR by Financial Y ear
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•

In the 12 months to January 2018 the HSMR has stabilised; the SMR
mirrors this trend with the point value stabilising. Crude mortality has
increased slightly over December and January but so has the expected
rate suggesting a more complex case mix.

•

CUH is the 2nd best performing Trust in our Outside London Teaching
peer group, ATHOL (8th best performing inclusive of London Teaching
hospitals).

•

Within our regional peer group we have the 2rd best HSMR.
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HSMR, SHMI and crude mortality

The reported Hospital Standardised Mortality Ratio (HSMR) for the latest
available data, January 2018 is 80.5 (December was 78.5) and is
82.8 for the rolling 12 month period ending January 2018.
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•
120

National Benchm ark

Crude Mortality Rate

•

The Summary Hospital-level Mortality Indicator (SHMI) for the latest
period available October 2016 to September 2017 is 85.4.

•

The alerts are Acute Cerebrovascular disease, Intracranial injury and
Short gestation, low birth weight, and fetal growth retardation the
same as HSMR and have been fully reviewed previously.

•

CUH is one of 17 trusts with lower than expected number of deaths
and is the lowest in the Eastern Region.
Integrated Report

Relative Risk

National Benchm ark

Key differences between HSMR & SHMI:
▪ HSMR is in-hospital deaths only; SHMI also includes those up to 30 days
post discharge
▪ HSMR adjusts for palliative care; SHMI does not
▪ HSMR based on 56 diagnosis groups (accounts for approx 80% of inhospital deaths); SHMI group is wider (unspecified)
▪ Charlson Comorbidity Index is weighted differently for each
▪ HSMR includes specialist, mental health and community trusts; SHMI is
non-specialist acute trusts only
Page author: Sue Broster

HSMR alerts

Mortality - learning from deaths
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•

The Dr Foster data demonstrates that the HSMR remains statistically significantly low with a stabilised rolling 12 month point value of 87.7 (this differs from
the internal figure reported on page 25 which uses the annual benchmark; Dr Foster uses the monthly benchmark in the dashboard above. From next month
the latter will also be used internally)

•

There have been two new CUSUM alerts in month: Other CNS infection and poliomyelitis (1 death, patient level data requested) and Fractured Neck of Femur
(7 Deaths). In view of the Fractured Neck of Femur raised SMR, new CUSUM alert, Fracture Lower Limb significant SMR and reduction of bone procedure alert
further analysis of the patient level data will be completed with the clinical teams involved and the findings shared through the Mortality Surveillance
Committee.

•

Detailed analysis has been completed by the neurosurgical team in respect of the intracranial injury alert. This has involved a review of patient level data and
TARN data and no concerns identified. Detailed analysis presented to the Mortality Surveillance Meeting in April 2018.
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Mortality - learning from deaths
Subjective Judgement Review (SJR) of Deaths

Subjective Judgement Review (SJR)

KPI

No. of
No. of
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deaths inin month
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2
2
1

4
1

SJRs triggered
by family /
carers

% avoidability of
deaths reviewed

% avoidability of
deaths reviewed

( by de a t hs ‘ in s c o pe ’ )

( by t o t a l de a t hs in m o nt h)

0%
(0/8)
11%
(2/18)
14%
(4/28)
0%
(0/21)
0%
(0/15)
0%
(0/6)

0%
(0/132)
11.1% 1.4%
1.3%
(6/54) (2/146) (6/450)
2.3%
(4/172)
0.0%
0%
(0/180)
0%
(0/42) 0.0%
(0/147) (0/468)
0.0%
(0/141)

0
0
0
1
0
0

What have we learnt so far?
• Six potentially avoidable deaths – being investigated through SI
process
• Three – possible sub-optimal care of the deteriorating patient
• Two – Stillbirth
• One – Treatment delay
• There have been no potentially avoidable deaths identified in the
last quarter (Jan – March 2018).
Judgement Score for Avoidability of Death

14

Score 1

Definitely avoidable

Score 2

Strong evidence of avoidability

12

Score 3

Probably avoidable (more than 50:50 chance)

Score 4

Possibly avoidable but not very likely (less than 50:50

5

Score 5

Slight evidence of avoidability

Score 6

Definitely not avoidable
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Mortality - learning from learning disability deaths
Subjective Judgement Review (SJR) of learning disability deaths

KPI

No. of deaths in
month

No. of learning
disibility deaths
in-scope

Compliance with
in-scope SJRs
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identified from
SJR
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N/A

1

2
3

0
0
0
0
0

N/A
0%
(0/1)
0%
(0/3)
0%
(0/3)
0%
(0/3)
0%
(0/2)

0.0%
(0/4)

0%
(0/8)

What have we learnt so far?
• There have been 12 learning Disability Deaths between 1st
October 2017 and 31st March 2018
• There have been no potentially avoidable deaths identified
through the SJR process
• There is an additional external Learning Disability Mortality
Review Programme (LeDeR) this is separate to the SJR process.
13 deaths have been identified and 1 review completed in the last
11 months. There is a significant capacity issue in undertaking
these external reviews which has been identified and highlighted
through the LeDeR structures.
Judgement Score for Avoidability of Death
Score 1

Definitely avoidable

Score 2

Strong evidence of avoidability

Score 3

Probably avoidable (more than 50:50 chance)

Score 4

Possibly avoidable but not very likely (less than 50:50

Score 5

Slight evidence of avoidability

Score 6

Definitely not avoidable
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Stroke care
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20
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27
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Stroke care

Number of breaches

3
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11

1

1
1

Failure to request stroke bed

May-16

1
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1
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1
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9

80.0%

1

7

84.1%

1

20

59.2%

27

46.0%

24

56.4%

34

52.1%

1

2
1

73.3% of stroke patients spent at least 90% of their stay on
Stroke Unit (SU) in March.

Unclear presentation

6

Clinican's decision to place patient
on different ward

Apr-16

Delayed diagnosis

1

1

Medical SpR did not request stroke
bed/referred to stroke team

Mar-16

Difficult presentation

1

Clinical - Appropriate pathway for
patient

1

4

Delay in medical review in ED

1

Delay presentation

Trust Bed Capacity
* Outliers *

Jan-16
Feb-16

Month

DTOC

Stroke Bed Capacity
* No outliers *

Operational decision - patient
moved off the unit to
accommodate an acute stroke

Breach reasons 2016/2017/2018 and Monthly Stroke position
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2
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1

4

17
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1
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4

7
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1

3

Apr-17

8

3
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May-17

5

5

1

2

2

2

1
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Jun-17

1
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1

1

6
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12

81.0%

Jul-17
Aug-17

2

6

Sep-17

1

3

1

3

8

84.3%

Oct-17

3

2

1

2

6

14

77.0%

Nov-17

9

5

2

2

3

1

1

24

64.2%

1

1

13

67.5%

Dec-17

1

2

1

1

1

2

4

2

1

1

Jan-18

1

14

0

1

0

0

1

0

0

0

0

0

1

1

19

72.4%

Feb-18

1

7

0

0

0

1

0

0

2

0

0

1

0

0

12

78.2%

Mar-18

0

9

0

0

0

0

1

0

0

0

0

1

1

0

12

73.3%

Summary

169

76

1

14

1

2

22

1

27

68

3

29

14

11

438

Target compliance was not achieved for March.
Trust Bed Capacity (9) was the main contributory factor to the
breach position of 12 patients.
Out of 45 stroke patients discharged in March, only 24 were
admitted to the Stroke Unit within 4 hours = 52% (43% in
February and 46% in January).
This is mainly due to the Trust bed capacity and a large number of
non stroke outliers placed on Stroke Unit.
Key Actions
•

The extreme pressures experienced throughout the Trust in the
last quarter resulting in lack of bed capacity, was a significant
contributory factor to the deterioration in the breach position for
Stroke patients.

•

With Early Support Discharge fully operational the 5 beds at
Brookfields have been opened and have been utilised when
appropriate patients are identified.

•

Repatriation of patients to neighbouring hospitals has been very
difficult with the ‘just send’ approach proving impossible to
action as all hospitals in the region have had high acuity and the
impact is evident in the March performance.

•

The recent SNNAP report on Stroke performance remains B for a
second consecutive period. We are continuing to provide
excellent care for our patients at especially challenging times.
The 24 hours Stroke Bleep Service has also proved and
evidenced the impact on service improvement in Stroke. The
outcome of the audit report was shared at SPRG.

•

NHS England requires assurance of CUH’s compliance for the 7
day Service standards for Stroke. The four standards are (1)
Time to first consultation within 14 hours (2) Diagnostics (3) 24
hours access to Intervention (4) At least daily on-going reviews.
The 7 day Service standards for Stroke have contingencies for
ensuring compliance.

•

Stroke Taskforce meetings remain in place, plus weekly review
and root cause analysis undertaken for all breaches continues
and actions are taken forward appropriately.

Stroke Patients Spending >90% of Time on Stroke Unit
100%

90%
80%
70%
60%

50%
40%

% Within Standard
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Target 80%

70-79%
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Clinical studies
NIHR Performance in Initiating Research Q3 2017-2018

Situation as at 31/12/2017 reported to the NIHR
[quarterly update only]
The National Institute for Health Research (NIHR) time and target
initiative aims for clinical trials to recruit their 1st patient within 70
days; this target is calculated from the date we receive the document
pack from Sponsor (date site selected). The performance in delivery
target for commercial studies is for trials closed to recruitment in the
preceding 12 months and is based on whether they met their target
recruitment in the agreed timeframe. Only studies which are
approved by HRA are included in the report, but it will include studies
which are CUH site selected but not yet open.

Clinical studies

70 days (Initiating):
• Data on 88 non-commercial and commercial clinical trials were
submitted this quarter.
• Of all analysed trials, 76% (19/25) of these met the target.
• 64 studies did not meet the target, but appropriate reasons have
been given which will exclude 58 from the analysis.
• 5 studies are still able to meet the target and are excluded from
the analysis.
• Nationally, 55.6% of trials met this target as at Q2 2017-18.
Delivering to target:
• Data was submitted on 26 commercial trials in Q3.
• Performance is slightly improved since the last quarter and with 3
studies not having a target, only 23 trials have been analysed,
giving a performance of 34.8% (8/23).
• Of the trials not meeting the recruitment target, 53% were
withdrawn by the Sponsor before having the opportunity to meet
the recruitment number/range agreed.
Actions in progress
• Further detailed review of the guidance for reporting has led to an
increased number of studies meeting the 70-day target.
• The NIHR is particularly focusing on reasons why trials have taken
over 40 days between the site being selected and confirmed or
where site confirmed to first patient is over 30 days. This quarter
there has again been an increase in the number of studies
excluded due to delays caused by the Sponsor, or which are
attributed to issues outside of the control of CUH, for example
rare diseases.
• There is still inherent tension in the system whereby funders set
arbitrary start dates without proper appreciation of Trust’s
processes of due diligence. This is causing problems where studies
are being submitted to HRA for review when there are still
fundamental issues which need to be resolved prior to the study
commencing recruitment.
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I&E overview
March Commentary:

Financial Performance

Dashboard YTD at Month 12 (March 2018) £m
Actual YTD Variance YTD

Performance
vs Budget

Income and Expenditure

Budget YTD

Total Income

829.7

851.0

21.3



Pay

453.5

458.3

4.8

X

Drugs expenditure

123.8

117.5

(6.3)



Other Non Pay expenditure

261.3

278.5

17.2

X

EBITDA

(8.9)

(3.3)

5.6



EBITDA %

(1.1%)

(0.4%)

1%

X

Net (Deficit)

(42.1)

(32.4)

9.7


Performance
vs target








Balance Sheet

Budget

Actual

Variance to
Budget

Cash at bank

3.0

18.4

15.4

Capital expenditure

29.8

24.8

(4.9)

Debtor days

24.3

22.8

(1.5)

Creditor days

92.5

70.3

(22.2)

Liquidity metric

(48.5)

(26.7)

21.9

Use of Resources Rating

3

3

0.0

Direction of
travel since
last month

Direction of
travel since
last month

•

At the end of March (month 12) the Trust had a
deficit of £32.4m, which is £9.7m ahead of plan.

•

Clinical Income was £8.0m behind plan.

•

Total expenditure was adverse by £11.6m.
Timing of capital spend against plan also
resulted in an favourable variance of £4.9m.

•

The Trust’s cash position stands at £18.4m,
£15.4m ahead of budget.

•

The Trust’s Use of Resources Rating remains at
3.

Performance improved
Performance declined
Performance maintained
Performance not meeting budget
Performance meeting budget
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I&E overview by Division

Financial Performance

£millions

32

Division A
Division B
Division C
Division D
Division E
Corporate Areas
Net variance

Integrated Report

In month
Variance

Year to Date
Variance

(1.6)
(2.1)
1.3
0.8
1.2
12.6
12.2

(6.6)
(8.2)
0.2
(1.3)
(3.2)
28.8
9.8

Month 12 Commentary:
•

At the end of March, the Trust’s clinical divisions had a total
year to date adverse variance of £19.0m and an in month
adverse variance of £0.4m.

•

Division A’s in month position is driven by an adverse
variance on Pay (£0.8m), Non-pay (£1.6m) and Drugs
(£0.2m) and Drugs (£0.2m), which is partially offset by
favourable variances on Clinical Income (£0.9m).

•

Division B’s in month position is driven by a adverse
variance on Non-pay (£2.4m), Pay (£0.8m), Drugs (£0.2m)
and Clinical Income (£0.3m), which is offset by a favourable
variance on Devolved Income (£1.6m).

•

Division C’s in month position is driven by a favourable
variance on Clinical Income (£1.2m), Devolved Income
(£0.3m) and Drugs (£0.3m), which is offset by adverse
variances on Pay (£0.3m) and Non-pay (£0.2m).

•

Division D’s in month position is driven by a favourable
variance on Clinical Income (£1.2m) and Devolved Income
(£0.2m), which is partially offset by an adverse variance on
(£0.4m).

•

Division E’s in month position is driven by favourable
variances on Clinical Income (£0.5m), Devolved Income
(£0.1m) and Non-pay (£0.5m).

•

In month, Corporate Areas are showing a favourable
variance on Devolved Income (£19.9m), Financing charges
(£1.8m) and Drugs (£0.7m), which are offset by adverse
variances on Clinical Income (£5.7m) Non-pay (£2.7m) and
Pay (£1.8m).

Page author: Paul Scott

Financial Performance

Turnaround programme

Year to date March 2018

Month 12 Commentary:
•

•
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The table shows the net benefits excluding project
management support costs.
At the month end Cost Improvement Programme (CIP)
performance is £0.1m ahead of plan as such we have
achieved our CIP target for 2017/18.

Integrated Report

Budget

Actual

Workstream

£m

£m

Variance
£m

Capacity & Demand

21.9

9.1

(12.8)

eHospital

0.0

0.0

0.0

Estates & Facilities

2.0

1.4

(0.6)

Income Generation

4.3

22.3

18.0

Outpatients

1.6

(0.5)

(2.1)

Pathology

0.0

0.3

0.3

Pharmacy

2.0

3.8

1.8

Procurement

4.5

2.4

(2.1)

Radiology

1.0

0.0

(1.0)

Surgery

4.7

2.4

(2.2)

Workforce

7.0

2.9

(4.1)

Divisional

0.0

4.9

4.9

Net Total

49.0

49.1

0.1

Page author: Paul Scott

Balance sheet and cash flow
£millions
Budget

Year to date
Actual

Variance

End March Commentary

Non-current assets
Intangible assets

33.3

30.4

(2.9)

359.6

325.4

(34.2)

392.9

355.9

(37.0)

Inventories

13.1

11.8

(1.2)

Trade Debtors

56.1

39.9

(16.2)

Other Debtors

38.8

52.6

13.9

3.0

18.4

15.4

111.0

122.8

11.8

Trade Creditors

(24.2)

(19.3)

4.9

Borrowings

(62.2)

(11.5)

50.7

Other financial liabilities

(93.4)

(92.9)

0.6

0.0

(0.8)

(0.8)

Property, plant and equipment
Total non-current assets
Current assets

Cash and cash equivalents
Total current assets

Financial Performance

Current liabilities

Provisions
Other liabilities: deferred income
Total current liabilities
Net current assets / (liabilities)

(22.4)

(28.1)

(5.7)

(202.2)

(152.5)

49.7

(91.2)

(29.7)

61.6

0.0
(301.6)

0.0
(300.9)

0.0
0.7

Non-current liabilities
Trade Creditors
Borrowings
Other financial liabilities

0.0

0.0

0.0

(6.7)

(4.1)

2.6

Other liabilities: deferred income

0.0

0.0

0.0

Other liabilities: other

0.0

0.0

0.0

Total non-current liabilities

(308.3)

(305.0)

3.3

Total net assets employed

(6.6)

21.2

27.8

125.1

132.9

7.8

29.5

37.7

8.2

(161.2)

(149.4)

11.8

(6.6)

21.2

27.8

Provisions

The balance sheet shows the following key movements:
Non-current assets and revaluation reserve
The plan was submitted prior to the Trust receiving
confirmation of the results of its revaluation of the Trust
estate in 2016-17. This subsequently resulted in an
increase in value of £6.6m and is the main cause of the
variance.
Trade Debtors
Trade debtors are lower than plan and this is reflected in
the improved cash position. This is due to
commissioners settling prior year balances earlier than
expected.
Loans
The positive working capital position and the slow capital
spend, due to uncertainty around future funding, has
made it possible to reduce net borrowing compared to
plan.

Financed by
Public dividend capital
Revaluation reserve
Income and expenditure reserve
Total taxpayers' and others' equity
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Staff as Partners

FTE by staff group

* Please note that the high increase in growth over the last 12 months for Healthcare Scientists staff group was due to the impact of staff transferring back to CUH from tPP between June and July 2017
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Staff as Partners

Turnover by staff group and starters / leavers breakdown
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Staff as Partners

Sickness absence breakdown
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Staff as Partners

Trust wide temporary Bank & Agency staffing
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Mandatory training by Division and staff group
Induction
Non-M edical

Mandatory Training Competency (as defined by Skills for Health)
M edical

Corporate

Local

Corporate

Induction

Induction

Induction

cl
1,843

f2f
896

cl/pp
414

Conflict

Equality &

Local Induction

Resolution

Diversity

3 yrs

3 yrs

f2f
415

cl/e/pp
9,455

cl/e/pp
9,455

Frequency

Compliance by Division

Staff as Partners

Delivery M ethod
Staff Requiring Co mpetency

Infection

Information

M oving &

Safety

Control

Governance

Handling

2 yrs

3 yrs

3 yrs / 1Yr

3 yrs / 1Yr

cl/e/pp
9,455

cl/e/pp
9,455

cl/e/pp
9,455

cl/e/pp
9,455

Locally
assessed
cl/e/pp
9,455

Resuscitation

Safeguarding

Safeguarding Safeguarding Safeguarding Safeguarding
Children Lvl 1 Children Lvl 2 Children Lvl 3

Prevent Level
Three
(WRAP)

Adults

Adult Lvl 2

1o ff / 1year

3 yrs

3 yrs

1o ff

3 yrs

3 yrs

3 yrs

cl/e
6,023

cl/e/pp
9,455

cl/e
6,237

cl/e
9,455

cl/e
6,160

cl/E
1,558

cl
1,556

To tal
Co mpliance

Divisio n A

(5)98.1%

(23)79.5%

(8)91.1%

(26)70.8%

(22)98.7%

(8)97.7%

(168)89.8%

(8)97.7%

(40)97.6%

(40)97.6%

(235)85.8%

(283)81.4%

(31)98.1%

(66)95.7%

(61)96.5%

(80)94.8%

(5)95.6%

(18)84.1%

93.6%

Divisio n B

(20)96.6%

(50)82.6%

(5)90.6%

(17)67.9%

(70)97.1%

(8)98.7%

(143)94.1%

(9)98.6%

(68)97.2%

(71)97.1%

(249)89.7%

(201)83.5%

(81)96.6%

(60)95.7%

(79)96.9%

(78)93.9%

(9)92.3%

(14)88.0%

94.7%

Divisio n C

(4)98.1%

(24)73.6%

(3)97.6%

(31)75.6%

(45)96.4%

(2)99.4%

(171)86.3%

(2)99.4%

(42)96.6%

(47)96.2%

(225)82.0%

(293)74.8%

(60)95.2%

(76)93.4%

(57)95.6%

(112)90.4%

(39)83.4%

(42)82.1%

90.9%

Divisio n D

(5)97.6%

(18)85.0%

(7)90.1%

(35)50.7%

(42)96.2%

(6)97.8%

(83)92.4%

(6)97.8%

(37)96.6%

(43)96.1%

(142)87.1%

(177)79.6%

(52)95.3%

(47)94.8%

(51)95.6%

(74)91.8%

(12)88.5%

(26)74.8%

92.6%

Divisio n E

(1)99.5%

(18)82.2%

(1)98.5%

(24)64.7%

(20)98.2%

(0)100.0%

(69)93.8%

(0)100.0%

(26)97.6%

(29)97.4%

(139)87.5%

(154)84.3%

(28)97.5%

(54)94.5%

(25)97.8%

(52)94.8%

(76)92.2%

(164)83.2%

93.6%

Co rpo rate

(9)96.7%

(49)67.3%

(0)100.0%

(1)85.7%

(38)96.7%

(6)97.9%

(53)95.4%

(6)97.9%

(40)96.6%

(38)96.7%

(91)92.2%

(17)85.8%

(43)96.3%

(8)93.8%

(80)93.4%

(15)88.8%

(0)100.0%

(0)100.0%

94.8%

R&D

(1)98.9%

(15)55.9%

(2)99.4%

(1)98.9%

(24)93.3%

(1)98.9%

(12)96.6%

(14)96.1%

(51)85.8%

(25)83.3%

(3)99.2%

(6)95.9%

(13)96.5%

(8)94.6%

94.6%

B re a k do wn o f M e dic a l s t a f f c o m plia nc e
Co nsultant
No n Co nsultant

Compliance by Staff Group

A dd P ro f Scientific and Technic

(9)80.4%

(19)58.7%

(64)89.2%

(4)91.3%

(30)94.9%

(5)89.1%

(31)94.8%

(34)94.3%

(32)94.6%

(152)75.3%

(68)88.6%

(27)95.6%

(20)96.8%

(50)91.9%

(23)86.9%

(27)84.6%

90.9%

(15)95.9%

(115)68.8%

(54)90.9%

(10)97.3%

(80)86.6%

(10)97.3%

(75)87.4%

(77)87.1%

(81)86.4%

(284)56.4%

(86)85.5% (208)67.0%

(143)78.1%

(188)71.0%

(55)62.3%

(98)32.9%

80.1%

(1)97.8%

(5)73.7%

(2)99.1%

(0)100.0%

(19)91.7%

(0)100.0%

(6)97.4%

(5)97.8%

(33)85.7%

(17)81.9%

(1)99.6%

(7)96.1%

(1)99.6%

(4)96.2%

(0)100.0%

(0)100.0%

95.3%

A dditio nal Clinical Services

(12)97.4%

(38)81.2%

(30)97.9%

(6)98.7%

(191)86.9%

(6)98.7%

(38)97.4%

(42)97.1%

(258)82.3%

(211)79.6%

(35)97.6%

(25)97.8%

(34)97.8%

(55)95.1%

(4)97.3%

(22)85.3%

93.5%

A dministrative and Clerical

(11)97.7%

(68)69.1%

(45)97.6%

(5)99.0%

(49)97.4%

(5)99.0%

(52)97.3%

(53)97.2%

(125)93.5%

(1)0.0%

(55)97.1%

(0)100.0%

(113)94.4%

(2)80.0%

(2)71.4%

(1)85.7%

96.1%

A llied Health P ro fessio nals

(3)97.7%

(6)90.6%

(5)99.0%

(0)100.0%

(36)92.8%

(0)100.0%

(3)99.4%

(3)99.4%

(85)83.1%

(59)88.4%

(3)99.4%

(13)97.5%

(0)100.0%

(21)95.9%

(0)100.0%

(5)91.1%

95.7%

Estates and A ncillary

(1)98.5%

(6)87.2%

(15)94.6%

(1)98.5%

(20)92.9%

(1)98.5%

(11)96.1%

(11)96.1%

(12)95.7%

(16)94.3%

(0)100.0%

(21)92.8%

(0)100.0%

Healthcare Scientists

(7)92.3%

(9)79.5%

(7)98.6%

(2)97.8%

(12)97.7%

(2)97.8%

(11)97.8%

(13)97.5%

(37)92.8%

(6)88.7%

(10)98.0%

(2)96.9%

(29)94.4%

(6)90.8%

(0)100.0%

(0)100.0%

96.3%

(118)90.1%

(14)96.6%

(110)90.7%

(15)96.4%

(106)91.1%

(111)90.7%

(113)90.5%

(436)65.6%

(154)87.0%

(235)81.1%

(163)87.1%

(238)81.2%

(78)75.8%

(125)61.1%

85.0%

(3)99.5% (274)90.7%

(3)99.5%

(38)98.7%

(44)98.5%

(469)84.2%

(420)86.3%

(24)99.2%

(35)98.9%

(5)99.8%

(93)97.0%

(63)93.8%

(113)88.9%

95.1%

(711)92.1% (32)98.6%

(265)97.1%

(282)96.9%

(1132)87.5%

(1150)80.9%

(298)96.7%

(317)94.9%

(366)96.1%

(419)93.2%

(147)90.6%

(266)82.9%

93.5%

M edical and Dental
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Health &

Fire Safety

(24)94.2%

Nursing and M idwifery Registered

(10)98.3%

(65)78.3%

Trust To tal

(45)97.6%

(197)78.0%

Integrated Report

(134)67.7%

(17)99.4%

(24)94.2%

(134)67.7%

(239)97.3%

(31)98.6%

94.8%
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Staff as Partners

Appraisal compliance / Vacancy rate
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Self Reported Vacancies for wards and main clinical areas (Pay Band 2-7 inclusive)
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Staff as Partners

Staff engagement
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Page updated following
Board of Directors meeting on 9 May 2018
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Staff as Partners

Health & Safety Incidents affecting staff, patients & others (ie visitors, contractors and members of the public) – Mar 2018
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2017/18 Quality Account Scorecard - Div A
Indicators

Safe

Priority

Effective /
Responsive
Patient
Experience /
Caring

Target

Jan-18 Feb-18 Mar-18 FYtD

LTM

Mar



>98%

99.0%

99.5%

99.5%

98.3%

98.3%

Vacancy rate for registered nurses / registered midwives

Mar



≤ 11%

13.2%

8.3%

7.7%

12.1%

12.1%

Vacancy rate for healthcare assistants

Mar



≤ 15%

23.6%

19.7%

20.4%

20.0%

20.0%

Trend

Target

Jan-18 Feb-18 Mar-18 FYtD

LTM



>85%

Data to:

Trend

Target

Data to:

Trend

Target

FYtD

Nat Ave

Above
national
average

22.6
**
15.6
**
0.14
**

21.8
13.5
16.5
12.4
0.09
-8.2

FYtD

LTM

Indicators

Frailty - CFS screen <72 hrs from admit

Indicators

Priority

Health Gain 16/17 (Provisional) - last published February 18
PROM
PROM
PROM
PROM
PROM
PROM

- hip replacement - Primary
- hip replacement - Revision
- knee replacement - Primary
- knee replacement - Revision
- hernia repair
- varicose vein procedure

Indicators

Priority

Staff
Experience
/ Well-Led

Trend

Patient safety thermometer (new harm only)

Priority

44

Data to:

Willingness to recommend the organisation as a place to work

Integrated Report

Data to:

Mar

Mar-17
Mar-17
Mar-17
Mar-17
Mar-17
Mar-17

Data to:

2016 Survey

Trend

Target

70.9%

76.5%

80.5%

77.9%

76.8%

Jan-18 Feb-18 Mar-18 FYtD

LTM

Q4 2016/17

Q1 2017/18

Q2 2017/18

67%

64%

63%

Page author: Information Management

2017/18 Quality Account Scorecard - Div B
Indicators

Safe

Priority

Trend

Target

Jan-18 Feb-18 Mar-18 FYtD LTM

Patient safety thermometer (new harm only)

Mar



>98%

97.7%

95.3%

97.7%

97.2% 97.2%

Vacancy rate for registered nurses / registered midwives

Mar



≤ 11%

19.6%

20.0%

20.1%

20.6% 20.6%

Vacancy rate for healthcare assistants

Mar



≤ 15%

26.4%

25.8%

29.9%

25.0% 25.0%

Trend

Target



>85%

Indicators

Priority

Effective /
Responsive

Data to:

Frailty - CFS screen <72 hrs from admit

Mar

Indicators

Data to:

Trend

Target

Indicators

Data to:

Trend

Target

Jan-18 Feb-18 Mar-18 FYtD LTM

63.6%

84.6%

75.0%

89.9% 87.8%

Jan-18 Feb-18 Mar-18 FYtD LTM

Patient
Experience
/ Caring

Priority

Data to:

Staff
Experience
/ Well-Led

Priority
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Q4 2016/17

Q1 2017/18

Q2 2017/18

71%

71%

73%

FYtD

LTM

Page author: Information Management

2017/18 Quality Account Scorecard - Div C
Indicators

Safe

Priority

Trend

Target

Jan-18 Feb-18 Mar-18 FYtD

LTM

Patient safety thermometer (new harm only)

Mar



>98%

99.4%

98.5%

98.2%

98.3% 98.3%

Vacancy rate for registered nurses / registered midwives

Mar



≤ 11%

16.2%

16.0%

19.2%

17.2% 17.2%

Vacancy rate for healthcare assistants

Mar



≤ 15%

35.1%

37.0%

41.5%

30.5% 30.5%

Trend

Target



>85%

Indicators

Priority

Effective /
Responsive

Data to:

Frailty - CFS screen <72 hrs from admit

Mar

Indicators

Data to:

Trend

Target

Indicators

Data to:

Trend

Target

Jan-18 Feb-18 Mar-18 FYtD

89.1%

89.7%

89.9%

LTM

90.5% 90.2%

Jan-18 Feb-18 Mar-18 FYtD

LTM

Patient
Experience
/ Caring

Priority

Data to:

Staff
Experience
/ Well-Led

Priority
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Q4 2016/17

Q1 2017/18

Q2 2017/18

69%

71%

74%

FYtD

LTM

Page author: Information Management

2017/18 Quality Account Scorecard - Div D
Indicators

Safe

Priority

Trend

Target

Jan-18 Feb-18 Mar-18 FYtD

LTM

Patient safety thermometer (new harm only)

Mar



>98%

97.6%

98.0%

97.2%

97.6% 97.6%

Vacancy rate for registered nurses / registered midwives

Mar



≤ 11%

6.8%

7.3%

6.5%

9.6%

Vacancy rate for healthcare assistants

Mar



≤ 15%

22.6%

24.0%

24.6%

24.8% 24.8%

Trend

Target



>85%

Indicators

Priority

Effective /
Responsive

Data to:

Frailty - CFS screen <72 hrs from admit

Mar

Indicators

Data to:

Trend

Target

Indicators

Data to:

Trend

Target

Jan-18 Feb-18 Mar-18 FYtD

61.9%

56.5%

69.6%

LTM

73.6% 72.8%

Jan-18 Feb-18 Mar-18 FYtD

LTM

Patient
Experience
/ Caring

Priority

Data to:

9.6%

Staff
Experience
/ Well-Led

Priority
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Q4 2016/17

Q1 2017/18

Q2 2017/18

67%

67%

69%

FYtD

LTM
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2017/18 Quality Account Scorecard - Div E
Indicators

Safe

Priority

Trend

Target

Jan-18 Feb-18 Mar-18 FYtD

LTM

Patient safety thermometer (new harm only)

Mar



>98%

100.0%

100.0%

100.0%

98.8%

98.8%

Vacancy rate for registered nurses / registered midwives

Mar



≤ 11%

12.4%

13.7%

13.6%

12.1%

12.1%

Vacancy rate for healthcare assistants

Mar



≤ 15%

8.6%

15.5%

16.4%

11.3%

11.3%

Trend

Target

Jan-18 Feb-18 Mar-18 FYtD

LTM



>85%

Indicators

Priority

Effective /
Responsive

Data to:

Frailty - CFS screen <72 hrs from admit

Mar

Indicators

Data to:

Trend

Target

Indicators

Data to:

Trend

Target

-

100.0%

100.0%

100.0% 100.0%

Jan-18 Feb-18 Mar-18 FYtD

LTM

Patient
Experience
/ Caring

Priority

Data to:

Staff
Experience
/ Well-Led

Priority
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Q4 2016/17

Q1 2017/18

Q2 2017/18

76%

77%

74%

FYtD

LTM
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Maternity dashboard
Rosie Maternity Dashboard March 18
Sources/Ref
erences

KPI

Goal

Red
Flag

Measure

Data
Source

Apr-17 May-17 Jun-17 Jul-17 Aug-17 Sep-17 Oct-17 Nov-17 Dec-17 Jan-18 Feb-18

Mar-18

Activity

Source - EPIC

Births (Benchmarked
< 476
to 5716 per annum)

> 520

Births per month

Rosie
KPI's

448

435

413

471

457

440

456

437

440

457

419

500

Antenatal
Care NICE
quality
standard
[QS22]

Health and social
care assessment
<GA 12+6/40

> 90%

< 85%

Booking
Appointments

EPIC

93%

91%

93%

95%

93%

91%

94%

96%

93%

93%

95%

97%

Source - EPIC Normal Birth

> 55%

< 55%

SVD's in all birth
settings

Rosie
KPI's

61%

60%

57%

56%

53%

58%

56%

55%

57%

56%

55%

55%

Source - EPIC Home Birth

>2%

<1%

Planned home births
(BBA is excluded)

Rosie
KPI's

2%

2%

2%

1.5%

1%

1.5%

2%

1.4%

2%

1%

2%

1.00%

Source - EPIC MLBU Birth

>22%

<20%

Rosie
KPI's

25%

23%

25%

22%

21%

22%

22%

23%

21%

19%

21%

19.40%

Source - EPIC Induction of Labour

< 24%

> 29%

Rosie
KPI's

23%

26%

22%

22%

20%

24%

22%

22%

24%

25%

23%

22%

Source - EPIC Ventouse & Forceps

< 1015%

<5%>2
Rosie
Instrumental Del rate
0%
KPI's

15%

11%

12%

13%

15%

13%

16%

14%

12%

16%

10%

12%

National CS rate
Source - EPIC (planned &
unscheduled)

Source - EPIC

< 25%

Smoking at delivery
Number of women
<10%
smoking at the time
of delivery

% of women
Identified as smoking Rosie
at the time of
KPI's
delivery

>1:34

Midwife/birth ratio
(funded)

1:30

>1:34

Source CHEQS

Education & Training
- attendance at
>92%
mandatory training
YTD
(midwives)

< 3.5% > 5%

Integrated Report

Rosie
KPI's

>11%

1:30

Staff sickness as a
whole

Women induced for
delivery

C/S rate overall

Midwife/birth ratio
(actual)

Source CHEQS

MLBU births

> 28%

Workforce

49

Actions taken for Red/Amber results

<75%
YTD

WTE(clinical and nonclinical)+ bank/births
Finance
(12 month rolling
average)
WTE/births (12
month rolling
Finance
average)

We recognise that the Caesarean section rate is
higher than normal. We continue to review the
Caesarean section and as this months was
unexpected high we are undertaking a deeper
review of all the Caesarean’s that occurred within
this month and compare it to a month were we
performed better.We will look at the times
(day/night/ weekend), indications, and staff
present to assess whether there are any themes
that we can address with the teams going forward,
we will feed this back in due course.

24%

29%

31%

31%

31%

29.02%

27%

31%

30%

28%

35%

32.80%

8%

6%

5%

6%

6%

5%

6%

6%

6%

6%

8%

6%

1:30.6

1:29.4

1:30.0

1:29.9

1:29.9

1:29.7

1:28.6

1:28.6

1:29.5

1:29.5

1:28.5

1:29.9

Figures produced by Finance Department

1:29.8

1:29.7

1:29.3

1:29.2

1:29.1

1:28.8

1:28.9

1:28.7

1:28:7

1:28:7

1:28.7

1:29.0

Figures produced by Finance Department

4.33%

MAPS

Maps

5.1%

4.71%

4.12%

4.80%

4.53%

3.64%

3.83%

4.15%

4.09%

5.36%

4.46%

Training database

CHEQs

96%

97%

95.3%

95%

94%

93%

94%

93%

93%

94%

94%

This is reported 1 month behind from CHEQ's

Page author: Head of Midwifery

Maternity dashboard cont.
Maternity Morbidity
0

>1

Risk
Report

2

0

0

0

0

0

0

0

0

0

1

0

1

>2

Risk
Report

0

1

0

2

0

0

1

0

0

0

0

0

Source - QSIS PPH => 2L

<2.4%

>3.5%

PPH equal to or more Risk
than 2L
Report

1%

1%

2%

0%

1%

1.6%

0.7%

0.9%

0.46%

0.80%

1.21%

1.21%

Source - QSIS PPH => 1L

< 5%

> 8%

PPH equal to or more Risk
than 1L
Report

4%

4%

8%

8%

7%

6.2%

5.7%

6.2%

7.2%

8.20%

7.29%

7.95%

3rd/ 4th degree tear
Source - QSIS
< 5%
rate vaginal birth

> 7%

Risk
Report

4%

4%

3%

3%

5%

2%

2%

2%

0.7%

2.74%

2.93%

2.98%

Source - QSIS Maternal Death

0

>1

Risk
Report

0

0

0

0

0

0

0

0

0

0

0

0

Source - QSIS Total number of SI's 0

>1

Datix

0

0

1

0

1

2

0

1

2

0

0

0

Information
Source - QSIS
Governance

0

>1

Datix

0

0

0

0

0

2

1

0

0

0

0

Source - QSIS Clinical

0

>1

Datix

0

0

1

0

1

0

0

0

2

0

0

0

Source - QSIS Never Events

0

>1

Datix

0

0

0

0

0

0

0

0

0

0

0

0

Risk
Report

2.0%

0.0%

2.0%

1.2%

1.6%

3.5%

1.5%

1.1%

1.3%

1.96%

2.18%

1.79%

Risk
report

4.43

2.29

2.42

4.22

2.18

2.26

2.18

2.29

11.31

2.18

2.38

0.00

Risk
Report

1

0

2

0

1

0

0

1

0

3

0

1

>1

Risk
Report

0

0

2

0

3

0

0

0

1

0

0

0

> 3%

Risk
Report

2%

1%

1%

2%

2%

1.36%

2.85%

1.83%

3.21%

1.53%

0.95%

1.20%

>5%

Risk
Report

6%

9%

8%

7.4%

9%

7.04%

6.15%

6.19%

8.50%

7.45%

4.55%

6.40%

Source - QSIS Eclampsia
Source - QSIS

ITU Admissions in
Obstetrics

Risk
Serious Incidents

DATIX

Neonatal
Morbidality
Source - EPIC

Shoulder Dystocia
per vaginal births

< 1.5% > 2.5%

Unexpected Still
Source - EPIC Births per 1000
Births
Source - EPIC

Number of birth
injuries

0

Number of term
Source - EPIC babies who required 0
theraputic cooling
Baby born with a low
Source - EPIC cord gas < 7.1(from <2%
1/11/2012)
Source - EPIC

Unexpected
admissions to NICU

<5%

>1

Injuries to neonate
during delivery

Quality
Number of times
Rosie Maternity Unit 0
Diverted
Source - EPIC 1-1 Care in Labour

>95%

>1

All ward diverts
included

Rosie
Diverts

<90%

Exlcuding BBA's

Rosie
KPI's

Breastfeeding
Initiated

Rosie
KPI's

83%

CHEQs

97%

Breast feeding rate
Source - EPIC
at Delivery

> 80%

< 70%

Source - EPIC VTE

>95%

< 95%
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Integrated Report

2

0

0

3

1

0

3

1

3

0

2

4

95%

99%

99%

99%

99%

99%

99%

99%

99%

98.37%

85%

84%

81%

80%

80%

82%

82%

80%

82%

78%

83%

96%

97%

98%

99%

97%

98%

97%

97%

98%

97%

98%

98.90% 97.32%

1)EPIC failure 3hrs & 30mins
2)NICU and DU capacity 12hrs
3)DU staffing/ capacity 11hrs
4)NICU and DU capacity 8hrs

Page author: Head of Midwifery

Appendix 1 – CQUIN dashboard

3

4

52

2 NHSE
(Specialised
services)
3 NHSE
(Specialised
services)

2

4 NHSE
(Specialised
services)

1

Area

1 NHSE
(Specialised
services)

Goal #

CQUIN
Hepatitis C Virus
Improving
Treatment
Pathways
through
Operational
Delivery
Networks

Indicator description

Q3 target
(Oct/Dec)

Progress update

10% - A and B Triggers
Providers need to develop a B1. (5%) ODN MDT decisions aligned to NHS England published run-rate.
working group, map patient B2. (5%) ODN Treatment cost per patient relative to First Line therapy
pathways and produce a
25% - Governance
plan to improve partnership
working.
Report progress on achievements to-date

On track

On track

47.5%
On track
2.5% Confirm clinical Lead for ESC in place.
10% Undertake baseline audit & ongoing data collection arrangements in place for new patients.
To improve access to
20% Improvement targets established for poportion of patients within targeted populations
Cancer Enhanced
Enhanced Supportive Care offered referral.
Supportive Care
for patients with a diagnosis 15% Deliver against improvement targets via return of ESC data tool for patient groups started
access for
of incurable cancer or
2016/18 & continued.
Advanced Cancer
hepatopancreatobiliary
Q1 target to be agreed with NHSE
Patients
disease.

Nationally
standardised
dose banding
Adult
Intravenous
Systemic
Anticancer
Therapy (SACT)

Multi-system
Auto-immune
Rheumatic
Diseases MDT
Clinics, Data
Collection and
Policy
Compliance

Integrated Report

20%
1. Collection of base-line data for range of drug doses to be standardised as agreed with
commissioner.
2. Obtain agreement for dose standardisation and dose adjustments with Local Drugs and
Therapeutics Committee.
3. Agree end of year % of doses standardised/drug.
4. Agreement and adoption of standard product descriptions in line with improvement targets.
≥95% total activity of 16/17 agents in Q1 and ≥90% of 17/18 agents in Q1. TBA

On track

25%
1. 10% -Evidence further development of 16/17 network arrangements.
2. 5% - Record outcomes of patient discussions by MDT.
3. 5% - Record number of patients whose treatment complies w policy onto BILAG BR, DUO &
Review of cases by MDTs to
UKIVAS registries.
ensure policy compliance,
4. 5% - Continue local data collection to define network benefits & Commissioning Policies via
with data flowing to
audit.
registries

On track

Standardisation of
chemotherapy doses
through nationally
consistent dose banding

Paid end Q4

Page author: CQUIN Programme Delivery Manager

Spinal Surgery:
Networks, Data,
MDT Oversight

7

7 NHSE
(Specialised
services)

8

To ensure the same
Embedding
standard of, and access to,
Armed Forces
healthcare as any other UK
Covenant for
citizen in area they live,
improved health
retaining relative position
outcomes for the
on any NHS waiting list if
Armed Forces
moved around the UK due
Community
to service postings.
Provider is required to
submit a fully populated
Dental Screening Dental Quality Dashboard
for Oral Surgery and or
Orthodontics.

9

53

Paediatric
Networked Care

Integrated Report

Deliverables still to be defined

-

No Q1 Milestones

-

The Trust has not yet signed up to this

-

25%
Submission of a fully populated Dental Quality Dashboard for Q1 activity (by 14th July 2018)

On track

Stengths and difficulties
questionaire (SDQ)
screening for paediatric
inpatients with relevant
(listed) LTCs

Armed Forces Health
Commissioners

CAMHS
Screening for
Paediatric
Patients with
Long Term
Conditions
(LTCs)

25%
On track
1.a) Agree TOR & establish Regional Network Board, meeting & Sub-Network clinical governance
bodies.
b) Appoint Clinical Lead & hold 4-6 monthly Regional Network Board meetings. Evidence via
Establishment and operation meeting minutes.
of regional spinal surgery
c) Establish Sub-Network Clinical Governance Group, meet every 2-4 months. Evidence with
networks, data flows and
meeting minutes.
MDT for
d) Regional policy to manage spinal emergencies including transfer.
surgery patients
e) Regional policy for emergency imaging.
2. All specialised and non-specialised spinal surgery to be entered daily onto British Spine
Registry or Spine Tango.

Specialist
Dental

6

6 NHSE
(Specialised
services)

5

5 NHSE
(Specialised
services)

Appendix 1 – CQUIN dashboard cont.

Review of Paediatric
Intensive Care Service by
PICU across network of
local acute hospitals.

Page author: CQUIN Programme Delivery Manager

Appendix 1 – CQUIN dashboard cont.

10

1 National /CCG

1a Improvement of
health and wellbeing
of NHS staff

Staff well
being

No Q1 Milestones

-

1b Healthy food for
No Q1 Milestones
NHS staff, visitors and
patients

-

1c Improving the
uptake of flu
vaccinations for front
line staff within
Providers

-

No Q1 Milestones

25% of 2a, 6.25% of 2
Percentage of patients who met the criteria for sepsis screening and were screened for sepsis.

11

2 National /CCG

2a Timely
25% :>90%
identification of
sepsis in ED and acute 10%: 50.0%-89.9%
No payment: <50%
inpatient settings

On track

25% of 2b, 6.25% of 2
Payment based on % of patients found to have sepsis in sample 2a and received antibiotics
2b Timely treatment within 1 hour.
Antimicrobial for sepsis in ED and
resistance
acute inpatient
25% :>90%
and sepsis
settings
10%: 50.0%-89.9%
No payment: <50%
2c Antibiotic review

On track

25% of 2c, 6.25% of 2
Perform an antibiotic review that meets the new criteria for at least 25% of cases of antibiotic
prescriptions audited in 2b.

On track

No Q1 Milestones

-

2d Reduction in
antibiotic consumption
per 1,000 admissions

54

Integrated Report
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12

3 National
/CCG

Appendix 1 – CQUIN dashboard cont.
15%
A&G Services introduces in line with Q1 trajectory and implementation plan.
Offering Advice & Advice & guidance for non- Quality Standards for provision of A&G met
Data for main indicator provided
Guidance
urgent GP referrals.

16

7 National/CCG

13

4 National /CCG

9a Tobacco screening
Preventing ill
health by risky
behaviours alcohol and
tobacco

On track

25%

On track

25%
CUH to demonstrate participation in the STP:
- contribution to STP transformation initiatives
- demonstrate governance arrangements which support and engage in local STP initiatives.

Specific milestones to
be finalised, however
as the Trust fully
contributes and
participates in STP
transformation
initiatives, this is
considered on track.

9b Tobacco Brief Advice
9c Tobacco referral and
medication offer
9d Alcohol Screening
9e Alcohol brief advice or
referral

Participating in
the STP

The Provider is participating
in the STP

Green On track to meet target
Amber May flag associated issues, risks and actions to be addressed to ensure performance progresses
Red

55

Performance is currently not meeting the target or set to miss the target by a significant amount.

Integrated Report
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Appendix 2 – Directorates & Divisions
MSK

Rheumatology

Orthogeriatrics

Upper GI

Digestive
Diseases

GI
Medicine

Lower GI

Intestinal
Failure

Endoscopy

A
Hand-Plastics

T&O

Urology

Cancer
Onco Plastics

B
Oncology

Breast unit

Histopathology

Gynae Onc

HODS

Acute Medicine

C

ED
DME

D

Neurology
Stroke

Neurosurgery

Ophthalmology

E
56

Diabetes/Endo, Acute,
Allergy, Resp, Gastro, Neuro,
Haem/Onc, Rheum, Cardio,

Integrated Report

Dermatology

Psychiatry

PICU

ANTS
NICU

Anaesthetics

Pain

Clinical Support

Radiology

Pharmacy

Outpatients

Occ Health

Nuclear
medicine

Med Physics
/engineering

Med
Photography

Therapies
& Dietetics

Transplant

ID
Nephrology

ENT/H&N/
Plastics

Transplant
surgery

Podiatry
Oral/maxfax

Plastics

Paediatric Surgery & Critical Care
Neonatal
ODN

ODN (inc MTC)

NCCU

Theatres

Hepatology

HPB
surgery

Allergy

ENT

Psychology

Medical Paediatrics

Tissue Type

Respiratory
medicine

Immunology

Pall care

Neuroscience

Rehab

Microbiology

CSSD

Imaging

Virology

Inflammation/
infection

GUM

Clin Pharm
Acute
Medicine

Blood
Sciences

ICU/PeriOps
JF-ICU

Genetics

Labs

HaemOnc

(1st April 2018)

ENT
Ortho

Paed
Surgery

Ophthal
Cleft

Diabetes/
Endo
Metabolic
medicine

Cardiovascular –
Metabolic
Orthotics
Medical Genetics

Vascular
Surgery
Medical
Haematology
Cardiology

Obstetrics & Gynaecology
Foetal
med
Obstetrics

Maternal
Medicine

Gynaecology
IVF

Cambridge University Hospitals NHS Foundation Trust
Report to the Board of Directors: 9 May 2018
Agenda item
Title
Sponsoring executive director
Author(s)
Purpose
Previously considered by

Item 9c
Safe Nurse Staffing Report
Part A - Monthly Exception Report
Part B – Updated Projected Nurse Staffing Report
Ann-Marie Ingle, Chief Nurse
Ann-Marie Ingle, Chief Nurse
Sharon McNally, Deputy Chief Nurse
To provide the Board with the monthly Nurse Safe
Staffing Exception Report
n/a

Executive Summary
This paper sets out the regular nursing and midwifery retrospective staffing report for the
month of March 2018 (Part A) and provides an update to the projected nurse staffing for the
year ahead forecast, including areas of challenge or concern (Part B).

Related Trust objectives
Risk and Assurance
Related Assurance Framework
Entries
Legal / Regulatory / Equality,
Diversity & Dignity implications?
How does this report affect
Sustainability?
Does this report reference the
Trust's values of “Together: safe,
kind and excellent”?

Ensuring Clinical Excellence and Effectiveness;
Improving Patient Safety; Improving Patient
Experience; Ensuring a Sustainable Financial Future;
Valuing our Staff and Partners
Insufficient nursing and midwifery staffing levels
BAF ref. 004/18
NHS England & CQC letter to NHSFT CEOs (31.3.14):
Hard Truths Commitment regarding the publishing of
staffing data. NHS Improvement Letter – 22 April 2016.
n/a
Yes

Action required by the Board of Directors:
The Board is asked to:
 Note the nursing and midwifery staffing levels and the exception report for the calendar
month of March 2018.
 In line with the continued winter pressures and opening of additional capacity, note the
continued challenge to maintain safe staffing levels.
 Note the number of nights that patients were bedded in the ED due to capacity
constraints within the organisation.
 Note that whilst the actual vacancy rate for RN/Ms improves to around 8% over winter
2018/19, the actual vacancy rate excluding those without an NMC registration remains
challenging at 18–19%, and we will therefore need to continue additional support
measures to the staffing levels.

Cambridge University Hospitals NHS Foundation Trust
9 May 2018
Board of Directors
Monthly Nurse Safe Staffing Exception Report
Ann-Marie Ingle, Chief Nurse
PART A
1.

Actual and Planned Staffing Report for March 2018 (Appendix 1)

1.1

This report provides an analysis based on planned versus actual coverage in hours for
the calendar month of February 2018.

1.2

This report includes additional shifts that have been worked due to increased workload
(activity, patient dependency and/or acuity) or 1:1 patient supervision (specialling).
As the requirement for additional shifts is not static and fluctuates, these shifts are
not planned in advance (i.e. when the rota is published), it is possible for a rota to
have >100% fill (as seen particularly in the care worker fill within this report).

1.3

The trend analysis of the actual versus filled rate is monitored and used to inform the
twice yearly establishment review. The next establishment review is scheduled for
June 2018, and will be reported to Board in September.

1.4

The UNIFY return is for in-patient areas only. It excludes day care areas e.g. the
emergency department and ambulatory care areas which are not staffed for 24 hours
per day. To ensure that the Board is given sight of the staffing within these areas the
planned versus actual staffing hours are included within the relevant divisional table in
Appendix 1.

2.

Exception Reporting

2.1

Throughout the data monitoring period, wards with an overall rota fill of <90%, or
where the trained nursing rota was <90%, or the ward had been a concern to the
Divisional Head of Nursing for any other reason, an individual written summary is
reported. The threshold for reporting these exceptions is not agreed nationally and
remains unique to CUHFT within this report. CUHFT will adopt national guidance
should this emerge, or should the reporting methodology change in line with CHPPD.
A significant number of wards continued to not achieve an RN fill rate of >90%: C8,
M4, D9, C4, C5, C7, G3, MDU, N3, A3, A4, D6N (12 wards, 15 reported in February).
The overall RN/RM fill rate continued to be affected by the vacancy rate and opening
of additional capacity, and in the month was 92.7%.
Five wards did not achieve a HCSW of >90%:C8, D8, C10, C9 and Delivery Unit (DU).
Two wards did not achieve > 90% overall fill (RN/M and HCSW): C8 and D9.
Further detail analysis and outcome measures are included in the exception report on
page 18.

2.2

Analysis of our night time planned versus actual RN/RM fill achieved 95.7% however
the number of wards not achieving this level remained of concern: F3, Charles
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Wolfson Ward, MDU, C5, D9, C8, L2 DSU and PICU (please see section 2.5 for further
information relating to staffing compliance in PICU).
Trend data is included in the graphs below.
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Source: CUH data.

2.3

Adult Critical Care Unit: the John Farman Critical Care Unit achieved 99% and Neuro
Critical Care 98% RN fill. The Critical Care units have consistently remained compliant
with achieving the Provision of Intensive Care Services guidelines (ICS).

2.4

ED: the emergency department continues to sustain an overall RN fill of >90%
(94%).

2.5

PICU and NICU: the staffing requirements for both units are being reviewed twice
per day and any concerns with compliance against BAPM standards escalated.
A review of compliance with BAPM guidelines for PICU and NICU for the month of
March identified the following.
PICU were compliant with the Paediatric intensive Care Society (PICS) staffing levels
standards for 52 out of 62 shifts (84%) in March. The non-compliant shifts were
considered safe due to the acuity of the patients on the unit (two Long Term
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Ventilated patients with care increasingly shared between nursing staff and the
patient’s families). Where necessary the Clinical Practice Facilitators were brought out
of supernumerary status to ensure appropriate levels of staffing and skill mix were
available.
NICU were compliant with BAPM standards for the acuity and activity on the unit on
56 / 62 occasions in March (90%).The occasions where NICU was not compliant were
related to either environmental factors (with staff unable travel due to adverse
weather) or staff sickness (1 occasion).
Non-compliance was rectified on four occasions within the shift timeframe (the
subsequent shift was compliant), and on the remainder it was complaint on the
following day. On occasions where acuity and activity increased, and additional
resource were required, supervisory sisters were used to support delivering safe
staffing levels. Appropriate patients for repatriation were identified on a shift by shift
basis and transferred to their local level 2 neonatal unit or transferred to the ward.
2.6

The Board are asked to note the continued use of contingency beds (A3, J3 (ADU),
MDU and F3) throughout the month of March, with an average of 35 patients cared for
across these areas. In addition, there were 18 nights where patients were not able to
be placed out of ED, with a range of 3–27 patients ‘bedded’.
The use of contingency, in addition to the additional winter beds open on N2 and the
Addenbrooke’s Discharge Unit (ADU), has been challenging, as seen in the reduction
in RN rota fill and the contingency minimum baseline rota only achieving an 80% fill
rate (overall).

2.7

The trend in Safety Learning Reports (SLRs) completed in relation to nurse staffing is
included below. All incidents continue to be reviewed via the safety and quality
processes.

Staff Shortage - Nursing
Feb 2016 - Mar 2018
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UCL

Linear (Count)
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2.8

In response to the opening of additional capacity, and the site safety picture regarding
safe staffing, rate B bank enhancements for adult inpatient areas involved in patient
flow has remained in place since the beginning of January . This rate has remained in
place since the beginning of January and, whilst under regular review, is currently
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agreed until Monday 30th April. It is anticipated that the bank rate will reduce to rate
A at the end of April for a period before returning to the base rate.
2.9

A daily escalation plan is used in line with the Safer Staffing Policy to mitigate wards
with inadequate fill rates, and to ensure support is directed on a shift: shift basis as
required in line with patient acuity and activity demands. Maintaining safe staffing
continues to compromise the senior sister ability to maintain a supervisory capacity,
and includes the Matrons and the Divisional Heads of Nursing supporting the wards
clinically over the month.

2.10

Movement of staff across wards to support safe staffing can be seen in the table
below, which demonstrates 3650 nursing hours reallocated in the month of March
(equivalent to circa. 486 shifts at 7.5 hours).
The detail of staff movements is reviewed and tracked by the Heads of Nursing, the
data is also shared with the ward managers.
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Redeployed staff inbound to wards in hours
(includes Substantive and Bank staff who are moved, excludes BM staff)
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*BM = Bed Management allocation of staff

3.

Care Hours per Patient Day (CHPPD) - National Publication of Safe Staffing Data
We continue to submit to the monthly UNIFY return for nurse staffing levels. The
overall CHPPD for the month was 9.35 (9.24 January). Excluding the critical care
areas, L2 and delivery unit areas, the ward CHPPD was 7.29 (7.61 February).
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PART B
4.

Update to the forecast nurse staffing position

4.1

Predicted Recruitment Sources and Numbers 2018/19 (data: March 2018)

There are 788 band 5 nurses in the pipeline, of which 137 are recruited from the UK, 41 from
the EU and 610 from overseas. Please note, the table below includes a 25% attrition rate.

Table 1: Band 5 RN position based on predictions and establishment FTE with additional capacity
requirements included
Month

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

Total New
Starters Leavers FTE
FTE

49
30
39
394
59
41
39
40
42
56
87
49
45
38
39
32

18
24
25
277
24
31
37
25
25
32
26
37
38
23
22
22

Staff in
post FTE

1,592
1,586
1,600
1,600
1,634
1,644
1,647
1,661
1,678
1,702
1,762
1,774
1,782
1,797
1,814
1,824

ESR
Establishm
ent FTE

1,894
1,894
1,894
1,894
1,894
1,894
1,894
1,894
1,894
1,894
1,894
1,894
1,894
1,894
1,894
1,894

Actual
required
FTE

Vacancy rate
based on actual
FTE

1,952
1,952
1,952
1,952
1,948
1,948
1,948
1,948
1,948
1,948
1,948
1,973
1,973
1,973
1,973
1,973

18.4%
18.8%
18.0%
18.0%
16.1%
15.6%
15.5%
14.7%
13.8%
12.6%
9.5%
10.0%
9.7%
8.9%
8.1%
7.5%

Actual vacancies
(based on actual Starter
need rather than l ea ver
established need) va ri a nce

359
366
352
352
313
303
301
286
270
246
185
198
191
176
159
149

Table 2: Likely dates where RNs obtain NMC registration and
become active in their RN post
Month

31
Jan 18
6 Feb 18
14 Mar 18
117 TOTAL
35 Apr 18
10 May 18
2
Jun 18
15
Jul 18
17 Aug 18
24 Sep 18
61
Oct 18
12 Nov 18
7 Dec 18
15
Jan 19
17 Feb 19
10 Mar 19

Vacancy Productive
Productive
ESR
rate based starter
Staff in Establishm Actual FTE
on actual
leaver
post FTE
ent FTE
FTE
variance

1,510
1,503
1,496
1,496
1,514
1,509
1,502
1,523
1,528
1,538
1,590
1,595
1,594
1,605
1,622
1,632

1,894
1,894
1,894
1,894
1,894
1,894
1,894
1,894
1,894
1,894
1,894
1,894
1,894
1,894
1,894
1,894

1,952
1,952
1,952
1,952
1,948
1,948
1,948
1,948
1,948
1,948
1,948
1,973
1,973
1,973
1,973
1,973

23%
23%
23%
23%
22%
22%
23%
22%
22%
21%
18%
19%
19%
19%
18%
17%

6
-7
-8
-34
18
-4
-7
20
5
10
52
4
-1
12
17
10

The above table shows our anticipated Registered Nursing (RN) recruitment and vacancy
position up until March 2019. The data includes:







Recruits that have been interviewed and offered employment as a RN.
Recruits who have not yet secured UK registration with the Nursing and Midwifery Council
(NMC), including passing their IELTS.
Expected numbers of recruits from international campaigns that have been planned but
not yet implemented.
Additional indicative staff requirement’s for winter capacity 2018/19.
The likely date of when appointed RNs will achieve the NMC registration that enables
them to work as a registered nurse (right hand table).
In line with the proactive recruitment and retention plans, the data continues to suggest
a slowly improving picture in the number of RNs working with NMC registration.

Note that whilst the actual vacancy rate for RN/Ms improves to around 9% over winter
18/19, the actual vacancy rate excluding those without an NMC registration remains
challenging at 18–19%.
The Health Care Support Worker (HCSW) vacancy rate reported last month has been
corrected. The current vacancy rate is circa. 22%. Internationally recruits who have not yet
secured their registration are rostered as substantive HCSWs, which reduces the impact. A
focused recruitment and retention plan for HCSW is in place; however substantive
recruitment to these vital roles remains challenging.
4.2

Hot Spots

A heat map of ward positions, detailing areas that are anticipating either red of black status
over the next six months is shown in the table below. The table shows the wards which are
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anticipating significant shortfalls in the availability of staff, and inability to give assurance for
the provision of a safe rota.
Staffing Heat Map - Winter 2017/18 (updated April 2018)
Notes: wards are included on the spreadsheet where there is concern relating to safer staffing
RAG:

Unavailability of staff will not affect the ability to provide safe staffing (under normal ward operational conditions)
Ward is flagging concerns re: ability to cover the rota to provide safe staffing, mitigations through divisional oversight & actions in place
Inability to cover the rota to provide safe staffing, divisional mitigations insufficient - enhancements and agency requested /anticipated.
No improvement despite mitigations, consideration to close beds.

Ward / Area
Theatres

Apr

May

Jun

Jul

Aug

Sept

Supporting Narrative
Use of agency and enhancements on-going to support the
staffing position. 9 new starters in the next 3 months.

Endoscopy

RN = 28.4% unavailability GUT care and enhancements in
place. HCA 30% HCA unavailabilty

M4

46% unavailbility. Staff in the pipeline will mean June 23% RN
unavailability. L4 supporting to mitigate risk. Enhancements
remain in place.

L4

RN = 15.03% HCA= -3.8%

C8
D8

33% RN 23% HCA unavailabilty. Staff in the pipeline. Back in
contaiment.
2.82% RN unavailability by Aug 2018 26.31% unavailbility HCA's

NCCU

5.64% unavailability RN - ICS legislation staffing levels met.

IDA

11.7% unavailability RN - ICS legislation staffing levels met.

JVF

3.61% unavailability RN - ICS legislation staffing levels met.

Division B
C10

24% RN and 20% HCA vacancies with an inexperienced
workforce and high acuity. Skill mix is challenging and under
regular review. The Senior Sister is retiring in April and
recruitment is underway

C9

17% RN and 33% HCA vacancies, pilot of a 'level 9 HCA pool' to
commence in Feb 18. On-going recruitment challenges for
Paediatric RNs to ensure a sustainable position.

D9

28% RN and 21% HCA vacancies, with two RNs in the pipeline.
Successful recruitment to the Senior Sister position. 1 agency
nurse working on the ward, unable to find more
18% RN and 62% HCA vacancies, with 2.6 WTE pipeline in.

D6H
Cancer Assessment Unit

Expansion for AOS to cover twilights, internal promotion and
current vacancies means the small team is challenged.

E10 Apheresis Unit

Daily review of workload & staff redeployed to assist other
areas when able.

Haematology Day Unit

Expansion and vacancies leaves 16% RN and 23% HCA
vacancies. Skill mix challenging with loss of B6 senior staff.

Oncology Day Unit

Skill mix is challenging and under regular review.

Radiology Day Unit

has an IR closed for refurbishment and running additional lists
at the weekend

Vascular Access Unit

struggling with demand, business case going through
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Ward / Area

Apr

May

Jun

Jul

Division C
D10

N3

Aug

Sept

Supporting Narrative
Unavailability = 26.14% RN, 37.6% HCSW.
Increased B2% may affect cover due to small ward/size of
team. NB; substantive ward manager supporting ward N2,
band 6 acting up into Senior Sister post.
Unavailability = 25.15% RN, 41.38% HCSW. Substantive Senior
Sister has started, HCSW gaps supported by staff going
through IELTS/OSCE programmes

D5

Unavailability = 48.33% RN, 36.31% HCSW. 3 WTE HCSW on
secondment to N2 this has been mitigated by high numbers of
staff in IELTS/OSCE programmes. Bank enhancements in place,
however consideration for bed closures remains and is
constantly being reviewed by the senior nursing team.

C5

Unavailability = 62.25% RN, 67.25% HCSW. Bank
enhancements in place, divisional resources reallocated and
staff moved back from N2 to try to mitigate position. Bank fill
rate poor despite enhancements in place. Consideration for bed
closures remains and is constantly being reviewed by the senior
nursing team. Ward is also struggling to be able to deliver PD
service due to staffing gaps, this is on the risk register and a
training plan is being put into place.

CDC

5 WTE band 5 vacancies, 3.00 WTE under offer, 4 WTE in post
waiting PIN. 2.00 WTE band 4 vacancies. Bank enhancements
in place to help mitigate.

MSEU

Unavailability = 9.88% RN, 58.63% HCSW. Staff moved to help
mitigate other areas in the division

G3

Unavailability = 46.52% RN, 16.19% HCSW. 2 WTE RN's
supporting from other wards within the Division, bank
enhancements to be considered once Trust steps down from
trustwide enhancements.

C4

Unavailability = 37.48% RN, 34.52% HCSW. 1 WTE RN on
secondment to N2, 1 WTE HCSW moved back from N2. Bank
enhancements to be considered once trust steps down from
trustwide enhancements.

F4

Unavailability = 9.83% RN, 44.27% HCSW. 1.8 WTE RN & 2
WTE HCSW on secondment to N2, reviewing as to whether F4
can provide support to other struggling wards.
Unavailability = 35.47% RN, 34.69% HCSW. 3 WTE RN & 2 WTE
HCSW on secondment to N2, this position is being reviewed
due to deteriration in G4's staffing position.

G4

C6

Unavailability = 33.53% RN, 48.58% HCSW. 7 in post waiting
PIN, 1 WTE HCSW on secondment to N2

G6

Unavailability = 46.11% RN, 34% HCSW. 1 WTE RN on
secondment to G3, 3 WTE HCSW on secondment to N2

F5

Unavailability = 26.11% RN. 0.51 WTE RN on secondment to
N2, Senior Sister currently in acting SCN post, band 6 currently
in acting Senior sister post.

G5

Unavailability = 24.22% RN, 24.22% HCSW. 2.25 WTE RN & 1
WTE HCSW on secondment to N2.

C7

Unavailability = 33.12% RN, 48.96% HCSW
Bank enhancements in place. 6 in post waiting PIN

N2

Unavailability = 20.09% RN, 27.31% HCSW
out for all substantive posts

MDU

Unavailability = 41.82% RN, 27.31% HCSW. 5 WTE RN & 1 WTE
HCSW on secondment to N2, currently being reviewed due to
the worsening staffing position on MDU.
Unavailability = 8.39% RN, 47.27% HCSW. 0.6 WTE RN on
secondment to N2.

CDU

Adverts

Paeds ED

Unavailability = 55.73% RN, 42.89% HCSW. Currently being
supported by adult ED.

ED

Unavailability = 10.27% RN, 38.72% HCSW.
supporting paeds ED.
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Currently

Ward / Area

Apr

May

Jun

Jul

Aug

Sept

Supporting Narrative

Division D

A3

Vacancies = 2.55 RN 1.07 HCA. Total unavailability = 30.90%
RN 26.30% HCA. 1.00 RN without PIN number. Concerns
around lack of available support Mon-Fri when open as
contingency

A4

Vacancies = 1.18 RN (0.60 under offer) 2.38 HCA (0.96 under
offer). Total unavailability = 45.33%% RN 19.24% HCA. 1 x
B3 HCA seconded to N2 for 6 months. 10.00 RN without PIN
number. Skill mix is very challenging and under regular review.

A5

Vacancies = 0 RN
5.60 HCA (1 under offer). Total
unavailability = 31.89% RN 41.06% HCA. 9.00 RN without PIN
number. Skill mix is challenging and under regular review.

D6

vacancies = 0.32 RN 2.10 HCA (1.00 under offer) 1.00 on
maternity leave. Total unavailability = 34.37% RN 19.77%
HCA. 1xB5 seconded to N2 for 6 months. 3.00 RN without
Pin number. Concerns around skill mix.
vacancies = 5.64 RN (4 under offer) 3.05 HCA (1.80 under
offer). Total unavailability = 32.1% RN 35.40% HCA.
1.00
RN without Pin number. Concerns around skill mix
Vacancies = 3.92 RN (4 under offer) 4.74 HCA (4 under offer).
Total unavailability = 55.36% RN 30.38% HCA. 8.00 RN
without PIN number. Being supported by 2 nurses from R2.

J2

Lewin

F6

Vacancies = 0 RN 3.24 HCA . Total unavailability = 19.94%
RN 22.56% HCA. 6.00 RN without PIN number. May-Aug D7
increased staffing. Concerns around skill mix.

Division E
C2

Vacancies - reduces to 10% in September

C3

Vacancies and mat leave reduces to 10% in September

D2

Vacancies and mat leave reduces to 10% in September

CWW

Vacancies and mat leave - unavailability at 50%. Review of
appropriate patient numbers on a day to day basis depending
on staffing levels. Reduction to 30% unavailability from
September

PICU

Vacancies and mat leave. Review of appropriate patient
numbers on a day to day basis depending on staffing levels

NICU

Vacancies and mat leave

F3

Vacancies and mat leave - unavaiability at 45% improving to
25% in September. Closing on some planned opening nights
due to inability to cover the rota

PDU

Vacancies and mat leave - returning over the next few months
and new starters will have completed competencies

Daphne ward

Recuitment has now filled the vacancies on Daphne ward. Some
staff started in March followed by others in April and one in May.

Black
Total number black & Red

Apr

May

Jun

Jul

Aug

Sept

9
32

10
28

9
21

5
15

3
12

2
10

The following wards/departments have agreed enhanced rates of bank pay at the end of April
(nb superseded by rate B for all bank staff in adult inpatient areas): ED, Theatres,
Endoscopy, M4, The neuro wards (Lewin, J2, A3, A4, A5 and D6N, D5, C7, PICU, NICU,
Paediatric pool (including Charles Wolfson Ward, F3 and PDU), C5, Dialysis pool (including
the Cambridge Dialysis Unit and West Suffolk Dialysis Unit) and a Chemotherapy pool. All
areas with enhanced rates of pay have agreed review dates.
The following wards are under review regarding the ability to sustain full capacity due to the
vulnerability of the staffing position: ward D5, C5 and the Lewin. Also of concern and under
review are the neuro wards, Charles Wolfson, F3 and C7. These wards have daily monitoring
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and escalation in place – alongside a regular formal review of the situation by the senior
leadership team.
4.3

Mitigation

Bank fill rate
The Trust’s nursing bank continues to support the clinical areas with achieving safe staffing
levels. During March (from 26th Feb), the total number of requests for RN bank shifts was
11,937 with an average fill rate of 72.4% (8,643 shifts filled with 3,294 unfilled).The total
number of requests for HCSW bank shifts was 9,601 with an average fill rate of 76.1%
(7,311 shifts filled with 2,290 unfilled).
RN Filled and unfilled
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80.2%
77.3%
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10.0%
0.0%

Fill rate

Agency Nursing
We continue to work hard to ensure we are positioned to maximise all potential opportunities
through the use of nurse agencies. 26 Agency Registered Nurses worked in the Trust during
March (equivalent to 31.5 WTE based on total number of hours worked). One agency nurse
is working within Paediatrics. There are 15 agency RNs and ODPs working in Theatres. The
majority of shifts remain 12 hour night shifts but this has altered slightly with 10 of the 26
agency RNs now working day shifts. We are currently waiting for an additional 23 agency RNs
to start in May.
5. Recommendations
5.1 The Board of Directors is asked to:





Note the nursing and midwifery staffing levels and the exception report for the
calendar month of March 2018.
In line with the continued winter pressures and opening of additional capacity, note
the continued challenge to maintain safe staffing levels.
Note the number of nights that patients were bedded in the ED due to capacity
constraints within the organisation.
Note that whilst the actual vacancy rate for RN/Ms improves to around 8% over
winter 2018/19, the actual vacancy rate excluding those without an NMC registration
remains challenging at 18–19%, and we will therefore need to continue additional
support measures to the staffing levels.
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Appendix 1: Actual and Planned Staffing Report (March 2018)
The data used within this report is pulled retrospectively from our Healthroster, and includes
the % of hours (registered nurse and care staff) that were filled against the planned
(baseline) number of hours (required number of rostered hours for the calendar month. This
data set is the same as our national submission to UNIFY.
Please note, areas with > 100% fill is due to additional hours filled to care for patients who
require 1:1 supervision (specialling). Greater than 100% does not mean that all planned
hours were filled, just that once totalled the actual hours planned and unplanned are greater
than simple planned hours.

Division A

Day

Main Speciality

Mar-18

Night

Night Night Day - Average Day- Average
average fill average fill
fill rate RN / fill rate care
rate RN /
rate care
RM (%)
staff (%)
RM (%)
staff (%)

C8

Trauma and Orthopaedics

78.5%

79.3%

86.2%

92.1%

D8

Trauma and Orthopaedics

88.6%

78.9%

93.0%

106.6%

IDA

Intermediate Critical care Unit

100.0%

142.3%

100.0%

93.5%

JOHN FARMAN ICU

Critical Care

99.0%

98.9%

98.7%

98.1%

L2

23 hour Stay Day Surgery

94.2%

96.2%

81.4%

92.3%

L4

Colorectal Surgery

91.0%

98.0%

94.4%

123.2%

M4

Gastroenterology

88.2%

176.5%

91.3%

185.0%

NCCU

Neuro Critical Care

98.0%

107.0%

97.6%

97.8%

OIR

Overnight Intensive Recovery

Overall divisional fill

99.9%

95%

Division B

D6 HAEM
D7
D9

ADU

Total % hours
filled
(registered
and care staff)

82%
90%
100%
99%
92%
92%
89%
98%
100%
96%

84%
89%
126%
99%
96%
110%
181%
103%
NA
105%

83%
90%
104%
99%
93%
99%
121%
98%
100%
98%

Mar-18

Night

92.2%

80.6%

105.7%

69.2%

94.1%

82.3%

98.4%

85.9%

91.5%

91.1%

95.5%

300.0%

91.5%

85.0%

95.3%

94.3%

84.2%

92.9%

86.6%

85.3%

90%

88%

95%

89%

Contingency

Day

Main Speciality

114%

Care staff
average fill
rate

Total %
Day DayNight Night RN/RM Care staff hours filled
Average fill Average fill average fill average fill
average fill average (registered
rate RN / RM rate care rate RN / RM rate care
rate
fill rate
and care
(%)
staff (%)
(%)
staff (%)
staff)

Haematology
Teenage Cancer Trust
Haematology
Urology
Oncology
Overall divisional fill %

C9

97%

Day

Main Speciality

C10

100%

RN/RM
average
fill rate

Night
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53.8%

92.4%

98.2%

75%
84%
112%
90%
90%
88%

91%
93%
96%
92%
87%
91%

Mar-18

DayNight Day Night Average
average
Average
average
fill rate
fill rate
fill rate RN
fill rate RN
care staff
care staff
/ RM (%)
/ RM (%)
(%)
(%)

300 - GENERAL MEDICINE

97%
96%
93%
93%
85%
92%

89.4%

Total %
Care
hours
RN/RM
staff
filled
average
average (registere
fill rate
fill rate d and care
staff)
71%

91%

80%

Division C

Day

Mar-18

Night

Total %
Day Night Day- Average Night - average
RN/RM Care staff hours filled
Average fill
average fill
fill rate care
fill rate RN /
average fill average (registered
rate RN / RM
rate care staff
staff (%)
RM (%)
rate
fill rate
and care
(%)
(%)
staff)

Main Speciality

AME (C4)

Geriatric Short Stay Medicine

81.0%

128.4%

93.4%

115.1%

85%

123%

98%

C5

Nephrology

85.1%

116.9%

88.3%

150.5%

86%

129%

103%

C6

Geriatric Medicine

90.1%

103.5%

95.8%

178.9%

92%

129%

108%

C7

Hepatobilary

85.8%

96.8%

91.0%

110.7%

88%

103%

93%

D10

Infectious Diseases

93.5%

101.3%

100.0%

103.1%

96%

102%

98%

D5

Hepatology

87.0%

166.4%

94.4%

149.8%

90%

158%

115%

F&G5

Transplant and HDU

90.5%

99.5%

94.0%

114.2%

92%

105%

95%

F4

Geriatric Medicine

98.1%

131.8%

100.0%

192.6%

99%

149%

116%

G3 Discharge Unit

Geriatric Medicine

84.9%

124.4%

94.8%

163.1%

89%

139%

109%

G4

Geriatric Medicine

91.0%

120.7%

98.3%

152.1%

94%

131%

110%

G6

Geriatric Medicine

87.6%

119.0%

99.0%

149.9%

92%

130%

108%

MDU

Medical Decisions Unit

87.1%

94.1%

87.0%

104.2%

MSEU

Medical Emergency Short Stay Unit

88.5%

148.7%

95.2%

114.0%

87%
91%

98%
128%

91%
103%

N2

Infectious Diseases

88.9%

95.7%

100.0%

96.6%

93%

96%

94%

N3

Respiratory Medicine

87.0%

97.0%

91.6%

125.6%

88.6%

113.3%

94.0%

132.1%

89%
91%

106%
121%

95%
102%

Overall divisional fill %
Emergency Department

Day

Mar-18

Night

DayNight Day Night Average
average
Average
average fill
fill rate
fill rate
fill rate RN
rate RN /
care staff
care staff
/ RM (%)
RM (%)
(%)
(%)

Main Speciality

RN/RM
average
fill rate

Care staff
average
fill rate

Total % hours
filled
(registered
and care
staff)
92%

CDU

Clinical Decisions Unit

98.1%

81.1%

96.4%

84.1%

97%

82%

ED Adult

ED

92.5%

90.1%

92.4%

86.8%

92%

89%

91%

ENP

ED

103.4%

103%

NA

103%

Paed ED

ED

94.1%

100.0%

99.2%

NA

96%

100%

97%

95%

90%

93%

86%

94%

89%

93%

Overall divisional fill %
Division D

Day

Main Speciality

A3

Mar-18

Night

Night Night Total % hours
Day - Average Day- Average
RN/RM
Care staff
average fill
average fill
filled
fill rate RN / fill rate care
average fill average fill
rate RN / RM rate care staff
(registered
RM (%)
staff (%)
rate
rate
(%)
(%)
and care staff)

DoSA
Neurology

80.1%

104.8%

100.3%

173.5%

A4

82.5%

166.4%

91.5%

196.6%

A5

Neurosurgery / oncology

84.0%

199.7%

90.1%

146.0%

D6 Neuro

Neurology

85.8%

119.9%

98.9%

186.7%

F6

Diabetes and General Medicine

86.7%

163.4%

98.0%

135.8%

J2

Neuro Rehabilitation

95.9%

182.5%

95.0%

101.6%

K3

Cardiology incl. CCU

91.5%

112.3%

97.0%

146.2%

L5

Vascular Surgery

93.9%

106.4%

91.8%

120.3%

LEWIN

Stroke Rehabilitation

88.3%

105.9%

93.4%

133.9%

M5

ENT & Ophthalmology

89.2%

124.1%

92.8%

144.3%

R2

Acute Stroke Unit

84.6%

141.5%

99.5%

106.3%

Overall divisional fill %

88.2%

139.3%

94.9%

141.3%
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89%
86%
86%
91%

127%
179%
171%
137%

104%
126%
119%
110%

91%
96%
94%
93%
90%
91%
91%
91%

149%
142%
121%
112%
116%
132%
124%
140%

115%
117%
100%
99%
101%
104%
103%
109%

Maternity

Day

Main Speciality

Mar-18

Night

DayNight Day Night Average
average
Average
average fill
fill rate
fill rate
fill rate RN
rate RN /
care staff
care staff
/ RM (%)
RM (%)
(%)
(%)

RN/RM
average
fill rate

Care staff
average
fill rate

Total % hours
filled
(registered
and care
staff)

Daphne

Gynaecology incl. Oncology

94.3%

93.9%

100.0%

102.3%

97%

97%

97%

Delivery Unit

Obstetrics

93.9%

74.9%

91.0%

90.0%

92%

82%

90%

Lady Mary Ward

Obstetrics

100.3%

96.3%

95.0%

87.2%

98%

93%

96%

RBC

Obstetrics

87.7%

119.2%

95.9%

164.0%

92%

140%

102%

Sara

Obstetrics (antenatal)

90.4%

101.0%

96.5%

93.5%

93%

92%

94%

101%

93%
94%

97%
96%

94%
94%

RN/RM
average
fill rate

Care staff
average
fill rate

Total % hours
filled
(registered
and care
staff)

100.6%

99%

100%

99%

Overall divisional fill %
Childrens

Day

Main Speciality

C2

Mar-18

Night

DayNight Day Night Average
average
Average
average fill
fill rate
fill rate
fill rate RN
rate RN /
care staff
care staff
/ RM (%)
RM (%)
(%)
(%)
98.4%

100.4%

101.1%

86.0%

205.5%

98.9%

67.6%

91%

152%

100%

Charles Wolfson Ward

Paediatric Oncology
Paediatric medicine & surgery
(babies)
Mother and Babies

93.6%

127.4%

86.8%

107.1%

91%

121%

102%

D2

Paediatric medicine & surgery

86.3%

129.4%

102.0%

91.9%

91%

116%

97%

F3

Paediatric DoSA

94.1%

124.4%

85.4%

NA

92%

113%

99%

PICU

Paediatric Critical Care

93.2%

93.7%

87.3%

93.0%

90%

93%

91%

Neonatal Unit

Neonatal Critical Care

95.3%

111.8%

91.0%

102.4%

93%

107%

95%

93%

123%

92%

94%

93%

113%

96%

C3

Overall divisional fill %
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Appendix 2: Staffing Exception report (March 2018)
Throughout the data monitoring period, wards with an overall rota fill of < 90% or where the trained nursing rota was < 90%, or the ward had been a concern
to the Head of Nursing for any other reason, an individual written summary is reported. The nursing KPIs are analysed and used to inform the report.
Report from the Divisional Head of Nursing

Mar-18
Division

A

Speciality

% fill registered

% fill care staff

Overall filled %

C8

T&O

82%

84%

83%

M4

Gastroenterology

89%

181%

121%

Speciality

% fill registered

% fill care staff

Overall filled %

Division

B

D9
Division

C

AME (C4)

C5

C7

G3

MDU

Urology

85%

90%

87%

Speciality

% fill registered

% fill care staff

Overall filled %

Acute Med

Renal

Surgical

DME

Assessment

85%

86%

88%

89%

87%

123%

129%

103%

139%

98%
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98%

103%

93%

Analysis of gaps

Impact on Quality / outcomes

Actions in place

Increased acuity with medical outliers whilst our of
containment. 33% RN unavailability. 23%
unavailability HCSW. D

Impact on NQM and FFT (Decrease in compliance).
Pressure ulcer avoidable on C8. Supervisory time of
senior sister decreased to support safe staffing.

C8 back in containment 1st April 2018. Staffing
reviewed on a daily basis and support across the
orthopaedic level from D8.

33% RN unavailability due to vacancies.

No impact on NQM and FFT. Supervisory time of senior Staffing reviewed daily and L4 supporting. Staff moved
sister decreased to support safe staffing.
if required to support M4 and safe staffing. .

Analysis of gaps

Impact on Quality / outcomes

Analysis of gaps

Impact on Quality / outcomes

Currently have 37.48% RN unavailability due to
vacancies and 1 band 6 seconded to N2. C4 have had
increased sickness which is being managed using the
appropriate policy and monitored.

One new CAUTI on safety thermometer, Senior Sister
Staffing reviewed on a shift by shift basis and staff
only supervisory 44.3% this month, compliant with all moved to support if necessary, Senior Sisters and
mandatory safety checks, overall nursing metrics
Matron reviewing sickness.
holding steady at 83% - Amber

Currently have 62.25% RN unavailability due to
vacancies - there are 11 WTE posts under offer but
these have either not arrived yet or are working
through the overseas nurse programme.

Senior Sister only supervisory 43.2% this month, non
compliant with BCA printer checks, overall nursing
metrics slightly improved 80.9% - Amber

Staffing reviewed on a shift by shift basis and staff
moved to support if necessary.

Currently have 33.12% RN unavailability due to
vacancies, there are 2 WTE posts under offer.

Senior Sister only supervisory 41.8% this month, non
compliant with resus trolley, medication room, BCA
and fridge checks, overall nursing metrics showing a
slight improvement 74.1% - although remains red

Staffing reviewed on a shift by shift basis and staff
moved to support if necessary. Safety review meetings
continue.

Currently have 46.52% RN unavailability due to
vacancies, there is 1 WTE posts under offer.

One new CAUTI on safety thermometer, Senior Sister
only supervisory 65.9% this month, compliant with all
mandatory safety checks, overall nursing metrics have
slightly deteriorated - 56.3% - red.

Staffing reviewed on a shift by shift basis and staff
moved to support if necessary, substantive staff have
been moved on a temporary basis from better staffed
areas to support longer term. Matron and Senior
Sister have identified some actions required to
support safe staffing and these are being addressed.

Currently have 41.82% RN unavailability due to
vacancies and 5 WTE band 5s seconded to N2. There
are 4 WTE posts under offer.

One new CAUTI on safety thermometer, Senior Sister
Staffing reviewed on a shift by shift basis and staff
only supervisory 64.7% this month, compliant with all moved to support if necessary, some staff allocated to
mandatory safety checks, overall nursing metrics have support ward N2 will be returning to MDU.
deteriorated slightly 78.9% - amber

109%

91%

Actions in place

6.55 WTE (30%) HCA and 9.45 (17%) RN vacancies with Where staffing was a contributory factor: A small drop Band 7 post is now filled, focus on team-building and
a further 2 WTE RN pipeline out.
in KPIs, one SI, two hospital-acquired pressure ulcers retention. Supervisory sisters, close monitoring of
and one complaint. FFT slightly down in month.
outcomes, flexible bank shifts on offer. Band 7 post is
now filled, focus on team-building and retention.
Actions in place

Report from the Divisional Head of Nursing

Mar-18
Division

C

N3

Division

D

Speciality

% fill registered

% fill care staff

Overall filled %

Analysis of gaps

Impact on Quality / outcomes

Actions in place

Currently have 25.15% RN unavailability due to
vacancies, there are 4 WTE posts under offer.

One avoidable grade 2 pressure ulcer on safety
thermometer, minimal documentation on skin
integrity, Senior Sister only supervisory 27.7% this
month, not 100% compliant with mandatory safety
checks however overall nursing metrics have
improved 76.3% - amber

Staffing reviewed on a shift by shift basis and staff
moved to support if necessary.

Analysis of gaps

Impact on Quality / outcomes

Actions in place

0.88 B6 and 1.67 B5 vacancies plus 1.00 B5 sent to
support Lewin for 6 months

No adverse effect on NQM. 1xPU (unavoidable). FFT
in red for second month. One complaint. When used
as a contingency area there is a lack of avaible
support centrally Mon-Fri during the day shift.

Daily review of rosters. All requests for bank on A3
(except Wed/Thu) now go out through bed management
to maximise fill rate.

126%

1.63 RN vacancies (1 under offer), 0.80 on maternity
leave and 6.00 with no PIN (31.9%). Projected to rise
to 43% shortfall in Apr (incl. 7 with no PIN). 2.15 HCA
vacancies with 1.00 B3 HCA sent to N2 for 6 months

no adverse effect on ST/NQM. FFT in red. 1 complaint.
Severely reduced amount of supervisory sisters time
(only 23.6%) impacting on ability to respond to
complaints, SLRs and monitoring of NQM etc. etc.

If/when workload allows, matrons are assisting Senior
Sisters/Charge Nurses in closing down SLR's etc.
Staff moved across the Division to support as
appropriate and staffing shortfalls escalated as
appropriate. Having the higher rate of bank
enhancements for substantive members of staff across
the Division.

119%

5.47 RN vacancies plus 0.49 RN on mat leave, 1.00
long term sick and 5.0 RN'S without a PIN (45%
shortfall). 4.60 HCA vacancy (1.00 under offer).

No adverse effect on NQM/FFT. No complaints. ST in
red (2xPE and 1xPU(avoidable). Severely reduced
amount of supervisory sisters time (only 14.0%)
impacting on ability to respond to complaints, SLRs
and monitoring of NQM etc. etc.

ST = Safety Thermometer

NQMs = Nursing Quality Metrics

Respiratory

89%

106%

95%

Speciality

% fill registered

% fill care staff

Overall filled %

A3

DoSA

A4

Neurology

A5

Neurosurgery /
oncology

SCN = Senior Clinical Nurse

89%

86%

86%

127%

179%

171%

104%

FFT = Friends and Family Test

ONP = Overseas Nurses Programme
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NMC = Nursing and Midwifery Registration
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Title

Finance Report

Sponsoring executive director

Paul Scott, Chief Finance Officer

Author(s)

Tim Glenn, Deputy Director of Finance

Purpose

To update the Board of Directors on the
financial position of the Trust in 2017/18

Previously considered by

Performance Committee, 2 May 2018

Executive Summary
The 2017/18 financial year has seen the Trust deliver its underlying financial plan, and as
a consequence receive additional incentive income of £10.5m from NHS Improvement.
The additional income has contributed to the Trust posting a year end deficit of £32.5m
(£9.6m better than plan).

Related Trust objectives

Ensuring Clinical Excellence and
Effectiveness; Improving Patient Safety;
Improving Patient Experience; Valuing our
Staff and Partners

Risk and Assurance

Financial, quality and operational

Related Assurance Framework Entries

BAF Ref: 009/18, 010/18

Legal implications/Regulatory requirements

Maintaining compliance with standards

How does this report affect Sustainability?

n/a

Does this report reference the Trust's
values of “Together: safe, kind and
excellent”?

n/a

Action required by the Board of Directors
The Board is asked to receive the report on financial performance.

Cambridge University Hospitals NHS Foundation Trust
9 May 2018
Board of Directors
Finance Report
Paul Scott, Chief Finance Officer
1.

Introduction / Background

1.1

This brief paper outlines the Trust’s financial position for the financial year
2017/18.

2.

Month 12 – March 2018

2.1

The Trust posted a surplus of £8.7m in month 12, which is £12.2m better than
the Trust’s budget. This result includes £10.5m of incentive income, received as
a result of the Trust delivering its underlying financial performance targets.

2.2

Clinical income was £2.2m adverse in month 12 (£8.0m year to date) reflecting
the operational challenges faced by the Trust, and consequential cancellation of
elective operating.

2.3

Full-year pay expenditure was £458.4m which is £4.9m adverse to plan,
reflecting enhanced bank rates.

2.4

Year to date non-pay expenditure ended the year at £396.0m, which is £10.9m
higher than budget. This overspend includes a £3.5m impairment, with the
remainder a result of unidentified CIP, which has been offset through non-clinical
income.

2.5

The Trust’s year end deficit at the end of month 12 was £32.5m, which is £9.6m
better than the Trust’s budget plan. The variance is a result of the incentive
income described above.

3.

Recommendation

3.1

The Board is asked to receive the report on financial performance.
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Sponsoring executive director

Ashley Shaw, Medical Director

Author(s)

John Bradley, Director of Research and
Development

Purpose

To provide an update on Research and
Development activity

Previously considered by

Management Executive, 3 May 2018

Executive Summary
This report from the Research Board of Cambridge University Hospitals NHS Foundation
Trust provides the Board of Directors with a summary of issues relating to strategy,
governance, performance and outputs.

Related Trust objectives

Ensuring Clinical Excellence and
Effectiveness; Improving Patient Safety;
Improving Patient Experience; Ensuring a
Sustainable Financial Future; Valuing our
Staff and Partners.

Risk and Assurance

The report is the main source of assurance
on governance issues relating to Research
and Development.

Related Assurance Framework Entries

BAF ref: 012/18

Legal / Regulatory / Equality, Diversity &
Dignity implications?

None identified.

How does this report affect Sustainability?

n/a

Does this report reference the Trust's
values of “Together: safe, kind and
excellent”?

n/a

Action required by the Board of Directors

The Board is asked to receive the report on Research and Development.

Cambridge University Hospitals NHS Foundation Trust
Board of Directors
Research and Development
John Bradley, R&D Director

9 May 2018

1.

East of England Genomics Medicine Centre

1.1

Cambridge University Hospitals, on behalf of Cambridge University Health Partners,
leads the partnership with Nottingham University Hospitals, Leicester University
Hospitals, and Norfolk and Norwich University Hospitals to form the East of England
Genomic Medicine Centre to deliver the 100,000 genomes project by recruiting and
collecting and processing samples from patients with rare diseases and cancer for
whole genome sequencing.

1.2

Recruitment of patients with rare diseases and cancer are now both ahead of target
(Figure 1 and Figure 2). The number of samples from patients with cancer
submitted for sequencing is increasing across all centres although it remains
behind trajectory (Figure 3).

Figure 1: Recruitment of patients with rare diseases (RD) to East of England
Genomic Medicine Centre against trajectory
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Figure 2: Recruitment of patients to the cancer programme of the East of England
Genomics Medicine Centre (EEGMC) against trajectory

Figure 3: Cancer samples submitted for sequencing from the East of England Genomic
Medicine Centre against trajectories. CUH – Cambridge University Hospitals; NUH Nottingham University Hospitals; UHL – University Hospitals Leicester; NNUH – Norfolk
and Norwich University Hospitals
Board of Directors: 9 May 2018
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2.

Non medical allied health professionals

2.1

Two research fellows supported through the Addenbrooke’s Charitable Trust /
NIHR Biomedical Research Centre began their fellowships part-time 1 April; Faye
Forsyth (nursing) and Maria Martin-Saez (occupational therapy).

2.2

Applications for pre-doctoral and doctoral fellowships are under review by NIHR.
Andrea Lake (nursing) and David Young (physiotherapy) have been funded by
UEA on a bridging programme to enable them to develop doctoral fellowship
applications.

2.3

The annual NMAHP Research Conference and Showcase will be held on 14 May
2018 in the Clinical School.

3.

NIHR BioResource for Translational Research in Common and Rare
Diseases

3.1

The NIHR BioResource for Translational Research in Common and Rare Diseases,
led by the NIHR Cambridge Biomedical Research Centre, provides the major
nationally accessible resource of volunteers from the general population and
patients with common and rare diseases who have consented to be recalled
according to their genotype and phenotype for academic and industry led
experimental medicine and clinical research studies. A key aim is to facilitate
recall by investing in genetic and phenotypic characterisation of volunteers. This
genetic and phenotypic characterisation of volunteers will drive an exponential
growth in data, which in itself is an immensely valuable resource. Twelve
Biomedical Research Centre / Clinical Research Facility partners (UCL, SLaM, GST,
Moorfields, Barts, Leicester, Birmingham, Manchester, Leeds, Newcastle, Exeter,
Southampton) have been designated as NIHR BioResource Centres.

3.2

The NIHR BioResource builds on the success of the Cambridge BioResource,
which was established as a resource of volunteers from the general population. A
key focus now is establishing BioResources in common and rare diseases (Figure
4). The NIHR Inflammatory Bowel Disease (IBD) BioResource is a collaboration
between NIHR, MRC, Crohn’s & Colitis UK, and the Wellcome Trust Sanger
Institute that has recruited over 10,000 patients across 57 NHS organisations.
The NIHR Depression and Anxiety BioResource, led by the NIHR Maudsley
Biomedical Research Centre is establishing a recallable resource of volunteers
who have suffered from anxiety and / or depression. The NIHR BioResource led
the pilot for the rare diseases element of the 100,000 Genomes Project,
sequencing whole genomes of 13,550 patients with rare diseases. Feedback of
findings is now also complete. 37 Rare Diseases have been adopted for
recruitment across 57 NHS Trusts to the NIHR BioResource.

3.3

The NIHR BioResource has supported research resulting in > 100 publications in
leading scientific journals.
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Figure 4: Recruitment to the NIHR BioResource for
Translational Research in Common and Rare
Diseases
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Table 1: Feedback of Pertinent Findings. To identify pathogenic variants in the
whole genome sequences of patients with rare diseases a list of genes thought
to be of clinical relevance was created for each disease. Whole genome
sequences were analysed for variants in these genes, by analysts and
Sapientia, a programme developed by Congenica. Potentially pathogenic
variants were assessed at a multi-disciplinary team meeting, and a report
prepared, which was sent to the referring clinician.

Table 2: The diagnostic rate ranged from 0.5% to 55% depending in part on
how much pre-screening had occurred (to exclude known genetic causes), and
how many known genes thought to be of clinical relevance (see above) were
identified.
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4.

Human Cell Atlas

4.1

The Human Cell Atlas project is an international collaborative effort that aims to
define all human cell types in terms of their distinctive patterns of gene
expression, physiological states, developmental trajectories, and location 1. Access
to fresh live healthy tissue from different human organs is critical to the success
of the Human Cell Atlas project. Fresh diseased tissue is often accessible from
biopsies or surgical resections undertaken as part of routine medical care, but
obtaining normal tissue can be much more challenging. The Cambridge
BioRepository for Translational Medicine was established to pilot the use of
human organ donors as a unique source of viable normal human tissues for
biomedical research. With seed funding from the NIHR Cambridge Biomedical
Research Centre and the Wellcome Trust Sanger Institute the Cambridge
BioRepository for Translational Medicine has established proof of principle that
living cells and tissues from fully-consented healthy organ donors can support
world-class discovery and translational science, which would otherwise be very
difficult or impossible to conduct.

4.2

The Human Cell Atlas project is supported by the Chan Zuckerberg Initiative
(CZI), and CZI have invited the NIHR Cambridge Biomedical Research Centre to
submit a proposal to develop infrastructure aligned to the Cambridge
BioRepository for Translational Medicine and BioResource to support provision of
fresh tissue to investigators participating in the Human Cell Atlas project, and
provide open access Standard Operating Procedures to allow other centres to
establish similar local infrastructure.

5.

NHS Capital Funding – Antimicrobial Resistance

5.1

The NIHR Cambridge Biomedical Research Centre has been awarded £3,031,798
capital through a restricted call from Department of Health to support research
related to antimicrobial resistance. £1.176m of the capital will be used to
refurbish laboratory space (200m2) in the ‘old’ MRC Laboratory for Molecular
Biology to provide facilities to handle human tissues, and prepare these for
immunostaining and genomic analysis.

6.

Cambridge Clinical Research Centre (CCRC)

6.1

The expansion of the CCRC has been completed, providing 2500m2 of additional
clinical research space. The expanded ACRC includes 5 new units on five floors
and operates with full NHS emergency support services. The new facilities by
level are:
 Level 2 Interventional Investigation Unit: 4 beds, 2 outpatient rooms, 2
minor theatre-standard procedure rooms, sample handling, nurse station
to support research endoscopy, cell therapy, tissue biopsies and other
interventions.
 Level 3 Early Phase Unit: 6 inpatient beds, 2 consulting rooms, 1 single
room for vaccine studies, medical on-call room, drug prep room and
sample handling and nurse station with patient monitoring systems for
academic/pharma early phase, proof-of-concept and first-in-human
therapeutic trials of new drugs. The unit has been designed to meet

1

https://www.humancellatlas.org/files/HCA_WhitePaper_18Oct2017.pdf
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regulatory phase I accreditation standards and will operate to these
standards.
Level 4 IMS / Wellcome Trust Metabolic Translational Research Centre: 6
beds, investigations rooms and outpatient rooms suitable for bariatric
patients.
Level 5 CRF Expansion: the existing CRF is linked via a bridge into an
expansion in the new building providing 6 additional beds, nurse station,
sample handling and exercise test room.
Level 6 Eating Behaviour Unit: free-living observational space to study
natural eating behaviour in patients and volunteers.

6.2

Funding (total £18m) from a Wellcome Trust Strategic award to the Institute of
Metabolic Science, the University of Cambridge, and Evelyn Trust has left a
residual capital funding and operating budget shortfall (building maintenance and
services), which will be recovered through a charging scheme to users that has
been approved by the Research Board.

7.

Performance metrics
NIHR Performance in Initiating and Delivering Research

7.1

The NIHR Performance in Initiating and Delivering Research provides information
on a number of metrics relating to the initiation of clinical research (time from the
receipt of a valid research application for a Clinical Trial to the time the NHS
organisation recruits the first patient for that trial) and delivering clinical research
to time and target (whether the agreed target number of patients was recruited
within the agreed time).

7.2

NIHR funding to providers of NHS services is conditional on meeting a 70-day
benchmark to recruit first patients for trials. The NIHR made this a condition of
new contracts from autumn 2011 and performance will affect funding from 2013.
70 day benchmark

7.3

The percentage of trials meeting the 70-day benchmark rose from 10.7% in Q1
2012/13 to 85.3% in Q3 2017/18, but then fell dramatically following the
introduction of a new research approval process through the Health Research
Authority. It has now improved t0 73.1%. Comparative data across peer NHS
Trusts is shown in Figure 5.
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Figure 5: Percentage of trials meeting the 70 day benchmark during Q3
2017/18
Delivery to time and target
7.4

The improvement in the percentage of closed commercial trials meeting the
target for delivering clinical research to time and target remains slower,
increasing from 29.6% in Q1 2013/14 to 34.8% in Q3 2017/18.

8.

Recommendation

8.1

The Board of Directors is asked to receive the report on Research and Development.
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Title

Learning from deaths

Sponsoring executive director

Ashley Shaw, Medical Director

Author(s)

Jane Nicholson, Head of Patient Safety
Improvement; Giles Thorpe, Director for
Clinical Quality; Dr Sue Robinson, Deputy
Medical Director for Safety and Quality
Improvement

Purpose

To receive assurance on implementation of
new nationally-mandated guidance.

Previously considered by

Management Executive, 26 April 2018

Executive Summary
In March 2017 the National Quality Board published guidance to ensure all NHS trusts
implement a policy to learn from deaths within their organisations. The main purpose is
to promote learning and improve how trusts support and engage with the families and
carers of those who die in our care. NHS Improvement has emphasised that the purpose
is not to count and classify deaths.

Related Trust objectives

Ensuring Clinical Excellence and
Effectiveness; Improving Patient Safety;
Improving Patient Experience; Ensuring a
Sustainable Financial Future; Valuing our
Staff and Partners

Risk and Assurance

To provide assurance on implementation of
the guidance.

Related Assurance Framework Entries

n/a

Legal / Regulatory / Equality, Diversity &
Dignity implications?

n/a

How does this report affect Sustainability?

n/a

Does this report reference the Trust's
values of “Together: safe, kind and
excellent”?

Yes

Action required by the Board of Directors
The Board is asked to receive the report.

Cambridge University Hospitals NHS Foundation Trust

Learning from Deaths: Monthly performance report
1. Summary of Learning from death KPIs
1.1 All structured judgement reviews
2

Report section:

3

No. of
deaths in
month

No. of
deaths
inscope

Compliance
with inscope
SJRs

Potentially
avoidable
deaths
identified
from SJR

Potentially
avoidable
death SIs
reported

October 2017

132

8

100%
(8/8)

0

0

0%
(0/8)

November 2017

146

18

100%
(18/18)

2

2

11%
(2/18)

December 2017

172

28

100%
(28/28)

4

4

14%
(4/28)

January 2018

180

23

91%
(21/23)

0

0

0%
(0/21)

February 2018

147

19

79%
(15/19)

0

0

0%
(0/15)

March 2018

141

12

50%
(6/12)

0

0

0%
(0/6)

KPI
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4

% avoidability of
deaths reviewed

% avoidability of all
deaths

(by deaths ‘in scope’)

(by total deaths in month)

0%
(0/132)
11.1%
(6/54)

0%
(0/42)

SJRs triggered
by family /
carers

5

6

SJR
training
compliance

PFD issued
to CUH

(from SJR
form)

0

N/A

0

0

67%
(12/18)

0

2.3%
(4/172)

0

39%
(10/28)

0

0%
(0/180)

1

67%
(14/21)

0

0

93%
(14/15)

0

0

83%
(5/6)

0

1.4%
(2/146)

0%
(0/147)
0%
(0/141)

1.3%
(6/450)

0%
(0/468)

Data correct as of 09/04/2018

Cambridge University Hospitals NHS Foundation Trust
1.2 Learning Disability deaths

No. of deaths in
month

No. of learning
disability deaths
in-scope

Compliance with inscope SJRs

Potentially
avoidable deaths
identified from SJR

October 2017

132

0

N/A

N/A

N/A

November 2017

146

1

100%
(1/1)

0

0%
(0/1)

December 2017

172

3

100%
(3/3)

0

0%
(0/3)

January 2018

180

3

100%
(3/3)

0

0%
(0/3)

February 2018

147

3

100%
(3/3)

0

0%
(0/3)

March 2018

141

2

0%
(0/2)

0

0%
(0/2)

% avoidability of deaths reviewed
(by deaths ‘in scope’)

0%
(0/4)

0%
(0/8)

There have been 12 learning disability deaths (8 x adult and 4 x paediatric including a patient less than 4 years of age) between 1 October 2017
and 31 March 2018.
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Data correct as of 09/04/2018
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2. Structured judgement review (SJR) compliance
There were 141 inpatient deaths in March 2018, of which 12 were in-scope for a further case
review via a structure judgement review (SJR); the in-scope criteria triggered in March is
detailed in the table below.
In-scope trigger

Total

ED death

2

ED death / Paediatric death / Staff raised significant concerns

1

ED death / Staff raised significant concerns

1

Elective admission death

2

Learning disability

1

Learning disability / Paediatric death

1

Neonatal death

2

Staff raised significant concerns

2

Grand Total

12

Of the 12 in-scope deaths, six SJRs have been completed to date; therefore compliance with
completion of SJR for patients who died in March 2018 is currently 50%.
The compliance by the thresholds for completion and by divisions is shown in the table
below.
There is one overdue SJR from January under the speciality of Transplant Surgery
(Division C). This has been escalated to Divisional Leadership and the Deputy Medical
Director (Quality and Clinical Governance.

KPI

Oct-17
Nov-17
Dec-17
Jan-18
Feb-18
Mar-18

SJR
compliance
within 5
days

SJR
compliance
by day 25

A

B

C

D

E

0%
(0/8)
11%
(2/18)
32%
(9/28)
30%
(7/23)
33%
(7/21)
33%
(4/12)

0%
(0/8)
72%
(13/18)
82%
(23/28)
71%
(15/23)
67%
(14/21)
50%
(6/12)

100%
(1/1)
100%
(2/2)
100%
(2/2)
100%
(3/3)
100%
(1/1)
100%
(1/1)

N/A
(0/0)
100%
(2/2)
100%
(2/2)
N/A
(0/0)
N/A
(0/0)
0%
(0/1)

100%
(5/5)
100%
(7/7)
100%
(14/14)
93%
(13/14)
100%
(10/10)
50%
(2/4)

N/A
(0/0)
100%
(3/3)
100%
(2/2)
100%
(3/3)
100%
(4/4)
100%
(2/2)

100%
(2/2)
100%
(4/4)
100%
(8/8)
67%
(2/3) *
0%
(0/4) *
25%
(1/4)

*Perinatal Mortality Review Tool now in place. Process to be confirmed.
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Data for the length of time (workload for reviewer) taken to complete SJRs has been
collected from March 2018. Length of time taken by is shown by speciality in the table below:
Specialty
Emergency Department
Intestinal Failure
JVF ICU
Neurosurgery
PICU
Vascular Surgery
Grand Total

< 1 hour 1 - 2 hours
2

2 - 3 hours

> 3 hours

1*
1
2**
1
1
4

3

1

0

* Intestinal Failure reviewed a patient with a length of stay (LOS) of 17 days.
**Neurosurgery reviewed a patient death with an LOS of 102 days.

3. Potentially avoidable deaths
3.1. New cases identified – March 2018
There have been no cases identified as a potentially avoidable death (avoidability score of 13) in March 2018.
3.2. Potentially avoidable deaths – SI investigations completed in March 2018
There were no SI reports related to potentially avoidable deaths submitted to the CCG in
March 2018. N.B. Quarterly reports are submitted to this committee capturing the learning
themes from this category of SIs.
3.3. Percentage of avoidable deaths
The percentage of avoidability of all deaths in March 2018 is 0%. The distribution of
avoidability scores of the deaths reviewed are shown in the table below.
Definitely
avoidable
(1)

Evidence of
avoidability
(2)

Probably
avoidable
(3)

Possibly
avoidable,
not very
likely (4)

Oct-17

Slight evidence
of avoidability
(5)

Definitely
not
avoidable
(6)

1

7

Nov-17

2

2

2

12

Dec-17

4

1

2

21

Jan-18

2

4

15

Feb-18

2

1

12

Mar-18

1
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3.4 Percentage of avoidable Learning Disability deaths

The percentage of avoidability of all learning disability deaths in Quarter 3 2017/18 is 0%.
There are two outstanding SJRs for Quarter 4 2017/18. The distribution of avoidability scores
of the deaths reviewed are shown in the table below.
Avoidability of death scores

1

2

3

4

5

6

October 2017
November 2017

1

December 2017

3

January 2018

1

February 2018

2
3

March 2018

4. Structured judgement reviews triggered by family/carers
There have been no SJRs initiated by this route in March 2018.

5. Consultant training compliance
Of the SJRs completed for patients who had died in March 2018, 83% of SJRs were
reviewed by a consultant who had completed the SJR training. This data was taken from the
information on the SJR form.

6. Prevention of future death reports issued to Cambridge University Hospitals
There have been no Prevent Future Death orders for CUH in March 2018.

Board of Directors: 9 May 2018
Learning from Deaths
Page 5 of 11

Item 3.1 LFD monthly report

Cambridge University Hospitals NHS Foundation Trust

7. Learning
7.1 Overall quality of care
Scores allocated to the SJR section ‘Overall quality of care’ are displayed in the graph below
for all completed SJRs from October 2017 to March 2018. There are 12 outstanding SJRs for
this time period and will be reported in future meetings:
Overall care
October 2017 - March 2018
50
40
40

32

30
20
9

10

9

0
0
Very poor care (1)

Poor care (2)

Adequate care (3)

Good care (4)

Excellent care (5)

Of the nine SJRs identified in the graph above as poor care, three of which were judged to
be potentially avoidable deaths (avoidability score 3) and SI investigations were
commissioned.
7.2 Phases of care learning points (non-SIs) – Quarter 3, 2017/ 2018
Rates of care scored during phase 1 – admission and initial management

1 – very
poor care

2 - poor
care

October 2017

3 - adequate
care

4 - good
care

5 - excellent
care

1

3

4

8

8

November 2017
December 2017

0

1

2

8

13

1

3

19

25

Themes from cases where admission and initial management rates as less than adequate
included:
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Failure to identify patient history from nurse or ambulance crew and there was a focus of
sepsis which did not meet criteria for immediate treatment
ECG plan not on Epic and no evidence of it having been performed
A drain was performed later than usual and by doctor as specialist nurse on unexpected
leave.
Failure to follow recommended frequency of observations as per Trust policy, failure to
escalate, failure to document escalation, clerking notes did not document high NEWS or
frequency of observations, no formal decision made regarding resuscitation prior to
arrest and limited evidence in EMR or Epic of COPD and LVF

Rates of care scored during phase 2 – ongoing care

1 – very
poor care

2 - poor
care

3 - adequate
care

October 2017

4 - good
care

5 - excellent
care

1

2

November 2017

1

5

6

December 2017

1

6

12

2

12

20

0

0

Themes from cases where ongoing care rates as adequate included:



An opportunity to reconsider the appropriateness of escalation was missed and notes are
unclear whether the correct ABC approach was followed.
Limited record of observations in chart between periods of transfer to time of death.

Rates of care scored during phase 3 – care during a procedure

1 – very
poor care

2 - poor
care

3 - adequate
care

October 2017

4 - good
care

5 - excellent
care

2

3

November 2017

1

6

4

December 2017

1

2

5

2

10

12

0

0

Themes from cases where care during a procedure rates as adequate included:


No concerns were identified for either patient during a procedure. Standard observations
and procedures undertaken.
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Rates of care scored during phase 4 – perioperative care

1 – very
poor care

2 - poor
care

3 - adequate
care

4 - good
care

5 - excellent
care

October 2017

1

2

November 2017

1

2
3

December 2017

0

0

0

2

7

There were no cases where perioperative care was rated as adequate or lower. All cases were
rates as good or excellent during this phase.
Rates of care scored during phase 5 – end of life care

1 – very
poor care

2 - poor
care

3 - adequate
care

4 - good
care

5 - excellent
care

2

4

1

5

7

1

4

6

8

1

5

13

19

October 2017
November 2017
December 2017

0

Themes from cases where end of life care rates are less than adequate included:







Verbal orders for fluid bolus not documented and unclear whether patient received fluid
in timely manner
Patient was placed in side room for infection control purposes and may have meant her
deterioration was missed by nursing staff until a routine check, there was no remeasuring of respiratory or oxygen rates until peri-arrest
Patient came with community DNACPR but this was not updated on Epic and an
unnecessary CPR was performed
No evidence of bronchopneumonia or COPD on Epic as specified on death certificate
Advanced decision making would have been preferable given pre-morbid status
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Earlier consultation with palliative care team may have provided additional guidance
regarding end of life care as patient’s condition deteriorated over a period of weeks with
hallucinations, confusion and respiratory distress.

Rates of care received by patient - overall

1 – very
poor care

4 - good
care

5 - excellent
care

October 2017

3

4

November 2017

8

7

December 2017

0

2 - poor
care

3 - adequate
care

2

5

7

10

2

5

18

21

Themes from cases where rates of care received by patient overall are less than adequate
included:












Unclear interventions when patient was found to be hypoxic. According to the escalation
plan, NIV may have been an option at this stage. There is no evidence that this was
further considered to rule it in / out. A possibility of reviewing the trajectory / escalation
plan / informing NOK was missed but did not alter overall outcome.
It would have been good practice for the admitting doctors to have UFTO discussions
with the patient and her family. This would have given the patient the opportunity to say
whether she wished for attempts at further resuscitation and a further admission to
intensive care. This might have prevented the cardiac arrest call.
UFTO decision-making in last admission
Good care initially but average care immediately pre-death of patient
Patient was given the excellent active clinical care she received at the outset, offset by
the failure to follow the community DNACPR order such that she received unnecessary
CPR after she had died.
Failure to recognise and respond to NEWS score. Patient had a cardiac arrest but had an
initial successful outcome. Prior to this cardiac arrest the UFTO had not been
documented. As there was a lack of clarity about underlying pre-morbid condition it was
appropriate however for the patient to have been resuscitated. Areas of good practice
included well management resuscitation procedure with good senior clinician
involvement. Areas of improvement include handover of high NEWS on ward transfer
and between medical and nursing staff. This is not limited to the department involved.
Issues that will be raised at the next clinical governance meeting are safety of patients
undergoing paracentesis late in the day on RDU.
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8. LeDeR Programme
The Learning Disability Mortality Review (LeDeR) Programme is provided by Bristol University
and funded by NHS England. There are a number of key activities related to the programme:



Acts as a central point for the notification of deaths of people with learning disabilities
Supports local areas to review the deaths of people with learning disabilities, identify
learning and take forward lessons learnt into service improvements
Collates and shares anonymised information so that common themes, learning points
and recommendations can be identified and taken forward
Supports a number of priority themes (deaths of young people aged 18 – 24 (inclusive)
and deaths from Black and Minority Ethnic communities). These deaths will have a multiagency review.




9. Notification of Deaths to LeDeR
The LeDeR Programme commenced across Cambridgeshire and Peterborough on 01 May
2017: 16 deaths have been reported to LeDeR during the period 01 May 2017 – 05 April 2018.
Age distribution:



4 child deaths (4 years – 18 years)
12 adult deaths (19 years and above)

Deaths of patients from the age of 4-18 will be reported to, but will not be reviewed by LeDeR.
Instead, all child deaths (including those under the age of 4) will be reviewed under the national
Child Death Overview Process (CDOP). The following information has been received from Mark
Hall, Local Area Co Coordinator (LAC) for LeDeR for Cambridgeshire and Peterborough:







LAC has received notification of 13 deaths at Addenbrookes
1 review is completed
2 reviews in progress
10 reviews to be allocated
No deaths in the priority themed areas
No deaths reviewed, or under review have prompted multi agency review

10. Feedback from LeDeR
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General feedback from LeDeR indicates that there is currently no indication that deaths
reviewed or under review at Addenbrookes could have been avoided or that they could have
been amenable to earlier intervention. The one completed review has identified “best practice”
as follows: “the support that the family received at Addenbrookes was very good… the family felt
that they were supported very well during and after x death”. Care was noted to be excellent and
met current best practice.

11. Issues arising from LeDeR review process
Across Cambridgeshire and Peterborough there are a total of 20 reviews that remain
unallocated (a total of 34 deaths have been reported since 01 May 2017). Currently there are 18
trained reviewers for Cambridgeshire and Peterborough, less than half of those trained have
capacity at the present time to undertake reviews. This situation is mirrored across the region
and nationally. The Local Area Steering Group will meet on 30/04/2018; the LAC will seek
support for a solution including a proposal to fund a full time post to undertake reviews. The
issue of outstanding reviews has been raised with Bristol, however, not clear at this stage what
their response will be. There is no central government funding available for the programme.
Across this region all reviews have been quality checked and the feedback is that they are of a
high quality, but there are questions about the amount of detail that is collected.
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Ian Walker, Director of Corporate Affairs
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As above

Purpose

To receive the latest version of the Board
Assurance Framework.

Previously considered by

Risk Oversight Committee, 26 April 2018

Executive Summary
The Board Assurance Framework (BAF) provides a structure and process which enables the
Board of Directors to focus on the principal risks which might compromise the achievement
of the Trust’s strategic objectives. The BAF should identify the key controls which are in
place to manage and mitigate those risks and the sources of assurance available to the
Board regarding the effectiveness of the controls.
The April 2017 external review of Board governance concluded that the BAF should be
reframed to focus on a smaller number of key strategic risks, alongside the development of
a Corporate Risk Register (CRR) for the organisation. A revised version of the BAF was
received and approved on this basis by the Board in October 2017 and it was agreed that
the Board should in future receive the BAF on a quarterly basis, with Board committees
reviewing the respective risks assigned to them at each meeting. The latest version of the
BAF, for April 2018, is attached for review by the Board. An earlier draft was reviewed by
the Risk Oversight Committee at its meeting on 26 April 2018.
Related Trust objectives
Risk and Assurance
Related Assurance Framework Entries
Legal implications/Regulatory requirements
How does this report affect Sustainability?
Does this report reference the Trust's values
of “Together: safe, kind and excellent”?

All objectives
The report sets out the principal risks to
the achievement of the Trust’s strategic
objectives.
All BAF entries.
The BAF is a key document which informs
the Annual Governance Statement.
n/a
n/a

Action required by the Board of Directors
The Board is asked to receive and approve the latest version of the Board Assurance
Framework.
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Board of Directors
Board Assurance Framework
Ian Walker, Director of Corporate Affairs
Introduction
1. The Board Assurance Framework (BAF) provides a structure and process which
enables the Board of Directors to focus on the principal risks which might
compromise the achievement of the Trust’s strategic objectives. The BAF should
identify the key controls which are in place to manage and mitigate those risks and
the sources of assurance available to the Board regarding the effectiveness of the
controls.
2. The April 2017 external review of Board governance concluded that the BAF should
be reframed to focus on a smaller number of key strategic risks, alongside the
development of a Corporate Risk Register for the organisation. It also recommended
the development of a new Risk Management Strategy and Policy and the
establishment of an Executive-led Risk Oversight Committee to review risks on both
the CRR and the BAF.
3. The following progress has been made over the past year:






The new Risk Management Strategy and Policy was approved by the Board
of Directors in June 2017.
The Risk Oversight Committee, chaired by the Chief Executive and
comprising all members of the Management Executive, held its first meeting
in June 2017 and has since met on a monthly basis.
The initial version of the Corporate Risk Register (risks which cannot be
managed at divisional/corporate directorate level) has been produced and
continues to develop. It is reviewed on a monthly basis by the Risk
Oversight Committee.
The revised version of the BAF was approved by the Board of Directors at its
meeting on 11 October 2017 and it was agreed that the Board should receive
the BAF on a quarterly basis, with Board committees reviewing the
respective risks assigned to them at each meeting (which has taken place).

Development and review of the BAF
4. Each BAF risk is assigned an Executive Lead and a Board oversight committee
(either one of the Board committees or the Board itself). A key responsibility of the
committees, as embodied in their terms of reference, is to ensure that their work
programmes are informed by the relevant BAF risks and that they are able to satisfy
themselves, and in turn the Board of Directors, that appropriate assurance is being
sought and provided on the controls in place to manage the risk, and actions to
address gaps in control or assurance are being implemented.
5. Since October 2017, monthly reviews have been undertaken of each BAF risk – and
CRR risks – with the respective lead Executive Director. Proposed updates have
then been presented for review to the Risk Oversight Committee on a monthly basis
and the BAF entry has been updated accordingly.
Board of Directors: 9 May 2018
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6. The April 2018 version of the BAF is attached at Appendix 1. It incorporates updates
from the monthly reviews undertaken in March and April 2018.
7. There are currently 13 risks on the BAF, unchanged from the March 2018 version
received by the Board in March 2018.
8. A detailed log of monthly amendments and updates to the BAF as reviewed by the
Risk Oversight Committee is available to Board members on request. In summary,
the key issues and changes since the BAF was last received by the Board of
Directors are as follows:


As we enter the new financial year, the target risk scores have been reviewed
and recalibrated and the BAF has been updated to track the movement of risk
over the course of 2018/19.



001/18: an increase in the risk score from 12 (I4,L3) to 16 (I4,L4) to reflect
a re-assessment of delivery progress to date in terms of the STP, with a view
to progress in implementing the four priorities through 2018/19 reducing the
risk to a target level of 12 by March 2019.



002/18: no change in the current risk from 20 (I4,L5) with the target risk
score being set at 16 for July 2018 based on delivering sustained progress on
DTOC reduction. However, the risk is unlikely to reduce further below this
level until a significant increase in physical capacity is achieved.



011/17: an increase in risk score from 15 (I5,L3) to 16 (I4,L4) to reflect a
rebalancing between impact and likelihood, recognising that the risk is
formulated in terms of both IT infrastructure failure and cyber attack. The
likelihood of the former, based on experience of the past 12 months, is
greater than previously scored while the impact is judged to be less
significant than previously scored based on actual experience to date. The
target risk score is maintained at 16 over the next 12 months, pending the
outcome of the IT tender process.

9. As discussed at the previous Board meeting, for the majority of the BAF risks the
actual risk score was not reduced by March 2018 to the end of year target level
which was set back in September 2017. The Trust therefore continued to operate in
an environment of greater risk than was originally envisaged.
Following the
recalibration, the Board and Board committees will wish to track carefully progress in
implementing the actions to address gaps in control and assurance and whether
these are proving successful in reducing the risks to their target levels.
10. Of the 13 current BAF risks, there are eight rated at 20 or 16, as follows:









Capacity to manage patient flow (20)
Fire safety (20)
Estates backlog maintenance and statutory compliance priorities (20)
Redesign of models of care and patient pathways (16)
Sustainable workforce – recruitment and retention (16)
Achievement of the 2017/18 financial control total (16)
Structural deficit support (16)
IT resilience (16)

11. There is a further risk rated with a score of 15 in relation to quality governance.

Board of Directors: 9 May 2018
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12. The Trust’s risk scoring matrix is appended to the BAF for reference.
Recommendation
13. The Board of Directors is asked to receive and approve the latest version of the
Board Assurance Framework.

Board of Directors: 9 May 2018
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Board Assurance Framework: April 2018
BAF overview – ranked by current risk rating
Risk
ref.

Current
rating

007/18

20

007a/18

20

002/18

20

001/18

16

004/18

16

009/18

16

010/18

16

011/18

16

005/18

15

003/18

12

006/18

12

008/18

12

012/18

12

Risk description

There is insufficient capital funding and decant capacity to address estates backlog maintenance and statutory
compliance priorities (including infection) which impacts on safety and continuity of clinical service delivery.
Inadequate fire safety arrangements and plans impact on patient and staff safety and continuity of clinical
service delivery.
The Trust has insufficient capacity to sustain timely and effective emergency and elective patient flow through
its hospitals which impacts on waiting times, safety and patient experience.
The Trust does not work sufficiently effectively with partners to organise and redesign models of care and
patient pathways which impacts on continuity of service delivery and the ability to manage demand for
hospital services.
As a result of recruitment and retention challenges, the Trust does not have adequate staffing which impacts
on the delivery of safe and responsive services for our patients.
As a result of slippage against its activity and CIP plans, the Trust does not achieve its financial plan for
2018/19.
As a result of not achieving system-wide service redesign and securing support for the structural element of
the financial deficit, the Trust does not achieve a position of financial sustainability by 2020 which impacts on
its ability to improve services for patients.
There is insufficient resilience in the Trust’s IT network and technology platform given the reliance on
electronic patient information to cope with IT infrastructure failures or a cyber attack which impacts on the
delivery of safe and effective services for patients.
The Trust does not continue to maintain its focus on quality governance and improvement metrics in the postSpecial Measures period which may lead to increased variation in services and impact on sustained and
consistent delivery of high quality care.
As a result of insufficient planning and testing, the Trust is not adequately prepared to deal with a major
incident or emergency.
The culture and climate of the organisation is not conducive to high levels of staff engagement and
empowerment which impacts on staff morale, staff-led quality improvement and patient experience.
As a result of not having a well-developed estates strategy and masterplan aligned with the Trust’s
organisational and clinical strategy, decisions on estates and infrastructure investment are delayed and/or suboptimal for the long term.
The Trust does not maximise the opportunities of working with Campus partners and other stakeholders to
harness the benefits of the biomedical campus and life sciences for its patients and the wider NHS.

Lead
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Board monitoring committee
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Officer
Chief Finance
Officer
Chief Operating
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Performance Committee
Quality Committee
Board of Directors
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Committee
Performance Committee

Director of
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Audit Committee
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Performance Committee
Board of Directors
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BAF risk

001/18

The Trust does not work sufficiently effectively with partners to organise and redesign models of care and patient
pathways which impacts on continuity of service delivery and the ability to manage demand for hospital services.

Strategic theme

ST2: Working with our communities

Lead Executive

Latest review date

April 2018

Board monitoring committee

Risk rating

Impact

Initial (Sep 17)
Current (Apr 18)
Target (Mar 19)

Likelihood

3
4
4

Total

3
4
3

Change
since last
month

9
16
12

Current risk
rating:

16

Director of Strategy and Major
Projects
Board of Directors

Related BAF and Corporate Risk Register entries
ID

Score

BAF 002/18
BAF 012/18
CR 18

20
12
12

Summary risk description
Capacity to manage patient flow
Maximise benefits of Biomedical Campus and life sciences
Cambridge Transition Programme (Papworth)

Key controls
What are we already doing to manage the risk?
1. Participation in STP through Delivery Groups and Health and Care
Executive.
2. CCG CEO has Accountable Officer responsibilities for STP process.
3. STP Programme Board comprising Chairs and Chief Executives.
4. Focus on key priorities for 2018/19: DTOC, ED, finance and locality model.
5. Working with partners on local delivery models for local populations,
including primary and community care.
6. Fortnightly meetings with Papworth chaired by the two Chief Executives in
addition to regular working group meetings.

Assurances on controls
How do we gain assurance that the controls are working?
1. STP Programme Board and Health and Care Executive meetings.
2. Monthly A&E Delivery Board with partners, with reporting to Performance
Committee and Board of Directors via Integrated Report.
3. Reports to Board of Directors on STP (six-monthly) and Papworth (quarterly).
4. Oversight of progress on workforce redesign plans by Workforce and Education
Committee.
5. STP progress rating by NHS England: ‘Category 2 – Advanced’.

Gaps in control
C1. Need to increase clinical
engagement.
Note: DTOCs covered under BAF 002/18

Actions to address gaps in controls and assurances
C1. Continue to engage clinicians in co-design and
implementation.
A1. Develop and implement evaluation methodology.

Risk score

Mar 18
12

Apr 18
16

Gaps in assurance
A1. Need for clear success criteria
and metrics.

May 18

Jun 18

Jul 18

Aug 18

Sep 18

Oct 18

Nov 18

Dec 18

Jan 19

Due date
Ongoing
November 2018
Feb 19

Mar 19
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002/18

Strategic theme
Latest review date
Risk rating

The Trust has insufficient capacity to sustain timely and effective emergency and elective patient flow through its
hospitals which impacts on waiting times, safety and patient experience.
ST1: Improving patient journeys
April 2018
Impact

Initial (Sep 17)
Current (Apr 18)
Target (Jul 18)

Likelihood

5
4
4

4
5
4

Total

Lead Executive
Board monitoring committee
Change
since last
month

20
20
16

Current risk
rating:

20

Chief Operating Officer
Performance Committee

Related BAF and Corporate Risk Register entries
ID

Score

Summary risk description

CR 05/08
BAF 001/18
BAF 004/18

20/16
16
16

Insufficient capacity across the Trust/adequacy of winter plans
Redesign models of care and patient pathways
Recruitment and retention challenges

Key controls
What are we already doing to manage the risk?
1. Physical Capacity Plan for 2018/19 based on Trust modelling.
2. Winter Plan (including flu plan) for 2018 – including lessons from 2017.
3. Detailed escalation plans in response to capacity shortages.
4. ED streaming service in place.
5. Work of Physical Capacity Steering Group on future plans.
6. Development of plans for Cancer & Children’s Hospitals – inc bed capacity.
7. System-wide DTOC plan in place and twice daily conference calls with
system partners at Chief Executive level.
8. System Director in post.

Assurances on controls
How do we gain assurance that the controls are working?
1. Oversight by Physical Capacity Steering Group chaired by COO.
2. A&E Delivery Board chaired by Chief Executive with system partners.
3. Paper on 2018/19 capacity plan to Board in March 2018.
4. Monthly meetings of Board Performance Committee to seek assurance on all
aspects of operational performance.
5. Monthly review of Integrated Performance Report by Board of Directors.
6. Bi-monthly Performance Review Meetings with NHSI.

Gaps in control
C1. Medium-term capacity plans not
yet fully developed.
C2. DTOCs not reduced to trajectory
(target risk score based on reduction by
summer 2018).

Actions to address gaps in controls and assurances
C1. Medium-term options for ward reconfiguration and modular
build alongside work on ED expansion business case and
additional capacity outside the hospital.
C2. Additional internal actions (DTOC patient programme) and
acceleration of system initiatives/additional domiciliary packages.

Risk score

Mar 18
20

Apr 18
20

Gaps in assurance

May 18

Jun 18

Jul 18

Aug 18

Sep 18

Oct 18

Nov 18

Dec 18

Jan 19

Due date
August 2018

Feb 19

Ongoing

Mar 19
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003/18

Strategic theme
Latest review date
Risk rating

As a result of insufficient planning and testing, the Trust is not adequately prepared to deal with a major incident or
emergency.
ST1: Improving patient journeys
April 2018
Impact

Initial (Sep 17)
Current (Apr 18)
Target (Jul 18)

Likelihood

4
4
4

3
3
2

Total

Lead Executive
Board monitoring committee
Change
since last
month

12
12
8

Current risk
rating:

12

Chief Operating Officer
Performance Committee

Related BAF and Corporate Risk Register entries
ID

Score

BAF 011/18

15

Summary risk description
IT resilience

Key controls
What are we already doing to manage the risk?
1. Emergency Preparedness, Resilience and Response (EPRR) Strategy.
2. Major Incident Plan (MIP) and Critical Incident Procedure.
3. Trust Resilience Manager in post.
4. Training for Gold, Silver and Bronze commanders on roles and
responsibilities - all Gold Directors have attended NHSE Regional Training
and one-to-one session with Trust Resilience Manager.
5. Exercises (internal and system wide) to test resilience of plans.
6. Regular liaison meetings with system partners to ensure learning and
sharing of best practice.

Assurances on controls
How do we gain assurance that the controls are working?
1. EPRR Steering Group chaired by the COO as Executive Lead.
2. Nominated Non Executive Director with oversight of EPRR.
3. Biannual assurance reports to the Board’s Performance Committee.
4. Report to Board of Directors in July 2017 following London/Manchester
incidents.
5. External review of EPRR commissioned by COO and undertaken in March 2017.
6. Annual EPRR Core Standards assurance process including external visit by
NHSE/NHSI – latest took place on 10 October 2017.

Gaps in control
C1. Full ‘live’ major incident exercise to be undertaken.
C2. Review of MIP to incorporate issues identified from
NHSE regional Training.
C3. External review identifies need to review resourcing
to support Resilience Manager post.

Actions to address gaps in controls and assurances
C1. Full ‘live’ exercise to be undertaken and reported.
C2. Revise Trust MIP and approve via Emergency Planning
Committee.
C3. Management Executive agreed review of support
arrangements across Divisions to be led by COO.

Risk score

Mar 18
12

Apr 18
12

May 18

Jun 18

Gaps in assurance

Jul 18

Aug 18

Sep 18

Oct 18

Nov 18

Dec 18

Jan 19

Due date
June 2018
May 2018
May 2018
Feb 19

Mar 19
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004/18

Strategic theme
Latest review date

Risk rating

Initial (Sep 17)
Current (Apr 18)
Target (Mar 19)

As a result of recruitment and retention challenges, the Trust does not have adequate staffing which impacts on the
delivery of safe and responsive services for our patients.
ST3: Strengthening the organisation
April 2018

Impact

4
4
4

Likelihood

4
4
3

Total

16
16
12

Lead Executive
Board monitoring committee

Change
since last
month

Director of Workforce
Workforce and Education
Committee

Current risk
rating:

16

Related BAF and Corporate Risk Register entries
ID

Score

BAF 001/18
BAF 002/18
BAF 006/18
CR 15/17

Key controls
What are we already doing to manage the risk?
1. Continued multi-channel recruitment – local, national and overseas, with
nursing pipeline currently delivering as anticipated driven by reliance on
overseas recruitment.
2. Payment of retention and other premia for specific staff groups (e.g.
Theatre ODPs), linked to training and development.
3. Short-term reductions in capacity as required to maintain patient safety
where there are staffing shortages.
4. Prioritisation of education and training within constrained budgets.
5. Provision of support to staff non-UK staff in context of Brexit concerns.
6. Active membership of NHSI-led national group on nursing recruitment and
retention.
7. Joint working with Papworth to minimise recruitment and retention risks
associated with Papworth’s move to the Campus in autumn 2018.
8. Establishment of Sustainable Workforce Improvement Team including 2-5
year programme on enhancing supply, including use of Apprenticeship
Levy. Launch of Nurse Apprenticeship Degree Programme.
9. Partnership working on transport links and affordable housing – progress
on Cambridge South station plans and access to affordable housing.

16
20
12
12

Summary risk description
Working with partners on models of care and pathways
Capacity to manage patient flow
Staff engagement and empowerment
Nurse staffing/skilled workforce

Assurances on controls
How do we gain assurance that the controls are working?
1. Monthly nursing/midwifery safe staffing report to Board of Directors, including
tracking of ‘Black’ wards through safe staffing Board report from Chief Nurse.
2. Monthly data in Integrated Performance Report on turnover, vacancies,
bank/agency fill rates/etc. reviewed by Performance Committee and Board.
3. Staff Survey (annual and quarterly FFT) feedback on retention issues.
4. Quarterly reporting to the Board by the Guardian of Safe Working in respect of
junior doctors.
5. Workforce and Education Strategy Committee oversight (quarterly).
6. NHSI Performance Review Meetings (bimonthly).
7. Quarterly reporting to the Board on Cambridge Transition Plan (Papworth
move).
8. Board Seminar in November 2017 on Sustainable Workforce.

5
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Gaps in control
C1. No recognition in national pay
framework for regional variations in
cost of living.
C2. Lack of affordable housing in the
City and surrounding areas.
C3. Difficulty in accessing the Campus
– impact on staff retention.
C4. Links with local education
providers to help shape training
provision.
C5. Redesign of roles, e.g. ODPs,
Physician Assistants.
C6. Difficulty in obtaining Tier 2 visas
for doctors from overseas.
C7. Productive nursing vacancy rate
remains high into 2019 due to 6-9
month lag effect from overseas
recruitment.
Risk score

Mar 18
16

Apr 18
16

Gaps in assurance

May 18

Jun 18

Actions to address gaps in controls and assurances
C1. Ongoing discussions at regional and national level.
C2. Discussions underway with local authority and other
providers to identify scope to increase access to
affordable/key worker housing.
C3a. Travel and transport view including reapplication for car
parking eligibility for staff and options for alternative means of
travel to the campus.
C3b. Work with partners to lobby for campus transport
infrastructure improvements and planning for Cambridge
South Rail Station.
C4. Strengthen links with Anglia Ruskin University and
University of East Anglia.
C5. CUH Together Improvement Teams or pathways to
redesign roles.
C6. Lobbying for greater flexibility including through local MPs.
C7. Detailed tracking of pipeline and matching of demand and
supply through bank and agency use.

Jul 18

Aug 18

Sep 18

Oct 18

Nov 18

Dec 18

Jan 19

Due date
Ongoing
Ongoing
April to
September
2018
Ongoing

Ongoing
Ongoing
Ongoing
Ongoing

Feb 19

Mar 19
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005/18

Strategic theme
Latest review date
Risk rating

The Trust does not continue to maintain its focus on quality governance and improvement metrics in the post-Special
Measures period which may lead to increased variation in services and impact on sustained and consistent delivery of
high quality care.
ST3: Strengthening the organisation
April 2018
Impact

Initial (Sep 17)
Current (Apr 18)
Target (Mar 19)

Likelihood

5
5
5

Total

3
3
2

Lead Executive
Board monitoring committee
Change
since last
month

15
15
10

Current risk
rating:

15

Chief Nurse
Quality Committee

Related BAF and Corporate Risk Register entries
ID

Score

Summary risk description

8

Board to ward governance

CR 11

Key controls
What are we already doing to manage the risk?
1. Quality Improvement Plan in place and updated regularly with leads
identified.
2. Revised Quality Plan currently in development.
3. Revised quality governance structure (including at divisional level) agreed
by ME in October 2017 and February 2018.
4. Divisional Board meetings review of quality indicators.
5. Regular meetings between Chief Nurse and CQC lead inspector.
6. Trust-wide communications on new CQC inspection regime.

Assurances on controls
How do we gain assurance that the controls are working?
1. Monthly monitoring of Quality Improvement Plan by Quality Steering Group.
2. Performance Committee assurance on performance, including quality.
3. Oversight of Quality Plan by Quality Committee and Board of Directors.
4. Reporting on progress through the Quality Account.
5. Well-led internal assessment undertaken in 2017/18 Q4.
6. Bi-monthly Performance Review Meetings with NHSI.
7. Peer review visits to clinical area, including NEDs and Governors.
8. CQC inspection findings.

Gaps in control
C1. Lack of consistency in application of
roles, responsibilities and accountability.
C2. Publication of Quality Plan.
C3. Scope to improve data quality.

Actions to address gaps in controls and assurances
C1. Development and execution of Accountability Framework
for the Trust, led by COO and Director of Corporate Affairs.
C2. Scheduled for Quality Committee and Board in May 2018.
C3. Further develop Business Intelligence/informatics capability.
A1. Findings from CQC Well-Led review.

Risk score

Mar 18
15

Apr 18
15

Gaps in assurance
A1. Awaiting CQC Well-Led
Review.

May 18

Jun 18

Jul 18

Aug 18

Sep 18

Oct 18

Nov 18

Dec 18

Jan 19

Due date
May 2018
May 2018
tbc
tbc

Feb 19

Mar 19
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006/18

Strategic theme
Latest review date

Risk rating

The culture and climate of the organisation is not conducive to high levels of staff engagement and empowerment
which impacts on staff morale, staff-led quality improvement and patient experience.
ST3: Strengthening the organisation
April 2018

Impact

Initial (Sep 17)
Current (Apr 18)
Target (Mar 19)

Likelihood

4
4
4

3
3
3

Total

Lead Executive
Board monitoring committee

Change
since last
month

12
12
12

Current risk
rating:

12

Director of Workforce
Workforce and Education
Committee

Related BAF and Corporate Risk Register entries
ID

Score

BAF 002/18
BAF 004/18
BAF 007/18

20
16
20

Summary risk description
Capacity to manage patient flow
Recruitment and retention
Capital funding and estates backlog

Key controls
What are we already doing to manage the risk?
1. Recruitment and retention plans.
2. Leadership and development programmes across the organisation.
3. Start Well/Stay Well plans for staff experience.
4. Strategy awareness and programme of staff-led improvement.
5. Internal communications and engagement channels including 08:27, Chair
and CEO briefings, CEO newsletter, CUH Daily, social media, etc.
6. Visits by Executive Team to wards and departments and Exec ‘drop-ins’.
7. Workforce Race Equality Plan – approved by Board in September 2017.
8. Freedom to Speak Up Guardian role.

Assurances on controls
How do we gain assurance that the controls are working?
1. Annual staff survey results.
2. Quarterly Staff FFT results including responses to local questions.
3. Monitoring by Equality, Diversity and Dignity Steering Group.
4. Oversight by Workforce and Education Strategy Committee.
5. Quarterly updates on CUH Together to Board of Directors.
6. Biannual reporting to the Board of Directors on Freedom to Speak Up.
7. CQC Well-led internal assessment in 2017/18 Q4.

Gaps in control
C1. Development of Accountability Framework.
C2. Issues of harassment and bullying
highlighted in staff survey.
C3. Impact on retention of concerns about
transport.

Actions to address gaps in controls and assurances
C1. Framework under development for report to Board.
C2. Implementation of staff survey action plan including
action plan on bullying.
C3. Travel and transport review including car parking
reapplication process and alternative transport options.

Risk score

Mar 18
12

Apr 18
12

May 18

Gaps in assurance

Jun 18

Jul 18

Aug 18

Sep 18

Oct 18

Nov 18

Dec 18

Jan 19

Due date
May 2018
Ongoing
April to
September 2018
Feb 19

Mar 19
8

Cambridge University Hospitals NHS Foundation Trust
Board Assurance Framework: April 2018
BAF risk

007/18

Strategic theme
Latest review date

Risk rating

There is insufficient capital funding and decant capacity to address estates backlog maintenance and statutory
compliance priorities (including infection) which impacts on safety and continuity of clinical service delivery.
ST3: Strengthening the organisation
April 2018

Impact

Initial (Sep 17)
Current (Apr 18)
Target (Mar 19)

Likelihood

5
5
5

4
4
3

Total

Lead Executive
Board monitoring committee

Change
since last
month

20
20
15

Current risk
rating:

20

Chief Finance Officer
Performance Committee
Quality Committee

Related BAF and Corporate Risk Register entries
ID

Score

CR 03
CR 07
BAF 002/18

15
20
20

Summary risk description
Water quality
Infection control
Capacity to manage patient flow

Key controls
What are we already doing to manage the risk?
1. Estates Condition Survey completed and documented with risk ratings.
Oversight by externally-appointed Authorising Engineers. Planning the
introduction of use of the Premises Assurance Model (PAM).
2. Capital programme for 2018/19 prioritised including provision for High
Voltage system, backlog maintenance/upgrades to specific areas.
3. Immediate works on fire compartmentation in high risk areas (007a/18).
4. Water quality mitigations in place including water safety plan, testing and
targeted flushing.

Assurances on controls
How do we gain assurance that the controls are working?
1. Work of Physical Capacity Steering Group to develop capacity plans for
2018/19 and 2019/20 – see risk 002/18. Discussed by Board in March 2018.
2. Capital Advisory Board reviews capital priorities, reporting to ME.
3. Biannual assurance reports to the Board’s Performance Committee on estates.
4. Fire safety – see BAF 007a/18.
5. Infection control and health and safety – assurance reports to the Board’s
Quality Committee.

Gaps in control
C1. Shortfall in capital funding for 2018/19 priorities.
C2. Six Facets survey required.

Actions to address gaps in controls and assurances
C1. Ongoing dialogue with NHSI to secure funding. Board
agreement to proceed with essential spend.
C2. Commission and deliver Six Facets Survey.

Risk score

Mar 18
20

Apr 18
20

May 18

Jun 18

Gaps in assurance

Jul 18

Aug 18

Sep 18

Oct 18

Nov 18

Dec 18

Jan 19

Due date
Ongoing
December 2018
Feb 19

Mar 19
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007a/18

Strategic theme
Latest review date
Risk rating

Initial (Dec 17)
Current (Apr 18)
Target (Mar 19)

Inadequate fire safety arrangements and plans impact on patient and staff safety and continuity of clinical service
delivery.
ST3: Strengthening the organisation
April 2018
Impact

5
5
5

Likelihood

4
4
4

Total

20
20
20

Lead Executive
Board monitoring committee
Change
since last
month

Chief Finance Officer
Board of Directors

Current risk
rating:

20

Related BAF and Corporate Risk Register entries
ID

Score

BAF 002/18
BAF 007/18

Key controls
What are we already doing to manage the risk?
1. Fire policy, protocols and risk assessments in place for all areas.
2. Fire Safety Team and Fire Response Team in place.
3. Fire aspiration system for Level 1 integrated to the Trust's fire alarm
system has been implemented.
4. Plans for upgrade of fire alarm system developed and works commenced
(75% of detectors upgraded to date).
5. Evacuation strategy and plan and equipment in place, including two fire
evacuation lifts in A Block.
6. New fire extinguisher contract in place.
7. Fire safety awareness training in place – 92% compliance rate.
8. 2018/19 capacity plan including decant provision to progress high priority
fire improvement works.
9. Improvement Plan in development in liaison with Cambridgeshire Fire and
Rescue Service (CFRS) based on a two-stage approach and focused around
compartmentation, evacuation and the fire alarm system. Includes
immediate ‘find-and-fix’ element of fire stopping for designated ‘hazard
rooms’.

20
20

Summary risk description
Capacity to manage patient flow
Capital funding and estates backlog

Assurances on controls
How do we gain assurance that the controls are working?
1. Weekly Director-led meetings to oversee development of Improvement Plan.
2. Weekly updates to the Management Executive to provide executive oversight.
3. Monthly updates to the Board of Directors to provide updates and assurance
on plans.
4. Work of Physical Capacity Steering Group to develop capacity plans for
2018/19 and 2019/20 – see risk 002/17.
6. Capital Advisory Board reviews capital priorities, reporting to ME.
7. Biannual assurance reports to the Board’s Performance Committee on estates.
8. Review of Trust plans by CFRS. Monthly meetings scheduled.
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Gaps in control
C1. Fire Improvement Plan to be finalised and agreed
with CFRS.
C2. Significant shortfall in capital funding for 2018/19.
C3. Decant capacity not yet fully identified to allow
work on fire compartmentation.

Risk score

Mar 18
20

Apr 18
20

May 18

Jun 18

Gaps in assurance
A1. Improvement
Plan to be further
reviewed with
CFRS.

Jul 18

Aug 18

Actions to address gaps in controls and assurances
C1. And A1. Ongoing discussions with CFRS – updates provided
to Board on a monthly basis.
C2. Board agreement in December 2017 to proceed with
capital expenditure as required to deliver agreed Improvement
Plan.
C3. Work in progress overseen by Physical Capacity Steering
Group.
Sep 18

Oct 18

Nov 18

Dec 18

Jan 19

Due date
Ongoing
Ongoing
Ongoing

Feb 19

Mar 19

11

Cambridge University Hospitals NHS Foundation Trust
Board Assurance Framework: April 2018
BAF risk

008/18

Strategic theme
Latest review date
Risk rating

As a result of not having a well-developed estates strategy and masterplan aligned with the Trust’s organisational and
clinical strategy, decisions on estates and infrastructure investment are delayed and/or sub-optimal for the long term.
ST3: Strengthening the organisation
April 2018
Impact

Initial (Sep 17)
Current (Apr 18)
Target (Mar 19)

Likelihood

3
3
3

4
4
2

Total

Lead Executive
Board monitoring committee
Change
since last
month

12
12
6

Current risk
rating:

12

Chief Finance Officer
Board of Directors

Related BAF and Corporate Risk Register entries
ID

Score

BAF 012/18

12

Summary risk description
Working with Campus partners and stakeholders

Key controls
What are we already doing to manage the risk?
1. 1-3 year estates strategy approved by the Board in September 2017.
2. Trust Strategy refresh undertaken during 2017/18 Q4 and 2018/19 Q1.
3. Capacity plan for 2018/19 developed.
4. Joint working with Campus partners on Forum development including
Cancer Research Hospital; and on Children’s Hospital SOC.
5. Phase 1 of Estates Masterplan Refresh completed in March 2018.

Assurances on controls
How do we gain assurance that the controls are working?
1. All major business cases reviewed by Investment Committee chaired by the
Chief Finance Officer; and business cases >£4m reviewed by the Board.
2. Board review of Cancer Research Hospital OBC in December 2017 and
agreement on next steps.
3. Board approval of Children’s Hospital SOC in November 2017.
4. CUH Estates Masterplan Refresh discussed by Board in March and April 2018.

Gaps in control
C1. Wider Campus masterplanning
exercise to follow.

Gaps in assurance

Actions to address gaps in controls and assurances
C1. Wider campus masterplanning to be undertaken in
2018/19.

Risk score

May 18

Mar 18
12

Apr 18
12

Jun 18

Jul 18

Aug 18

Sep 18

Oct 18

Nov 18

Dec 18

Jan 19

Due date
tbc

Feb 19

Mar 19
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BAF risk

009/18

As a result of slippage against its activity and CIP plans, the Trust does not achieve its financial plan for 2018/19.

Strategic theme
Latest review date

ST3: Strengthening the organisation
April 2018

Risk rating

Impact

Initial (Sep 17)
Current (Apr 18)
Target (Mar 19)

Likelihood

4
4
4

4
4
3

Total

Lead Executive
Board monitoring committee
Change
since last
month

16
16
12

Current risk
rating:

16

Chief Finance Officer
Performance Committee

Related BAF and Corporate Risk Register entries
ID

Score

BAF 002/18
BAF 004/18
BAF 010/18

20
16
16

Summary risk description
Emergency and elective flow
Recruitment and retention
Achieving financial sustainability

Key controls
What are we already doing to manage the risk?
1. Financial control framework as set out in Standing Financial Instructions.
2. Budget holder training.
3. Guaranteed Income Contract for 2018/19.
4. 2018/19 CIP programme in place with clear divisional/workstream targets.
5. Programme Management Office resourced and tracking delivery.
6. Monthly Executive Performance Review Meetings with divisions.

Assurances on controls
How do we gain assurance that the controls are working?
1. Monthly oversight of performance against financial plan by Imprtovement
Steering Group (ISG) chaired by Chief Executive, informed by established suite
of PMO reports.
2. Monthly review of financial performance by NED-chaired Performance
Committee and Board of Directors.
3. NHSI Performance Review Meetings (bi-monthly).

Gaps in control
C1. Financial plan and control total
for 2018/19 to be finalised.

Gaps in assurance

Actions to address gaps in controls and assurances
C1. Ongoing discussions with NHSI.

Risk score

May 18

Mar 18
16

Apr 18
16

Jun 18

Jul 18

Aug 18

Sep 18

Oct 18

Nov 18

Dec 18

Jan 19

Due date
Ongoing

Feb 19

Mar 19
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BAF risk

010/18

Strategic theme
Latest review date
Risk rating

As a result of not achieving system-wide service redesign and securing support for the structural element of the
financial deficit, the Trust does not achieve a position of financial sustainability by 2020 which impacts on its ability to
improve services for patients.
ST3: Strengthening the organisation
April 2018
Impact

Initial (Sep 17)
Current (Apr 18)
Target (Mar 19)

Likelihood

4
4
4

3
4
4

Total

Lead Executive
Board monitoring committee
Change
since last
month

12
16
16

Current risk
rating:

16

Chief Finance Officer
Performance Committee

Related BAF and Corporate Risk Register entries
ID

Score

BAF 009/18

16

Summary risk description
Achievement of 2018/19 financial plan

Key controls
What are we already doing to manage the risk?
1. Financial control framework as set out in Standing Financial Instructions.
2. 2018/19 CIP programme in place with clear divisional/workstream targets.
3. Programme Management Office resourced and tracking delivery.
4. Review of financial performance on a monthly basis via Executive
Performance Review Meetings with divisions.
5. Ongoing discussions with NHSI and Department of Health on support for
the structural element of the deficit (debt restructuring and eHospital).

Assurances on controls
How do we gain assurance that the controls are working?
1. Monthly oversight of performance against financial plan by Finance Steering
Group chaired by Chief Executive, informed by established suite of PMO
reports.
2. Monthly review of financial performance by NED-chaired Performance
Committee and Board of Directors.
3. NHSI Performance Review Meetings (bi-monthly).
4. Board review of progress against longer-term financial plan.
5. Board decision on IT re-tender and updates on eHospital and Forum.

Gaps in control
C1. Long-term financial model (LTFM) requires refresh.
C2. Uncertainty on prospects for structural deficit
support.
C3. Financial implications of STP work programme and
priorities.

Actions to address gaps in controls and assurances
C1. Refresh LTFM and align with strategy.
C2. Ongoing discussions with NHSI and DH.
C3. Development of STP financial plan.

Risk score

Mar 18
16

Apr 18
16

May 18

Jun 18

Gaps in assurance

Jul 18

Aug 18

Sep 18

Oct 18

Nov 18

Dec 18

Jan 19

Due date
July 2018
Ongoing
Ongoing

Feb 19

Mar 19
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BAF risk

011/18

There is insufficient resilience in the Trust’s IT network and technology platform given the reliance on electronic patient
information to cope with IT infrastructure failures or a cyber attack which impacts on the delivery of safe and effective
services for patients.

Strategic theme

ST3: Strengthening the organisation

Lead Executive

Latest review date

April 2018

Board monitoring committee

Risk rating

Initial (Sep 17)
Current (Apr 18)
Target (Mar 19)

Impact

5
4
4

Likelihood

3
4
4

Total

15
16
16

Change
since last
month

Director of Improvement and
Transformation
Audit Committee
Quality Committee

Current risk
rating:

16

Related BAF and Corporate Risk Register entries
ID

Score

BAF 003/18

Key controls
What are we already doing to manage the risk?
1. Information security policy and guidelines.
2. eHospital team in place.
3. Appointment of Director of Digital from November 2017.
4. Network security and antivirus/malware/data loss protection in place with
regular application of upgrades/patches.
5. Incident response plan and detailed business continuity plans in place.
6. Retendering of Commodity IT services with enhanced specifications.
7. Weekly CareCert Security notification received and issued to Technical
Support suppliers - IT Leads and eHospital support teams for information
and where appropriate action.
8. Formal Desktop and server patching process and deployment put in place.
9. Removal of Windows XP desktop PCs (where operationally able).
10. Identification of legacy server Operating Systems and reviewing
opportunity to upgrade to current and or supported level.
11.Formal review of all requests for new desktop or server Applications to
ensure that they are operationally necessary and that they conform to
current support standards.

12

Summary risk description
Emergency planning and resilience

Assurances on controls
How do we gain assurance that the controls are working?
1. Internal Cyber Security group formed - meets bi-weekly. Purpose is to define
and manage the Cyber Security plan - review issues and notifications and
provide a framework of assurance that the Trust has the appropriate level of
security in place. Reporting to Information Governance and Security Steering
Group.
2. Biannual assurance reports to the Board's Performance Committee.
3. Review and report to the Board of Directors in June 2017 on impact on the
Trust of May 2017 national cyber-attack.
4. Bi-monthly reporting to the Board of Directors on Commodity IT retender.
5. Cyber security audit and report – February 2018.
6. Business continuity response to March 2018 IT outages.

15
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Gaps in control
C1. Known gaps which are dependent
upon revisions to or retendering of
Commodity IT.
C2. Better national understanding
required of IT security issues with respect
to medical devices.
C3. Actions resulting from February 2018
cyber security audit.
Risk score

Mar 18
15

Apr 18
16

Gaps in assurance
A1. Cyber security reporting to
the Board.

May 18

Jun 18

Jul 18

Aug 18

Actions to address gaps in controls and assurances
C1. Procurement process in progress.
C2. Subject to national discussions.
C3. Action plan being developed and discussed with IT
provider.
A1. Report scheduled to the Audit Committee on cyber
security.

Sep 18

Oct 18

Nov 18

Dec 18

Jan 19

Due date
tbc
Ongoing
May 2018
May 2018

Feb 19

Mar 19
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BAF risk

012/18

The Trust does not maximise the opportunities of working with Campus partners and other stakeholders to harness the
benefits of the biomedical campus and life sciences for its patients and the wider NHS.

Strategic theme

ST4: Contributing nationally and internationally

Lead Executive

Latest review date

April 2018

Board monitoring committee

Risk rating

Impact

Initial (Sep 17)
Current (Apr 18)
Target (Mar 19)

Likelihood

4
4
4

3
3
2

Total

Change
since last
month

12
12
8

Current risk
rating:

12

Director of Strategy and Major
Projects
Board of Directors

Related BAF and Corporate Risk Register entries
ID

Score

BAF 001/18
BAF 004/18
BAF 008/18

16
16
12

Summary risk description
Redesign models of care and patient pathways
Recruitment and retention challenges
Estates strategy and masterplan

Key controls
What are we already doing to manage the risk?
1. Input to development of national Life Sciences Industrial Strategy and
identification of clear Cambridge priorities – request to submit data hub
business case.
2. Chief Executive on Life Sciences Industrial Strategy Implementation Board.
3. Membership of Cambridge University Health Partners (CUHP).
4. Appointment of Director of Major Projects from January 2018.
5. Joint working with Campus partners on Cancer Research Hospital.
6. Membership of Global Digital Exemplar programme.

Assurances on controls
How do we gain assurance that the controls are working?
1. Chief Executive attendance at CUHP Board meetings.
2. Update provided to the Board on CUHP and Life Sciences in May 2018.
3. Board update on Forum and Cancer Research Hospital in October 2017; OBC
decision in December 2017.
4. Estates Masterplan Refresh Phase 1 presented to Board in April 2018.

Gaps in control
C1. Greater organisation of the Campus required.
C2. Better coordination and facilitation of
innovation in the Trust and across the campus.
C3. Work on Phase 2 Campus masterplan.
C4. Exploring Cancer Research Hospital funding.
C5. Development of Digital Strategy.

Actions to address gaps in controls and assurances
C1. and A1. Development of Campus management company.
C2. Work with CUHP on attracting med tech companies, etc.
C3. Phase 2 campus masterplan - timing to be confirmed.
C4. Cancer Research Hospital OBC to Board.
C5. Digital Strategy to be discussed by Board.

Risk score

Mar 18
12

Apr 18
12

May 18

Gaps in assurance
A1. Campus governance
requires strengthening.

Jun 18

Jul 18

Aug 18

Sep 18

Oct 18

Nov 18

Dec 18

Jan 19

Due date
tbc
Ongoing
tbc
June 2018
June 2018

Feb 19

Mar 19
17
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Annex A: Trust risk scoring matrix and grading

Likelihood
1
Rare

Impact
Catastrophic
5
Major
4
Moderate
3
Minor
2
Negligible
1

2
Unlikely

3
Possible

5
Almost
certain

4
Likely

Risk
Assessment

Grading

15 – 25

Extreme

5

10

15

20

25

4

8

12

16

20

3

6

9

12

15

8 – 12

High

2

4

6

8

10

4–6

Medium

1

2

3

4

5

1–3

Low
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Report to the Board of Directors: 9 May 2018
Agenda item
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Title

STP Memorandum of Understanding (MoU)
and Governance Framework

Sponsoring executive director

Nicola Ayton, Director of Strategy and
Major Projects

Author(s)

As above

Purpose

To approve the MoU and governance
framework

Previously considered by

n/a

Executive Summary
The Trust is a member of the Cambridgeshire and Peterborough Sustainability and
Transformation Partnership (STP). The appended Memorandum of Understanding and
governance framework describe the working arrangements between partners.
Related Trust objectives

Working with our communities

Risk and Assurance

The attached documents describe the
governance framework for the STP.

Related Assurance Framework Entries

BAF ref: 001/18

Legal / Regulatory / Equality, Diversity &
Dignity implications?

n/a

How does this report affect Sustainability?

n/a

Does this report reference the Trust's
values of “Together: safe, kind and
excellent”?

No

Action required by the Board of Directors
The Board is asked to:



Note the system programme of work which needs to be delivered in 2018/19.
Approve the refreshed Memorandum of Understanding and governance
framework, noting they may need further review at a later date as we take
further steps towards an integrated care system.
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Cambridge University Hospitals NHS Foundation Trust
9 May 2018
Board of Directors
STP Memorandum of Understanding and governance framework
Nicola Ayton, Director of Strategy and Major Projects

1.

Purpose

1.1 The purpose of this report to provide an update on the Sustainability and
Transformation Partnership (STP) and receive approval of the revised Memorandum
of Understanding (MOU) and governance framework by the Board of Directors. A
copy of the MOU and Governance Framework is attached alongside this report
(Appendices 1 and 2).
2.

Background

2.1 The local health economy within Cambridgeshire & Peterborough CCG agreed a
single Sustainability and Transformation Partnership (STP) plan for 2016 – 2021,
which was approved by NHSE and NHSI and published in October 2016.
2.2 NHS England published the Next Steps on the NHS Five Year Forward View in March
2017, which reviewed the progress made since the launch of the NHS Five Year
Forward View in October 2014 and set out a series of practical and realistic steps for
the NHS to deliver a better, more joined-up and more responsive NHS in England.
The Next Steps document outlined that from April 2017 all NHS organisations must
form Sustainability and Transformation Partnerships, and in turn, required the
formation of an STP Board drawn from constituent organisations, including
appropriate non-executive, general practice, and local government participation.
2.3 The STP contained an ambitious 10-point plan around four priorities of change; At
home is best, safe and effective hospital care, when needed, we’re only sustainable
together and supported delivery. This paper outlines several achievements made
since October 2016 within each priority of change, what’s ahead for 2018, and
requests approval of the refreshed Memorandum of Understanding and Governance
Framework.
3.

Achievements
At home is best

3.1 Through the Primary Care and Integrated Neighbourhood Delivery Group we have
focussed on universal adoption of evidenced based practice for people with longterm conditions, including people with mental health needs. This has led to the
investment of £1m in respiratory, stroke prevention and falls prevention services.
We have also been awarded £1.9m diabetes funding from the national bids.
3.2 One example is the Suicide Prevention service went live in December 2017, which is
aimed at reducing the likelihood of suicides through providing GP training and the
appointment of a bereavement officer to support those who have been affected by
the suicide of a loved one, as these are at greater risk of suicide. Both of these are
expected to utilise existing services such as PRISM (enhanced primary care service
for people with mental health problems) to ensure the right support is being
accessed by those who need it. To. The bereavement officer has been appointed and
Board of Directors: 9 May 2018
STP Memorandum of Understanding and governance framework
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started accepting referrals from the police in December. Scoping has also begun on
the current wraparound services with a view to establish peer support groups.
Safe and effective hospital care, when needed
3.3 Focus in 2017/18 has been on addressing unnecessary hospital admissions and
reducing length of stay in hospital by creating more community based services and
capacity to care for people in more appropriate settings. This work is being driven
mainly through the Urgent & Emergency Care Delivery Group.
3.4 We have invested £2m to expand our Joint Emergency Team with more than 70
additional staff and, as of the end of December, almost 50 job offers have been
made with approximately 20 new staff in post. The latest audit on JET utilisation
confirmed that admission avoidance has increased from 42% (July to September
2017), to 54% in October 2017.
3.5 The Discharge to Assess service was established and focusses on people in hospital
who are at a point where care and assessment can safely be continued in a nonhospital setting and they do not require an acute hospital bed, but may still require
care services. The principle is to provide short term, funded support for patients so
they can be discharged to their own home (where appropriate) or another
community setting. Assessment for longer-term care and support needs is then
undertaken in the most appropriate setting and at the right time for the person. To
deliver Discharge to Asses, we are investing over £4.8m in 2017/18 to recruit 155
additional posts (mainly Integrated Care Workers) and the creation of a single point
of coordination.
3.6 We are investing £0.7m to establish a Stroke Early Supported Discharge (ESD)
service which will provide both intensive stroke discharge support and home based
neuro rehabilitation. The operational model will result in therapy staff rotating
between hospitals, the community based neuro rehabilitation teams and the stroke
ESD team. This will result in an enhanced and multidisciplinary team with better
joint working and communication across the patient pathway. We are currently
recruiting to 35 additional posts to provide this service, which goes live in the south
of the patch this month (January 2018) and in the north of the patch in the spring
3.7 The Care Advisory Group (CAG) has also endorsed clinical strategies on Cardiology,
Cancer, Asthma and MSK. These strategies are now being turned into business
cases, in preparation for a phased implementation. An early success is the
implementation of elective demand management with the support of the Planned
Care Delivery Group have almost all practices have been visited over last few
months to discuss and plan better demand management. GP referrals remain stable
year on year and Advice and Guidance is up 80% compared to last year at month
six. Seven additional triage models have gone live so far this year across the system
and a business case to support cancer patients in the community, reduce
unnecessary admissions to hospital and improve patient care and experience was
approved.
We’re only sustainable together
3.8 In November 2016, the system created a System Delivery Unit (SDU), which
currently comprises of approximately 22 WTE to oversee and support delivery of the
STP. The SDU launched the STP Programme Cycle in June 2017, which provided a
clear and consistent structure to frame the various processes across the STP to
ensure appropriate accountability across the ‘lifecycle’ of the STP improvement
projects (Design, Develop, Deploy and Deliver). This approach is being adopted in
programme reporting across the system, starting with the CCG.
Board of Directors: 9 May 2018
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3.9

In early 2017, we moved from the planning phase to the delivery phase of the STP.
We put in place Fit for the Future (STP) programme arrangements, with a delivery
governance structure to ensure effective implementation (see current arrangements
in Appendix 2). Both our governance and working structures includes clinicians and
other front-line staff from system partners as well as patient and public
representation. To ensure all transformation is consistently clinically led, we are
establishing Clinical Communities to lead priority areas for service redesign,
including Ageing Well, Cardiology and Respiratory. Each community has a clinical
chair and membership from across the clinical pathway (including primary care and
patients).

3.10 Cambridgeshire and Peterborough Sustainability and Transformation Partnership
established an STP Board, made up of system Chairs and Chief Executives, in August
2017, following the Next Steps on the NHS Five Year Forward View being published.
The system governance arrangements and documents have therefore needed to be
reviewed and revised to ensure the STP Board is reflected and the continuing
structures for delivering the STP evolving. The STP Board endorsed the revised
Memorandum of Understanding and Governance Framework on the 30 November
2017 (Appendix 1 and 2), which outline the revised governance structure.
Supported delivery
3.11 We continue to recruit to a range of new county-wide jobs to enable us to deliver
our new and expanded patient services, and meet our staffing needs. Our recent
recruitment successes to system-wide services include:





Falls prevention services have 4 new colleagues.
Heart failure services have made 8 job offers.
Diabetes services have made 18 job offers.
392 apprentices have been recruited in 2016/17, and we have a target to recruit
a further 550 apprentices in 2017/18.

3.12 Recruitment to our new county-wide jobs continue, however, we face a number of
challenges to make sure we have the right numbers of the right staff in the right
care location. To address these challenges, we have developed a system-wide fiveyear workforce strategy.
3.13 We have not made as much progress as we would have liked on working together to
realise the potential digital technology offers us, and to overcome information
sharing barriers that could improve patient care and experience. Nor have we fully
aligned our plans around estates. These two areas will be addressed in 2018.
4.

Looking ahead to 2018

4.1

Over the past year the system has made significant progress in establishing
infrastructure for system working, strengthening relationships for working across
organisational boundaries and making investments collectively in out of hospital
care. While, we have not had the impact we planned for on activity levels or
finances. the STP Board has confirmed their commitment to continuing to adopt the
beneficial behaviours of an accountable care system, and with the encouragement of
NHS England and NHS improvement, we will continue to evolve how we deliver
transformation through working in partnership.

4.2

To achieve sustainability operationally and financially, in 2018 we must improve A&E
performance to 95%, reduce DTOCs to 3.5% and achieve all of our control totals.
This is going to require a different approach to delivery – we must:
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Focus on a small number of areas to make a step-change in integrated working
and really innovate, based on where it will make the biggest difference.
Choose some quick wins to celebrate success and build confidence.
Learn from examples of success, for example:
i. Deaths from cardiovascular disease in the north of the patch have
significantly reduced.
ii. Integrated working across health and the local authority in children’s
services.
Seek national recognition and funding for areas where we are already uniquely
strong – cardiology and cancer.
Be realistic in our ambitions, using data to give us credibility in our negotiations
with the regulators – on the money and on the timing of National Must Dos.
Recognise how differently we’ll be asking out staff to work, which means we must
invest the time and effort as leaders for setting out the vision for doing so, and
providing the necessary support.
Tailor approaches to local area’s assets and needs.
Embed prevention in every project.
Be brave.











4.3 Our emerging areas of focus are:


Four areas of innovation –
i. Supporting primary care by accelerating new models of working at scale and
addressing workload challenges.
ii. Integrated (urgent) care, enabled by community care for the elderly.
iii. Elective demand management for MSK and through advice & guidance.
iv. Digital, including information governance, data lakes and collaboration.
Three areas for national recognition – Cardiology, Cancer and Digital.
Two quick wins – Shared Services (likely to be collaboration around estates and
Workforce (including exploring collaboration around bank & agency,
apprenticeships and international recruitment).




4.4

The areas of focus listed above are not the sum total of work to be under-taken by
system partners – providers and the CCG will continue with ‘business as usual’
improvement programmes to reduce the system costs of care or take forward local
strategic initiatives, for example the relocation to New Papworth (Autumn 2018).
The full system programme of transformation is attached (Appendix 3).

4.5

Moreover, to ensure we balance focus on a small number of system solutions with
the breadth of challenge we face given our financial pressures we must revisit how
we resource transformation (through pooling project support and continuing to make
system investments), how we remove any financial disincentives, and how we build
a culture of delivery. We will also have to revisit the system architecture to see how
it can be streamlined when considered alongside other governance and working
arrangements, in order to spread responsibility and accountability according to
where is most appropriate given respective remits, and the level of risk, novelty and
strategic significance.

5.

Recommendations

5.1

The Board of Directors is asked to:



Note the system programme of work which needs to be delivered in 2018/19.
Approve the refreshed Memorandum of Understanding and governance
framework, noting they may need further review at a later date as we take
further steps towards an integrated care system.
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Appendices:
1.
2.
3.

Memorandum of Understanding
Governance Framework
System programme of work
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Appendix 1

Cambridgeshire and Peterborough
Sustainability and Transformation Partnership

Memorandum of Understanding
Cambridgeshire and Peterborough Health and Care
System
November 2017
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Memorandum of Understanding: Cambridgeshire & Peterborough Health and Care
System – a Partnership for implementing the Sustainability and Transformation
Partnership
Date effective: [Date to be confirmed] Signatories ‘The partners’, the CEOs/Accountable
Officers and Chairs of:
1. NHS Cambridgeshire and Peterborough Clinical Commissioning Group
(C&PCCG)
2. Cambridgeshire University Hospital NHS Foundation Trust (CUHFT)
3. Cambridgeshire and Peterborough NHS Foundation Trust (CPFT)
4. Cambridgeshire Community Services NHS Trust (CCS)
5. North West Anglia NHS Foundation Trust (NWAngliaFT)
6. Papworth Hospital NHS Foundation Trust (Papworth)
7. Peterborough City Council (PCC): (CEO & HWB Chair) – Appendix 1 only
8. Cambridgeshire County Council (CCC): (CEO & HWB Chair) – Appendix 1 only
In future, others may wish to join or become more formally affiliated with the partnership
embodied in this MOU, including East of England Ambulance Trust, Cambridge University
Health Partners, NHS England Specialised Commissioning, GP Federations, practices or
third sector organisations.
Introduction
Purpose: The local health economy within Cambridgeshire & Peterborough CCG has agreed
a single Sustainability and Transformation Partnership (STP) plan for 2016 – 2021, which
has been approved by NHSE and NHSI. The STP has been developed with front-line staff
and patients, building from an evidence for change that had widespread public and patient
involvement. The plan envisages widespread changes to how care is delivered to local
people, with far greater emphasis on care being delivered in or close to home, and
standardisation of necessary in-hospital care in line with best and most efficient practice. In
the small number of instances where changes to the location of services are proposed, there
will be formal consultation with the public, following close informal engagement.
In order to deliver this plan and return the system to financial balance, we must manage risk
(financial, operational, quality and reputational) through a number of jointly agreed
commitments (outlined below) to which the Partners have agreed. The most important of
which relate to a new set of behaviours from the System Partners, in order to build longstanding trusting relationships that replicate those of an accountable care system.
Scope: Each of the respective partner organisations have clearly defined accountabilities
and responsibilities in line with statute. This MOU describes principles of behaviour and
action which pertain to the implementation of the Sustainability and Transformation
Partnership. Therefore, this MOU pertains only to those areas of work which have been
agreed, by each individual partner organisation, as system improvement areas. The MOU
does not relate to individual partners’ decisions but to any possible interactions those may
have with other partner organisations. Partners are expected to actively engage with each
other. Individual major decisions should be raised at the STP Board and Health and Care
Executive (HCE) so that the impact on other organisations can be considered.
How this document relates to local authorities, their executive officers and members is
described further in Appendix 1
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Longevity: The term of the MOU is linked to the anticipated time required to implement the
STP, therefore it is expected to expire on 31st March 2021, unless a decision is taken to
extend it beyond this. If, during the intervening period, as confidence builds, the
responsibility for System decisions are delegated to the STP Board (some decisions may be
delegated to HCE), this MOU and the associated Terms of Reference for all relevant System
groups will be amended. While, at no stage, can the powers of the STP Board or HCE
supersede those of statutory bodies, this MOU nevertheless reflects the minimum level of
partnership required to implement the STP.
Commitment 1: One ambition: the STP sets out a five plus year plan to return
Cambridgeshire and Peterborough (C&P) to financial, clinical and operational sustainability
by developing the beneficial behaviours of an accountable care system, and thereby
addressing the underlying drivers of the current system deficit. This means acting as a single
executive leadership team, and operating under an aligned set of incentives to coordinate
System improvements for the benefits of local residents and healthcare users by:





Supporting local people to take an active and full role in their own health
Preventing health deterioration and promoting independence
Using the best, evidence-based, means to deliver on outcomes that matter
Focussing on what adds value (and stopping what does not)

Such organisational altruism is fully congruent with Partners’ duties to the public and is
necessary to return each organisation individually to financial balance.
The Partners accept collective responsibility for delivering the plan in its totality. Together,
we own the opening risk and agree that the plan, whilst challenging, is deliverable. However,
in practice, the Partners recognise external influences and pressures each is subject to. We
commit to honest, transparent, and mutual support of each other’s position in circumstances
where we may be able to help others and influence the view of regulators or external
assurance bodies regarding the primacy of System sustainability entailed in this plan and the
joint commitment to it.
Our immediate priorities will be agreed collectively and reflect local Health and Wellbeing
strategies, together with addressing clinical and operational pressures. However, given
resources are scarce, priority will be accorded to projects with the greatest expected return
on investment and/or fixing what is most broken – for example high levels of non-elective
beddays per capita and high proportions of beds being occupied by patients whose
discharge is delayed. The highest impact projects will be properly resourced with the
Partners’ best people. We will not try to do too many things at once, even though there are
many aspects of our health and care system which need improving.
Commitment 2: One set of behaviours: the Partners recognise the scale of change
implied by this MOU and the STP. The partners agree that cultural change applies from the
STP Board and Board level to front-line staff. By signing this MOU, all Partners agree
explicitly to exhibit the beneficial behaviours of an accountable care system. In particular,
Partner organisations collectively agree to:


People first: solutions that best meet the needs of today and tomorrow’s local residents
and healthcare users must be the guiding principle on which decisions are made. This
principle must over-ride individual or organisational self-interest. Embedding the voice
and views of service users in service improvement will be key to ensuring this principle is
not forgotten.
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Collective decision-making: Chairs, CEOs, SROs and clinical leads have dedicated time
face-to-face to build trusting relationships, improve mutual understanding and to take
shared strategic decisions together. As system leaders, Partners will work together with
integrity and the highest standards of professionalism, for example by:
o
o
o
o
o
o
o
o

Not undermining each other.
Speaking well of and respecting each other.
Behaving well, especially when things go wrong.
Keeping our promises – small and large.
Speaking with candour and courage.
Delivering on promises made.
Seeing success as collective.
Sticking to decisions once made.



Common messaging: there is a consistent set of messages we tell our patients and our
staff about why we need to work together, what benefits it will bring and how we are
doing it, although how the story is told will be tailored to the audience. Each partner
organisation will take full responsibility for making sure their staff are well briefed on
system improvement work, drawing from system messages and materials.



Open book: finance (cost and spend), activity and staffing data are shared between all
parties transparently and in a timely manner. This data is held independently by the
System Delivery Unit. On a monthly basis actual financial positions of each organisation
will be shared with the STP Board and HCE (and bi-partite, as required), with explicit
transparency about performance against expected cost saving and demand
management trajectories. The purpose of this sharing is to support collaborative
problem-solving.

Commitment 3: One long-run plan: The Partners are committed to implementation at
pace. By end of 2018/19, the Partners will have achieved the following:








Home is best: fully staffed integrated Neighbourhood Teams will be operational across
C&P, providing a proactive and seamless service. General practices will have received
support from Partners to be sustainable. Social care will be functionally integrated. The
first phase of the prevention strategy will have been implemented.
Safe & effective hospital care: hospital flow will be improved, with a reduction in annual
growth rates in non-elective admissions, a fall in bed occupancy and Delayed
Transfers of Care (DTOC). Common pathway designs will be in place across all three
general acute sites for frailty, stroke, ophthalmology, orthopaedics, ENT and
cardiology. All acute services (including fragile ones such as emergency medicine,
acute paediatrics, stroke, and others) will be clinically sustainable seven days a week.
People will receive consistent urgent and emergency care in the right place, as quickly
as possible. More routine urgent and planned care will be managed, with support,
within community and primary care, for example by being able to access consultants’
opinions without referral.
Sustainable together: We will exploit our collective buying power to get reduced prices,
through a common approach to Procurement. The west Pathology Hub will be
operational. The merger of Peterborough and Stamford Hospitals NHS Foundation
Trust and Hinchingbrooke Healthcare NHS Trust will be fully embedded, and the start
of consideration of other organisational consolidation will have commenced. Papworth
will have successfully moved onto the Cambridge Biomedical Campus.
Enablers: There will be a single 10-year plan for estates and workforce, a five-year
plan for the digital roadmap, and a quality improvement (learning) culture. Local
community estates are being modernised. Our workforce recruitment, retention and
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reported staff satisfaction will be improved. The first new roles will be in the training
pipeline. Patient records securely accessible by any clinician anywhere, where
appropriate and relevant to patient care, and a person level linked data set will form
the foundation for population health improvement analytics. Staff will have been
trained in a common C&P improvement methodology and will have been involved in a
system wide improvement project.
Taken together, the Partners believe that these actions give the system the best possible
chance of returning to financial balance by 2021. However, capturing the savings
opportunities identified will require certain assumptions to be true – for example achieving
sustainable DTOC levels consistently below 2.5%. Addressing structural system deficits by
securing additional system income by, for example, MFF recalculations and specific
structural deficit funding (PFI support, CCG allocation increases, etc.) will also be key to
system financial balance.
In many cases bringing about the changes envisaged by the STP can only be achieved with
the support of local people and staff, including on occasion, through formal consultation.
Therefore, the exact shape of the solutions may change to reflect the feedback and views of
local people and staff, the STP is a starting point not fixed destination.
Commitment 4: One programme of work: The HCE will be accountable to the STP Board
for delivery of the STP, as such, all System projects will be agreed by the HCE, and under
the supervision of a Delivery/Enabling Group. HCE will agree what needs to be done to what
end, by who, by when – be they projects done independently or as a System.








The agreed Delivery Plan identifies the following work streams to be done as a System:
i. Integrated Neighbourhoods: translating the proactive and preventative care
schematic into operational practice, supporting sustainable general practice
ii. Urgent and Emergency Care: achieving best practice non-elective bed-days
per capita
iii. Planned Care: standardising referral and treatment protocols in line with best
practice
iv. Children, Young People and Maternity: holistic, family-centred care, in line with
iThrive, the maternity taskforce and peri-natal mental health
v. Shared services (including estates): minimising the costs of over-heads
vi. Digital: implementing the local Digital Roadmap, sharing data and information
in a manner consistent with local and national policies and consent
vii. Workforce: leadership, planning, skills development, recruitment and retention
viii. General Practice Forward View (GPFV)
The proposed split of work between System and organisational business will be agreed
by the HCE, with new work not starting without HCE ratification.
The proposed split of System work between what is undertaken once across C&P, and
what is undertaken on an area basis will be according to:
o Phase of project life cycle: design projects must be done once across C&P
o Locus of relationships: delivery projects should be local where vertical
relationships dominate, and C&P wide where horizontal (across acutes)
relationships dominate, and
o Subsidiarity: change happens bottom up, and neighbourhoods across C&P differ
significantly.
Each System project will have a named Senior Responsible Officer (SRO) (Exec level)
who is accountable for delivery of the project.
Each System project will have a delivery objective – a savings, activity shift or quality
improvement target (or a combination) and delivery date. Some System projects will
have an agreed investment plan.
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The collective impact of System projects will be measured against an agreed definition of
success.

Commitment 5: One budget: in line with developing the positive behaviours of an
accountable care system, and in recognition of the fact that one organisation’s decisions
about the level of service may impact another’s costs, the Partners agree they will
collectively focus on activities that take cost out, make agreed investments in order to save
elsewhere, and move deficits to where they should most appropriately fall. System costs
may be reduced by activity reductions and by unit cost reductions, and we recognise that all
System Partners can influence both. Acting in this way requires:


Financial incentive design: two year contracts for 2017/18 and 2018/19 contracts will
neutralise perverse financial incentives and aim to return the C&P System to financial
balance. The Partners agree that the key aim of any incentives will be to focus on
addressing the drivers of the system deficit. Financial incentive design options may,
therefore, include a combination of:
o

the inclusion of multilateral loss/gain sharing arrangements, for some aspects of
C&P CCG commissioned activity;

o

a single System control total which has been negotiated with regulators;

o

alignment of all quality based payments to delivering System priorities (including
CQUINs and following agreement with primary care, changes to local enhanced
services and/or a local substitute for the QOF);

o

a suspension of non-value adding adjustments to basic cost and volume
arrangements such as fines, marginal rates and 30 day readmissions rule (noting
that some of these funds currently cover the costs of some community services,
which would need alternative funding to be agreed if the services are to
continue);

o

a cost plus based approach to local prices for service developments (eg
ambulatory care)

Within this framework and in recognition of the importance of gathering timely and
accurate cost data, providers will be paid for the activity they under-take, against an
agreed activity trajectory, and commissioners will be responsible for taking decisions
about what services can be provided affordably, in line with their legal duties. Due to the
lack of incentive to do more activity, even where this would be desirable as it would
reduce overall system costs, block contracts should be avoided for all services.


All parties will exhibit win-win-win behaviours (for patients, providers and commissioners)
– any financial recovery plans will be approached as System financial recovery plans.



Contract mechanics for 2017/18 and 2018/19: the least required effort will be dedicated
to contract negotiations, with early collective CEO engagement to agree key investment
priorities and risk sharing parameters at the outset (rather than at the end). Contract
management meetings will be replaced with place or care programme based financial
assurance, performance and planning meetings.



Commissioning intentions will be based on a clinically led, evidence-based and personfocussed appraisal of how best to meet local people’s need. Once developed, Partners
will discuss openly within HCE any new service developments, closures or relocations
prior to public and staff engagement and consultation as required. The HCE and the
System Delivery/Enabling Groups will be the fora for agreeing commissioning intentions,
including those of the Joint Commissioning Unit.



Financial and operational plans will be aligned across health and social care: the
Partners agree to plan finances and operational capacity together, neutralising any
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inclination to cost shift or not invest in one part of the system to save elsewhere. This will
involve working from common assumptions, producing plans for regulators that are not
works of fiction and doing our best to ensure there are no in-year surprises. Where
appropriate, this will also include greater use of pooled budgets between NHS and
council commissioners, which will be determined on a case by case basis.


Savings: Savings will be calculated on the basis of resource utilisation across the entire
patient pathway, including all points of care and Partner organisations – thereby
capturing direct and indirect savings. Delivery/Enabling Groups will track savings against
pre-determined trajectories in a robust and timely manner, with the Executive
Programme Director’s guidance and SDU support. A named SRO for each project is
responsible for making sure savings trajectories are met and/or securing recovery
proposals where implementation is not on track.



Investment: A System Investment Fund (SIF) for system wide investments has been
established and is made up of contributions from Partners. In 2017/18 it is likely that due
to cash constraints top-up funding will be required and that a System bid to NHS
England will be made. Decisions on how to spend this System wide investment and reinvestment pot will be taken collectively via an approved gateway process and the
Investment Committee. Analysis will be undertaken first to ensure existing resources
cannot be safely redeployed/or productively improved before investment can be made.
The SIF will come from any STF funds, recycled savings and the CCG’s 1% hold-back.

Commitment 6: One set of governance arrangements: the STP Board and the groups
reporting to it (HCE, Care Advisory Group, System Delivery Board, Financial Performance
and Planning Group, Investment Committee, Clinical Communities and Delivery/Enabling
Groups) will be the vehicle through which System business is conducted. All existing
arrangements will either be dissolved or aligned.
As much business, as possible that pertains to the system will be conducted via the system
governance described in STP Governance Framework. However, it is recognised and
accepted that some decisions will need to be referred back to Partners’ Boards/Governing
Bodies for ratification. Given this may add time before implementation can commence, the
limits to the STP Board and HCE’s powers must be anticipated, and accommodated in
planning. The STP Governance Framework describes decision making processes and roles
and responsibilities of individual groups and organisations in detail.
Commitment 7: One delivery team: resources are in place to deliver the STP. This means:




System Delivery Unit: A new SDU led by an Independent Chair and Executive
Programme Director will be created from October 2016. The Independent Chair and
Executive Programme Director will be invited to attend Partners’ Boards regularly to
provide updates on the STP. The SDU will have a budget agreed by HCE (delegated by
the STP Board) to employ staff, funded jointly by NHS Partners (see Appendix 2). The
SDU will be responsible for:
o Finance, Evaluation & Analytics
o System Strategy, Planning and Development
The System Delivery Unit is primarily envisaged as adding much needed analytics,
project management, quality improvement, problem solving capacity to the system and
coordinating of assurance to NHS England/NHS Improvement. However, it will be
responsible for giving assurance to the STP Board that the STP plan and its future
modifications is being appropriately delivered, on budget and to planned timelines.
Alignment of resources: We recognise the scale of change required to deliver the STP,
and all Partners commit to align our staff and, by prior HCE agreement, funds to deliver
these changes. This may include prioritising the availability of staff for STP planning and
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implementation, the voluntary secondment/loan of staff and other such pragmatic
arrangements – in recognition that delivering the STP is essential to each organisation’s
individual sustainability strategy. Through the delivery planning process, each prioritised
project will be allocated staff, from across Partners. These, ‘aligned’ staff will be
expected to dedicate the bulk of their time to the system work – with up front negotiations
about what may need to be stopped as a result. SROs and if necessary
Delivery/Enabling Group chairs will be expected to escalate to the employer if they feel
staff are not being released as agreed. The employing Partner will be expected to rectify
the situation within two weeks. The SDU will make transparent the relevant WTE
contributions (clinical and managerial) from each Partner organisation, to ensure the
burden of effort is fairly shared.
Assets: in addition to Partners’ employees we agree there are other assets which can
help deliver the STP, including local communities and Health and Wellbeing Boards.
Partners will explore how existing relationships with the Universities, Charitable trusts,
local business, informal carers and other public services (like the Fire Service) can be
exploited for the benefit of the System. All Partners will highlight opportunities for
leveraging these assets for the benefit of the System and will represent the System’s
interests as well as their own.
Skills development: where our staff do not have the required skills and expertise to
deliver the scale and nature of the change required, we will recognise and address this.
It’s important that our people are in the right roles.

Commitment 8: One assurance and risk management framework.




Crucial to strengthening trust and creating a sense of shared accountability, will be
evolving the HCE from a forum for making strategic decisions, to one where Partners
can be assured of the delivery of System wide improvements. The System Delivery Unit
is responsible for monitoring implementation of the STP plan and giving such assurance
to the HCE about delivery of the plan. The SDU will provide timely, and regular reporting
to the STP Board, HCE, Care Advisory Group, System Delivery Board, Financial
Performance and Planning Group, Investment Committee, Clinical Communities and
Delivery/Enabling Groups to give mutual assurance that the Delivery plan is on track. A
small number of new monitoring dashboards will be developed by the SDU for this
purpose, subject to the agreement of the HCE and/or relevant Delivery/Enabling Group
chair. In exceptional circumstances, new data items may be collected, but the default
presumption is that existing data items will be used (even if these are not normally
shared beyond organisations). Once the data collection is agreed, accurate data will be
supplied on time.
Inevitably, things will not go as planned, and there are already many risks that planned
impacts will not be realised. Some of these risks will be best managed individually, but
many can only be effectively managed by the Partners together. The Partners therefore
agree that mitigations will be more effective if they are done together. Transparency
around risk/risk mitigation is non-negotiable. Whilst it is difficult to specify in advance the
actions that may be required to address risks to delivering the STP, we agree about the
process:
o A STP Programme Risk Register maintains emerging risks to both the agreed
delivery plan and agreed mitigations;
o Care Advisory Group, System Delivery Board, Financial Performance and
Planning Group, Investment Committee, Clinical Communities and
Delivery/Enabling Groups are required to adhere to the STP’s Assurance
Framework and Risk Register.
o Project SROs are expected to deliver all actions to the pre-agreed time-table of
milestones – repeated risks and issues regarding process delays due to poor
project management and oversight, which are within the control of the SRO will
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be escalated by the Executive Programme Director to the employing CEO via the
System Delivery Board.
For the purposes of this agreement, risk is not narrowly defined; examples include
reputational, clinical, governance, performance against targets and financial risks.
Select risks will be reviewed by Boards each month in accordance with the STP’s Risk
Assurance Framework.

Appendices
1. Local Authorities and the C&P Sustainability and Transformation Plan.
2. SDU Financing: Funding split (%); Initial budget for the SDU; legally binding
arrangements for sharing SDU costs (expected and unexpected)
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1.

Introduction

1.1

This Framework describes arrangements intended to provide a foundation of
good corporate governance, enabling the Sustainability and Transformation
Partnership (STP) to implement changes in the way that NHS services will be
planned, delivered and experienced in Cambridgeshire and Peterborough.
The Framework incorporates the milestones for delivering the STP for
Cambridgeshire and Peterborough over the next five years, linked to the NHS
Five Year Forward view.

1.2

The STP is formed from the following NHS and partner organisations across
Cambridgeshire and Peterborough:
NHS Cambridgeshire and Peterborough Clinical Commissioning Group
Cambridgeshire University Hospital NHS Foundation Trust
Cambridgeshire and Peterborough NHS Foundation Trust
Cambridgeshire Community Services NHS Trust
North West Anglia NHS Foundation Trust
Papworth Hospital NHS Foundation Trust
Cambridgeshire County Council
Peterborough City Council
Local General Practices
East of England Ambulance Service NHS Trust

1.3

Cambridgeshire County Council and Peterborough City Council participate in
the STP with the intention to align their public health and social care services
in an integrated way. The Councils will participate in the STP through their
representatives recognising that their policy and financial decisions are
subject to the constitutional arrangements within their respective authorities.
The Councils also have a particular requirement to scrutinise proposals for
NHS service changes as elected representatives of their communities and
must ensure the independence and integrity of those arrangements. The role
of the City Council and the district councils exercise a number of relevant
housing, planning and other functions, which may also align to this
Programme.

1.4

The Sustainability and Transformation Partnership is supported by NHS
Improvement and NHS England.

1.5

This Framework sets out the governance arrangements that the STP will
adhere to in delivering its functions. It describes how the STP will operate,
confirms those matters reserved to individual organisations for decision,
describes the various Boards through which the health partners operate and
where certain powers of those Boards will be delegated to the STP Board or
in turn to the Health and Care Executive (HCE).

1.6

The STP Board is made up of the partner organisations Chairs and Chief
Executives who are jointly responsible for ensuring delivery of the STP. The
partner organisations will participate in the decision-making processes of the
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STP Board to the extent that they are delegated authority by their respective
organisations.
Patient and stakeholder engagement is key to shaping the work required to
deliver STP. The STP Board will receive regular reports about engagement
activities that have taken place with the public and with stakeholders.
2.

Sustainability and Transformation Partnership

2.1

The STP exists to identify and drive delivery of strategic changes to the
Cambridgeshire and Peterborough NHS health and care system that will both
improve outcomes for local people, support the population to become
healthier and ensure that services are financially sustainable. The STP will
also oversee delivery of transformation across the system.

2.2

The Governance Framework applies to the whole lifecycle of the STP.

3.

Corporate Governance Framework

3.1

This Framework describes the governance arrangements that have been
established to ensure that the STP will operate to deliver its role and
functions. It describes how the STP will operate, the decision-making process
and how certain powers will be delegated from the STP’s national health
statutory organisations to the STP Board and its associated sub-committees
and workstreams.

3.2

This Framework will be approved by the Boards Governing Bodies and local
authority Committees/Cabinets of all partner organisations, and will be
reviewed on a regular basis.

4.

Principles for Good Governance

4.1

All members of the STP will observe the highest standards of probity in
relation to the stewardship of public funds, the management of the STP, and
the conduct of its business.

4.2

All members of the STP will adhere to the seven Nolan principles
underpinning public office:




Selflessness: holders of public office should take decisions solely in
terms of public interest. They should not do so in order to gain financial or
other material benefits. In addition, the NHS Commissioning Board will act
as a role model to the clinical commissioning system and the NHS as a
whole, in adopting and maintaining excellent standards of propriety for
themselves, their family and their associates;
Integrity: holders of public office should not place themselves under any
financial or other obligation to outside individuals or organisations that
might influence them in the performance of their official duties;
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Objectivity: in carrying out public business, including making public
appointments, awarding contracts, or recommending individuals for
rewards or benefits, holders of public office should make choices on merit;
Accountability: holders of public office are accountable for their decisions
and actions to the public and must submit themselves to whatever scrutiny
is appropriate to their office;
Openness: holders of public office should be as open as possible about
all their decisions and actions they take. They should give reasons for their
decisions and restrict information only when the wider public interest
clearly demands;
Honesty: holders of public office have a duty to declare any private
interests relating to their public duties and to take steps to resolve any
conflicts arising in a way that protects the public interest; and
Leadership: holders of public office should promote and support these
principles by leadership and example.

5.

Aims

5.1

Through this Governance Framework, the STP aims to;





maximise the effectiveness of the STP;
ensure all partner organisations referred to in Section 1.2 meet their
statutory obligations;
ensure effective stewardship of public funds; and
be a model of excellence in corporate governance by adopting the highest
standards of business conduct.

6.

Accountability and Leadership

6.1

The STP is accountable to the statutory organisations of the Cambridgeshire
and Peterborough system described in Section 1.2 above, and to the
associated regulatory authorities described in Section 1.4 above.

6.2

The STP is committed to openness and transparency in its work, in support of
its accountability to patients and public. To that end, public meetings of the
Boards, Governing Bodies and local authority committees/cabinets of each
organisation are held regularly, and members of the public are welcome to
attend and observe these meetings.

6.3

The STP will demonstrate its accountability through:






Adhering to the Governance Framework, Memorandum of Understanding
and STP Assurance Framework.
Publishing the Sustainability and Transformation Partnership plan.
Publishing other relevant documentation.
Working within the Freedom of Information Act Policy.
Commitment to the Living Well Partnership concordat.
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6.4

The STP is committed to putting patients and the public at the heart of its
decision-making, and is actively pursuing a wide range of communications
and engagement mechanisms to support this commitment.

6.5

The STP Accountable Officer is accountable to the STP Board.

7.

Roles and Responsibilities

7.1

Individual Organisations
Each individual organisation being a Member of the STP remains at all times
accountable for its own activity and decisions.

7.2

Officers from Individual Organisations
Members need to ensure that they have all necessary delegated permissions
to bind the authority on whose behalf they act when making decisions. They
must ensure that they adhere to all internal processes when making those
decisions.

7.3

System Delivery Unit
The System Delivery Unit (SDU) has been established to oversee, on behalf
of the HCE, a programme of work to deliver the STP. The SDU is accountable
to the Accountable Officer.

8.

Organogram

8.1

The governance structure for the STP is shown below:
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8.2

STP Board
The role of the STP Board is described below:















To focus on the medium and long-term strategy of the STP and answer
the ‘big’ questions, to set the vision for Cambridgeshire and
Peterborough’s population based on health needs, and ensure the
programme is structured to enable this to be delivered.
To share an ambition to return the health and care system in
Cambridgeshire and Peterborough to financial, clinical and operational
sustainability by 2021 through developing the beneficial behaviours of an
accountable care system.
To influence the view of regulators or external assurance bodies regarding
the primacy of system sustainability entailed in this plan and the joint
commitment to it.
To support and promote system behaviours, as set out in the
Memorandum of Understanding, for the benefit of local residents and
healthcare users including:
o Working together and not undermining each other
o Behaving well, especially when things go wrong
o Engaging in honest and open discussion
o Keeping our promises -small and large
o Seeing success as a collective
o Carrying through decisions once made
To provide objective, ‘third party’ oversight and to act as ‘critical friends’ to
the HCE in order to ensure that the STP’s objectives are achieved
including holding the HCE to account for the following, as delegated to the
STP Board by the relevant Statutory Bodies:
o Delivery of the STP, through the System Delivery Board which reports
to HCE on an exceptional basis.
o Ensuring that robust accountability, delivery and reporting
arrangements are in place.
o Ensuring the Cambridgeshire and Peterborough STP has in place, and
is adhering to, collective governance arrangements including:
I.
a Memorandum of Understanding setting out how organisations
will work together to deliver the STP;
II. a Governance Framework clearly defining the roles and
responsibilities of key groups and describing how they
interrelate, and;
III. a risk assurance framework and register.
To recognise where an individual organisation is standing in the way of a
necessary local change or failing to meet their duties of collaboration and
seek to address and resolve this; where this is not possible, to escalate
the issue to NHS England and NHS Improvement.
To ensure the system works together to give a common message to
service users and the general public; and is inclusive in its work.
To promote the requirement to complete impact assessments for
commissioning and decommissioning of services are completed.
To foster working collaboratively with Partners, Local Authority and
Combined Authority.
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8.3

Health and Care Executive
The role of the Health and Care Executive is described below:



















To be collectively responsible for the development and implementation of
the Cambridgeshire and Peterborough STP.
To function as a single executive leadership team, operating under an
aligned set of incentives to coordinate action for the benefits of local
residents and healthcare users.
To enact the positive behaviours of an accountable care system.
To agree common messages to enable one story to be told to staff and
patients about why we need to work together, what benefits it will bring
and how we are doing it.
To be honest, transparent, and mutually supportive of the positions of
each organisation represented.
To identify innovation and good practice, and ensure effective diffusion
across the system.
To be accountable to provider Boards, the CCG Governing Body and
specified council committees.
To engage with the Health and Wellbeing Boards for Cambridgeshire and
Peterborough in regard to the delivery of the STP.
To hold to account the following sub-groups of the STP Board, as
delegated by the STP Board:
o Care Advisory Group
o Financial Performance and Planning Group
o Investment Committee
o System Delivery Board
To hold to account the following delivery vehicles:
o Clinical Communities
o Delivery and Enabling Groups
To determine areas of development and service reconfiguration for the
Cambridgeshire and Peterborough health and care system from 2016
through to 2020; to lead a process to prioritise these areas.
To determine which service change projects need to be done, by whom
and by when (be they system change projects or independent change
projects within the CCG or provider organisations); to ratify any proposed
new work before it can start.
To sign off all system projects to;
o ensure that they are allocated to a Delivery or Enabling Group or
System group, and;
o ensure that system projects are assigned an executive level SRO.
To prioritise projects across the system balancing need to deliver
maximum impact quickly with the need to adequately resource each
project.
To report progress and provide assurance to the Regional Bipartite that
the STP delivery plan is on track.
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8.4

To resolve issues locally, but where this is not possible to escalate
unresolved issues to NHS Improvement and NHS England through an
agreed Bipartite meeting process.
Through the chairs of the Delivery/Enabling Groups liaise with and support
the Delivery/Enabling Groups as required, providing information, advice
and recommendations as appropriate.
To adhere to the principles described in the STP’s Memorandum of
Understanding.
To adhere to the STP’s Assurance Framework; this requires the group to
maintain a risk register, to review this at every meeting and to review and
seek to resolve risks escalated from the other groups in the STP structure.

Care Advisory Group
The role of the Care Advisory Group is described below:






To receive and critically review strategies and business cases to improve
or transform population health from the groups in the STP structure:
o Review and comment on care model design proposals from groups in
the STP structure. This will require:
I.
Assessing impact on the local population, patients and carers,
the overall STP objectives and deliverability.
II.
Considering implications for other groups in the STP structure
and cross-cutting themes, and ensuring that proposals are
congruent and complementary.
o Maintain an oversight of the proposals from all groups in the STP
structure and ensure alignment between them.
o Ensure that proposals are developed to address maximising both
population health and patient benefit. Aim to reach consensus on all
proposals to be submitted to the HCE and where this is not achievable,
clearly articulate the relative merits of alternative proposals.
o Promote care model design proposals that are operationally and
financially sustainable.
To provide overall clinical advice and expertise to the STP, making
recommendations to the HCE.
o Jointly, with the Financial Performance and Planning Group, oversee
the completion of business cases, providing clinical assurance.
o To give clinical assurance, if necessary by drawing on wider expertise
outside of the CAG to future iterations of the Cambridgeshire and
Peterborough five–year STP and its component parts.
o Provide other groups involved in the Sustainability and Transformation
Partnership with clinical advice and information as necessary, including
Quality Impact Assessments for both new business plans and
proposed disinvestments.
o To provide clinical guidance in the design and interpretation of quality
and inequality impact assessments required for all current and new
service re-design.
To review progress towards implementation.
o Report progress using all necessary and agreed analytic methodology
to the HCE using an agreed reporting format.
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8.5

o Provide reports using all necessary and agreed analytics, as
requested, to members of the SDU.
o Report risks and issues to the HCE, escalating any unresolved areas
o Resolve issues locally, but where this is not possible to escalate
unresolved issues to the HCE through an agreed process.
o Where necessary to provide clinical narrative for the interpretation of
health analytic metrics used to monitor service provision and
implementation of new models of care.
o Give advice to communications teams concerning the clinical accuracy
of publicity and information available to the public and to the health and
social care workforce.
To evaluate service outcomes.
o Review the evaluation of the new model of care and all relevant
services to ensure the original service model and strategy and has
been achieved and make recommendations to Health and Care
Executive on the future service model.
To advise on the medium and long-term care/clinical model in the STP.
o Provide strategic direction; contribute to the vision for improving health
and well-being within the STP.
o Where necessary require Clinical Communities in the STP structure to
develop plans to address those new initiatives and present the
conclusion, where agreed, to HCE for consideration.
o To make recommendations for future innovation in service delivery,
clinical or translational research that will impact on population and
individual health outcomes for the system.
To adhere to the principles described in the STP’s Memorandum of
Understanding.
To adhere to the STP’s Assurance Framework; this requires the group to
maintain a risk register, to review this at every meeting and to review and
seek to resolve risks escalated from the other groups in the STP structure.

System Delivery Board
The role of the System Delivery Board is described below:


Tactical and operational decision making:
o On behalf of the Health & Care Executive, to take decisions that
address blocks to progress raised by the Delivery/Enabling Groups and
wider STP groups to ensure they remain on track to deliver;
I.
an agreed programme of system improvements or
transformations, and;
II. the national ‘must dos’ held by the STP (including but not limited
to: urgent & emergency care; general practice; mental health;
cancer; planned care; estates, back office & clinical support
services; digital; children's services and maternity; and
workforce).
o To receive updates from the Activity and Performance Group on
system activity and financial performance. Where these updates
suggest the programme of work is not having the intended impact, the
System Delivery Board will work to establish if the agreed programme
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of work is sufficient to meet agreed trajectories, and to make
recommendations to HCE as required.
o To work in partnership with CAG, FPPG and Investment Committee to
ensure the appropriate balance is found between devolving autonomy
and maintaining accountability.
Operational delivery:
o To provide collective system leadership and pace-setting for the
Delivery Groups and Enabling Groups on behalf of HCE.
o To offer support, trouble-shooting and constructive challenge to
Delivery Groups (including clinical communities who are leading
design), and Enabling Groups.
o To ensure;
I.
all work in design, develop, deploy and deliver phases is
meeting critical path milestones;
II. the Delivery Groups, Enabling Groups, A&E Delivery Boards
and system wide groups are cognisant of inter-dependencies
between them and these are well managed;
III. projects in the deploy and deliver phases have the anticipated
impact, in line with business case implementation trajectories,
and;
IV. lessons are learnt and shared of what has gone well and what
has gone less well.
o To re-prioritise SDU and system resourcing across projects, balancing
the need to deliver maximum impact quickly with the need to
adequately resource each project.
o To sign off a single methodology (captured in the STP Ways of
Working document) for project management and programme
monitoring.
o To receive updates from the Integrated Commissioning Board, as
relevant.
o To, by exception, escalate to HCE for resolution, risks and issues
escalated by Delivery Groups and Enabling Groups.
o To receive and sign-off the delivery updates to be received by HCE
and the STP Board, and any submissions relating to STP wide delivery
to the national regulators.
Governance:
o To adhere to the principles described in the STP’s Memorandum of
Understanding.
o To report progress and provide assurance to the Health and Care
Executive that the STP delivery plan is on track.
o To provide updates to the Health and Care Executive, STP Board and
Bipartite on the delivery of the system improvements and
transformations and the National Must Do's.
o To ensure the Delivery Groups, Enabling Groups, A&E Delivery Boards
and wider STP Programme groups commissioned by the HCE;
I.
are working to deliver one or more of the areas identified in
the STP plan;
II. are appropriately resourced;
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8.6

have identified clear outcomes, targets for activity shifts,
quality changes or financial savings/growth, timescales for
delivery, and agreed associated projects;
IV. are on track to deliver the changes set out above within the
agreed timescale, and;
V. report on progress against an agreed set of metrics, and
report risks and issues.
Risk management:
o To adhere to the STP’s Risk Assurance Framework.
o To ensure that progress, risks and issues are tracked and reported
using the agreed methodology.
o To resolve, or oversee the resolution, of Delivery/Enabling Group risks
and issues escalated by other groups in the STP structure. Where this
is not possible to escalate unresolved issues to the Health and Care
Executive.

Financial Performance and Planning Group
The role of the Financial Performance and Planning Group is described
below:
















To advise the Health and Care Executive (HCE) on system financial
sustainability.
To monitor and report on the financial risks to the implementation of the
STP.
To oversee submission of national financial submissions on behalf of the
STP.
To develop a framework for contracting and incentives, aligning planning
assumptions, quality assuring savings and investment proposals and
tracking savings progress.
To monitor and report on the system performance against key
national/local metrics.
To maintain an overview of the delivery and benefits realisation of Cost
Improvement Plans (CIP), Quality Innovation Productivity and Prevention
(QIPP) and transformation plans.
To consider and approve business cases for the use of significant system
wide financial investments.
To liaise with non-NHS stakeholders to the STP.
To report progress to the HCE using an agreed reporting format.
To resolve issues locally, but where this is not possible to escalate
unresolved issues to the HCE through an agreed process.
To monitor the SDU budget.
To adhere to the principles described in the STP’s Memorandum of
Understanding.
To adhere to the STP’s Assurance Framework; this requires the group to
maintain a risk register, to review this at every meeting and to review and
seek to resolve risks escalated from the other groups in the STP structure.
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8.7

Investment Committee
The role of the Investment Committee is described below:














8.8

To ensure that Business Cases submitted for consideration are supported
and agreed by NHS and Local Authority.
To develop criteria against which Business Cases will be assessed.
To assess and evaluate all Business Cases submitted to the Committee
against agreed investment criteria.
In assessing Business Cases, have due regard to the system’s agreed
priorities and other pipeline investment cases currently under
development, acknowledging that the investment fund cannot finance
every case.
To decide, based on assessment against agreed investment criteria
whether to recommend the case for immediate funding in full, or in part, at
a later date, subject to further information or not at all.
To report on a regular basis to the HCE on the level of the System
Investment Fund (SIF) committed and uncommitted.
To review Marginal Rate Emergency Tariff (MRET) funded scheme
Business Cases, and decide whether these should be recommended to
the HCE for continued funding, or whether these funds should be
reinvested in the SIF for other schemes.
In regards to the Better Care Fund, ensuring there is a process for sharing
Business Cases proposals where there are implications for both health
and social care.
To adhere to the principles described in the STP’s Memorandum of
Understanding.

Clinical Communities
The role of the Clinical Communities is described below:


Design clinical strategy and required service changes
o Review the current patient pathway and identify areas for improvement.
o Redesign patient pathways covering all elements of patient’s care
(prevention, emergency care, elective care and primary/community
care and where appropriate end of life care) to improve;
I.
Clinical effectiveness and safety
II. Patient experience
III. Population health
IV. Financial sustainability
o Identify required service improvements, service changes and
commissioning arrangements to deliver new model of care and patient
pathway
o Identify clinical, operational and financial outcomes and Key
Performance Indicators (KPIs) to enable meaningful evaluation of
service changes that are implemented.
o Accept the financial savings opportunities proposed by the CCG as
part of their annual planning as the level of ambition towards which
they will work towards.
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o Work closely with finance colleagues to develop an outline business
case to (estimate) initial financial outcomes and identify resources
required (revenue, capital and non-financial). Make every effort to
identify how the redesign, change or improvement can be done within
existing resources by working differently.
o Present clinical strategy and recommended service changes to CAG
for approval.
Review quality and performance.
o Review benchmarking data, including RightCare, Getting It Right First
Time (GIRFT) and relevant national policies, guidance and best
practice for specified clinical areas.
o Review current service clinical performance, clinical indicators and
outcomes across the whole patient pathway, including public health,
primary, community care and acute care.
o Review population needs assessments where available, and undertake
population needs assessment where not already available for specified
clinical areas.
o Identify innovation and good practice.
o Implement (tactical improvements/ quick wins).
o Plan and implement services improvements that are within the gift of
the community’s members to implement without permission and in line
with the STP’s governance arrangements.
o Refine continuously improvements until fully embedded in usual care.
Evaluate service outcomes.
o Review the evaluation of the new model of care and all relevant
services to ensure the original service model and strategy and has
been achieved and make recommendations to Health and Care
Executive on the future service model.
o Review the evaluation of the clinical outcomes against the agreed KPIs
to determine whether patient experience, outcomes and financial
sustainability has improved as planned and make recommendations to
Health and Care Executive on the future service model.
o Present findings, learning and recommendations to wider STP group
via CAG.
Work collaboratively with stakeholders
o Demonstrate evidence of patient/carer and public involvement (PPI).
o Develop systems for accessing patient/carer and public involvement
and opinion on specific issues, with support from the STP PPI leads.
o Review and audit the level of patient/carer feedback, reporting to the
Care Advisory Group with support from the STP PPI lead.
o Engage with Public Health, Local Authorities and the joint Strategic
Needs Assessment.
o Engage with similar clinical networks, NHSE and Specialist
Commissioning to share best practice and information.
o Develop strong working partnerships with the Clinical Senate; the East
of England Academic Health Science Networks (AHSNs), Cambridge
University Health Partners and the Medical School, NHSE and I), and
Local Education and Training Boards (LETBs).
Operate in accordance with the STP’s agreed ways of working
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o Work in accordance with the STP’s agreed ‘ways of working’ and
programme cycle.
o Adhere to the principles described in the STP’s Memorandum of
Understanding.
o Adhere to the STP’s Assurance Framework.
8.9

Delivery and Enabling Groups
The role of the Delivery and Enabling Groups is described below:













8.10

To contribute to the overall delivery of the STP objectives by ensuring that
the quality improvements and financial opportunities identified in the STP
realised.
To be responsible for setting up and ensuring the implantation (including
savings realisation) of projects to meet the STP objectives.
To oversee the delivery of a portfolio of STP projects in order to realise
financial savings and achieve quality improvement.
To improve patient experience and outcomes.
To provide expertise to support transformational change.
To monitor progress and risks, and report this as appropriate.
To establish and oversee Development Groups, that will work up business
cases for approval, and Deployment Groups, that will take forward
business cases once approved.
To lead a process to evaluate projects once Deployment is complete, and
share the learning from this.
To adhere to the principles described in the STP’s Memorandum of
Understanding.
To adhere to the STP’s Assurance Framework.

Activity and Performance Group
The role of the Activity and Performance Group is described below:








8.11

To review and discuss activity and performance across the system in a
non-contractual environment.
To feedback trends and key insights into Delivery/Enabling Groups and
Clinical Communities, which may form part of evaluations.
To provide reports to the System Delivery Board.
To recommend and help develop future priorities based on activity and
performance levels.
To compare local and national data sets to answer specific requests by
regulators.
To adhere to the principles described in the STP’s Memorandum of
Understanding.
To adhere to the STP’s Assurance Framework.

A&E Delivery Boards
The role of the A&E Delivery Boards is described below:

Page 15 of 28

Appendix 2
Sustainability & Transformation Partnership Governance Framework – November 2017








8.12

To ensure urgent care needs are dealt with in the most appropriate setting
by the most appropriate services (which in many cases should not be in
A&E departments or acute hospital beds).
To provide a vehicle for strong and visible front-line clinical leadership and
resident/patient involvement.
To promote a culture of continuous quality improvement.
To oversee improvement projects that require locality tailoring for
successful implementation.
To deliver nationally mandated improvement initiatives and core
responsibilities to lead to A&E recovery.

System Groups
There are a number of aligned workstreams and partner groups which also
support the STP such as the Joint Commissioning Unit, Integrated
Commissioning Board and Living Well Area Partnerships.

9.

Delivering the STP

9.1

Overview
As the STP moves from planning into implementation and delivery it is
apparent that there needs to be a clear and consistent structure to frame the
various processes across the STP to reduce confusion and ensure
appropriate accountability across the ‘lifecycle’ of the STP improvement
projects. To support this the SDU has developed a suite of guidance
documents and tools which will assist all parties understand at each stage in
the improvement project’s life (Design, Develop, Deploy and Deliver). This is
outlined in the STP Programme Cycle.
The diagram below describes what happens at each stage in an improvement
project’s life:
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The diagram below demonstrates how a project moves through each stage:

9.1.1 Decision Making
Decision making remains with each organisation until/unless authority is
delegated to the STP Board or in turn to the Health and Care Executive. All
decision-making across the STP will therefore be taken under the Scheme of
Delegation set out in the tables below. Urgent Decisions are covered in
Section 9.10 below.
In the context of the decision-making process, the following applies:
Endorse – to support decisions that have been made across the STP
Approve – to approve decisions/documentation (in line with Statutory Duties
and Functions of all Organisations across the STP)
The decision-making process for the implementation phase of the STP is split
into three categories:
1. Proposals that require funding from the STP System Investment Fund
2. Proposals that require local investment (from the CCG, provider
organisations or council
3. Proposals that do not require any investment
A summary of these processes appears on the following page. More detail
about each process is available in the STP Programme Cycle and Ways of
Working document.
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Summary of the governance approach for the approval of project proposals

Outline Business Case Stage

(1) Governance approach for projects requiring funding
from the STP System Investment Fund (SIF)

Key

(2) Governance approach for projects requiring investment
from the CCG, provider organisations or council only

GATEWAY 1

GATEWAY 2

(3) Governance approach for projects that do not require any
investment

Set Clinical Vision

CAG

CAG

CAG

Approve vision

HCE

HCE

HCE

Delivery Group

Delivery Group

Delivery Group

Delivery Group

Delivery Group

Delivery Group

Delivery Groups must ensure sign off (e.g. from the
CCG CEC, Provider Boards or someone with delegated
authority) is achieved before cases proceed to the IC

Delivery Groups must ensure sign off (e.g. from the
CCG CEC, Provider Boards or someone with delegated
authority) is achieved before cases proceed to the IC

Approve Gateway Proposal

Approve Proposals

Full Business Case Stage

Develop Full Business
Case/Final Proposal

Evaluate Full Business Case

Approve Full Business Case/
Final Proposal (where
investment is required)
or Agree Final Proposal is in line
with STP (where no investment
is required)
Final Sign off (where investment
is required)
or Approve Final Proposal Case
(where no investment is
required)

Delivery Groups must ensure sign off (e.g. from the
CCG CEC, Provider Boards or someone with delegated
authority) is achieved before cases proceed to the IC

Investment
Committee

HCE

HCE

HCE

Appropriate formal sign off from
relevant local organisation(s)

Appropriate formal sign off from
relevant local organisation(s)

Appropriate formal sign off from
relevant local organisation(s)
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9.2

Matters Reserved to the Boards, Governing Bodies and Local Authority
Committees/Cabinet of Statutory Organisations across the lifecycle of
the STP
Table 1 summarises the decisions reserved to the CCG Governing Body.
Table 1 – Schedule of Matters reserved to CCG Governing Body
To approve the overarching Options and Consultation Document
Table 2 summarises those matters which have been reserved to the Boards
of NHS Organisations.
Table 2 – Schedule of Matters reserved to the Boards, Governing Bodies
of Statutory NHS Organisations
To approve system-wide planning intentions on an annual basis
To approve options for future organisational form
To approve individual QIPP and CIP plans over the lifecycle of the STP
To approve in principle, the Sustainability and Transformation Partnership
plan and agree delegated Chair’s Action/Urgent Decisions (for CCG
Governing Body)
To formally endorse sustainable medium-term options for service
reconfiguration
To approve the overarching Governance Framework
To endorse the overarching Options and Consultation Document
Table 3 summarises those matters which are reserved to the Local Authority
Committees/Cabinet.
Table 3 – Schedule of Matters reserved to Local Authority
Committees/Cabinet
To approve social care and public health service aspects of system-wide
planning intentions on an annual basis.
To formally approve the social care and public health service aspects of a
Sustainability and Transformation Partnership plan
To approve the overarching Governance Framework

9.3

Matters Delegated to the STP Board
Table 4 summarises those matters have been delegated to the STP Board by
the relevant Statutory Bodies.
Table 4 – Schedule of Matters Delegated to the STP Board and its
members
Matters Delegated
Delegated to
To focus on the medium and long-term
STP Board
strategy of the STP
To ensure that the system has in place a
STP Board
process for working towards an
Accountable Care System
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To hold the HCE account to commission
and oversee the Sustainable and
Transformation Partnership programme of
work that will, by the end of 2018/19 have
delivered on home is best, safe and
effective hospital care, sustainable together
and enablers
To hold the HCE account for delivery of the
STP
To hold the HCE to account for ensuring
that accountability and reporting
arrangements are in place.
To hold the HCE to account for ensuring
the Cambridgeshire and Peterborough STP
has in place, and is adhering to, collective
governance arrangements.
To determine the nature of a formal vote
To approve STP Board minutes
To provide written notice of dates, times
and locations of meetings of the STP Board
9.4

STP Board

STP Board
STP Board

STP Board

Chair
STP Board
Secretariat

Matters Delegated to the Health and Care Executive
Table 5 summarises those matters have been delegated to the Health and
Care Executive by the STP Board.
Table 5 – Schedule of Matters Delegated to the Health and Care
Executive and its members*
Matters Delegated
Delegated to
To commission and oversee the Sustainable Health and Care Executive
and Transformation Partnership plan of work
that will, by the end of 2018/19 have
delivered on home is best, safe and effective
hospital care, sustainable together and
enablers
To determine areas of development and
Health and Care Executive
service reconfiguration for the
Cambridgeshire and Peterborough health
and care system from 2016 through to 2020;
to lead a process to prioritise these areas
To determine which service change projects Health and Care Executive
need to be done, by whom and by when (be
they system change projects or independent
change projects within the CCG or provider
organisations); to ratify any proposed new
work before it can start.
To sign off all system projects and ensure
Health and Care Executive
that they are allocated to a Delivery
Group/Enabling Group.
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To ensure the workstreams/work
programmes commissioned by the HCE are
working to deliver one or more of the areas
identified in the table above, are
appropriately resourced, have identified clear
outcomes, targets for activity shifts, quality
changes or financial savings/ growth,
timescales for delivery, and agreed
associated projects, are on track to deliver
the changes set out above within the agreed
timescale and report on progress against an
agreed set of metrics, and report risks and
issues
To prioritise projects across the system
balancing the need to deliver maximum
impact quickly with the need to adequately
resource each project
To resolve, or oversee the resolution, of risks
and issues escalated by the groups
accountable to the HCE
To report progress and provide assurance to
the Regional Bipartite that programme
delivery is on track
To resolve issues locally, but where this is
not possible to escalate unresolved issues to
NHS Improvement and NHS England
through an agreed Bipartite meeting process
To oversee a process for agreeing
commissioning intensions
To engage with individual Boards, Governing
Bodies and Local Authority
Cabinet/Committees on the implementation
of the STP
To engage with Health and Wellbeing
Boards on the implementation of the STP.
To approve business cases to support
delivery of the STP
To review and endorse recommendations
made via the Investment Committee.
To manage the risks associated with overall
delivery of the STP
To determine the need for Urgent Decisions
in discussion with the Chair and Programme
Director
To determine the nature of a formal vote
To approve HCE minutes
To provide written notice of dates, times and
locations of meetings of the HCE
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Health and Care Executive

Health and Care Executive

Health and Care Executive

Health and Care Executive

Health and Care Executive
Health and Care Executive

Health and Care Executive
Health and Care Executive
Health and Care Executive
Health and Care Executive
Chair

Chair
Health and Care Executive
Secretariat
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* Representation by local authority officers on the Health Executive will be
limited to relevant social care and public health services within the remit of
their delegated authority from their respective Council. Any key decisions will
be subject to the constitutional process which applies to the Committee
Chair/Vice Chair or Cabinet Portfolio Holder responsible for that function.
9.5

Matters Reserved to the Care Advisory Group
Table 6 summarises those matters have been delegated to the Care Advisory
Group by the STP Board.
Table 6 – Schedule of Matters Delegated to the Care Advisory Group and
its members
Matters Delegated
Delegated to
To commission, receive and critically review Care Advisory Group
information and reports from the Delivery
and Enabling Groups.
To provide overall clinical advice and
Care Advisory Group
expertise to the Sustainability and
Transformation Partnership, making
recommendations to the Health and Care
Executive
To report progress using all necessary and
Care Advisory Group
agreed analytic methodology to the Health
and Care Executive using an agreed
reporting format.
To make recommendations for future
Care Advisory Group
innovation in service delivery.
To review business cases at ‘Outline
Care Advisory Group
Business Case’ stage and make
recommendations about whether or not they
should proceed.
To endorse Investment Committee initial
Care Advisory Group
proposals to be developed into full business
cases.
To determine the nature of a formal vote.
Chair
To approve CAG minutes.
Care Advisory Group
To provide written notice of dates, times and Secretariat
locations of meetings of the CAG.

9.6

Matters Reserved to the System Delivery Board
Table 7 summarises those matters that have been delegated to the System
Delivery Board by the STP Board.
Table 7 – Schedule of Matters Delegated to the System Delivery Board
and its members
Matters Delegated
Delegated to
To sign off methodology and a small
System Delivery Board
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number of monitoring dashboards
developed by the SDU for monitoring
programme delivery
To review the performance of the STP, by
monitoring the delivery of
workstreams/work programmes, against an
agreed set of programme metrics and using
the agreed methodology
To ensure that progress, risks and issues
are tracked and reported using the agreed
methodology
To receive and sign-off reports from the
SDU that the STP plan, and its future
modifications, is being appropriately
delivered
Through the Chairs of the Delivery/Enabling
Groups to liaise with and support the
Delivery/Enabling Groups as required,
providing information, advice and
recommendations as appropriate
To resolve, or oversee the resolution, of
risks and issues escalated by the groups
accountable to the HCE
To determine the nature of a formal vote
To approve System Delivery Board minutes
To provide written notice of dates, times
and locations of meetings of the System
Delivery Board
9.7

System Delivery Board

System Delivery Board

System Delivery Board

System Delivery Board

System Delivery Board

Chair
System Delivery Board
Secretariat

Matters Reserved to the Financial Performance and Planning Group
Table 8 summarises those matters that have been delegated to the Financial
Performance and Planning Group by the STP Board.
Table 8 – Schedule of Matters Delegated to the Financial Performance
and Planning Group and its members
Matters Delegated
Delegated to
To advise the Health and Care Executive
Financial Performance and
on system financial sustainability
Planning Group
To oversee submission of national financial Financial Performance and
submissions on behalf of the STP
Planning Group
To develop a framework for contracting and Financial Performance and
incentives, aligning planning assumptions,
Planning Group
quality assuring savings and investment
proposals and tracking savings progress
To monitor and report on the system
Financial Performance and
performance against key national/local
Planning Group
metrics
To maintain an overview, the delivery and
Financial Performance and
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benefits realisation of CIP, QIPP and
transformation plans
To consider and endorse business cases
for the use of significant system wide
financial investments
To report progress to the Health and Care
Executive using an agreed reporting format
To resolve issues locally, but where this is
not possible to escalate unresolved issues
to the Health and Care Executive through
an agreed process
To endorse Investment Committee initial
proposals to be developed into full
business cases
To monitor the SDU budget
To determine the nature of a formal vote
To approve Financial Performance and
Planning Group minutes
To provide written notice of dates, times
and locations of meetings of the Financial
Performance and Planning Group
9.8

Planning Group
Financial Performance and
Planning Group
Financial Performance and
Planning Group
Financial Performance and
Planning Group

Financial Performance and
Planning Group
Financial Performance and
Planning Group
Chair
Financial Performance and
Planning Group
Secretariat

Matters Reserved to the Investment Committee
Table 9 summarises those matters that have been delegated to the
Investment Committee and its members by the STP Board.
Table 9 – Schedule of Matters Delegated to the Investment Committee
and its members
Matters Delegated
Delegated to
To develop the criteria against which
Investment Committee
business cases will be assessed
To evaluate business cases submitted to
Investment Committee
the committee against the criteria
To ensure that all business cases
Investment Committee
submitted for consideration are supported
and agreed by all significantly affected local
health and social care organisations
(supported by the SDU)
To decide, based on the assessment
Investment Committee
against agreed Investment criteria, and
system priorities whether to recommend the
case for immediate funding in full, or in part,
or at a later date where other cases due for
presentation are thought to need priority
Have due regard to the system agreed
Investment Committee
priorities and other pipeline investment
cases currently under development,
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acknowledging that potentially not all cases
can be funded based on the resources
available
To review MRET funded scheme business
cases, and make recommendations to the
Health and Care Executive for continued
funding, or whether it believes these funds
should be reinvested in the investment pot
for other schemes
To determine the nature of a formal vote
To approve Investment Committee minutes
To provide written notice of dates, times
and locations of meetings of the Investment
Committee
9.9

Investment Committee

Chair
Investment Committee
Secretariat

Matters Reserved to the Clinical Communities
Table 10 summarises those matters that have been delegated to the Clinical
Communities and their member by the Care Advisory Group.
Table 10 – Schedule of Matters Delegated to the Clinical Strategy
Groups and its members
Matters Delegated
Delegated to
To review quality and performance
Clinical Communities
To design clinical strategy and required
Clinical Communities
service changes
To review and monitor service outcomes
Clinical Communities
To work collaboratively with stakeholders
Clinical Communities
To operate in accordance with the STPs
Clinical Communities
agreed ways of working
To determine the nature of a formal vote
Chair
To approve Clinical Communities minutes
Clinical Communities
To provide written notice of dates, times
Secretariat
and locations of meetings of the Clinical
Strategy groups

9.10

Matters Reserved to the Delivery and Enabling Groups
Table 11 summarises those matters that have been delegated to the Delivery
and Enabling Groups and its members by the Health and Care Executive.
Table 11 – Schedule of Matters Delegated to the Delivery and Enabling
Groups and its members
Matters Delegated
Delegated to
To improve patient experience and
Delivery and Enabling Groups
outcomes
To provide expertise to support
Delivery and Enabling Groups
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transformational change
To oversee the delivery of a portfolio of
projects in order to realise financial savings
and quality improvement
To monitor progress and risks, and report
this as appropriate
To develop final Business Cases for
submission to Investment Committee
To determine the nature of a formal vote
To approve Delivery/Enabling Group
minutes
To provide written notice of dates, times
and locations of meetings of the
Delivery/Enabling Group
9.11

Delivery and Enabling Groups

Delivery and Enabling Groups
Delivery and Enabling Groups
Chair
Delivery and Enabling Groups
Secretariat

Matters Reserved to the A&E Delivery Board
Table 12 below summarises those matters that have been delegated to the
A&E Delivery Board and its members.
Table 12 – Schedule of Matters Delegated to the A&E Delivery Board and
its members
Matters Delegated
Delegated to
To improve patient experience and
A&E Delivery Board
outcomes in relation to emergency care
To provide expertise to support
A&E Delivery Board
transformational change
To oversee the delivery of a portfolio of
A&E Delivery Board
projects in order to realise financial savings
and quality improvement
To deliver five mandated improvement
A&E Delivery Board
initiatives
To deliver the nationally mandated core
A&E Delivery Board
responsibilities to lead A&E recovery
To receive assurance that the following
A&E Delivery Board
nationally mandated core responsibilities
are being delivered by the UEC Delivery
Group
To monitor progress and risks, and report
A&E Delivery Board
this as appropriate
To determine the nature of a formal vote
Chair
To approve A&E Delivery Board minutes
A&E Delivery Board
To provide written notice of dates, times
Secretariat
and locations of meetings of the A&E
Delivery Board

9.12

Urgent Decisions

Page 26 of 28

Appendix 2
Sustainability & Transformation Partnership Governance Framework – November 2017

Due to the nature of the business cycle of individual organisations, there may
be a requirement for Urgent Decisions to be taken. In these circumstances,
Urgent Decisions should be;
 discussed by the Health and Care Executive and taken by the Chair of the
Health and Care Executive, in consultation with the Chair, Chief Executive
and Director of Finance (or their equivalent roles) in each partner
organisation;
 required to be taken by the Councils as a result of any decision exercised
by the HCE are subject to the individual council’s constitutional
arrangements, and;
 be recorded appropriately and reported to the partner organisations for
formal ratification at the next available meeting.
9.13

Conflicts of Interests
The STP will ensure that all Conflicts of Interests are managed in line with
NHS Statutory Guidance:
 A register of personal, professional and organisational conflicts of interest
will be maintained for all members of the STP by the STP’s Secretariat.
 Those in attendance will be asked to declare their personal, professional
and organisational conflicts of interest. Where any members of the STP
have a material interest, they should either be excluded from relevant
parts of meetings, or join in the discussion but not participate in the
decision making itself (i.e., not have a vote).
 The Chair of the relevant meeting has responsibility for deciding whether
there is a conflict of interest and the appropriate course of corresponding
action. In making such decisions, the chair may wish to consult a member
of a Governing Body or Board in the system who has responsibility for
issues relating to conflicts of interest.
 All decisions, and details of how any conflict of interest issue has been
managed, should be recorded in the minutes of the meeting.

9.14

Dispute and Conflict Resolution
Any issues that cannot be resolved locally will be referred to the regional
Bipartite.

10.

Risk Management
The STP Assurance Framework provides detail on how the STP Board will
manage and monitor risks in relation to delivery of the STP programmes of
work or projects. It also describes the accountability arrangements. An
overarching risk register which will be overseen by the STP Board and shared
with the individual partner organisations.

11.

Cycle of Business
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The STP has developed a cycle of business which will align with the individual
organisation’s business cycles/decision-making processes. Consideration to a
monthly cycle of formal business for statutory boards and governing bodies
has been considered as part of the process. The STP Programme Cycle and
Ways of Working documents describe this in more detail.
12.

Reporting Arrangements
The SDU will prepare reports relating to STP delivery for system partners.
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Quick wins
Areas of national recognition
Areas of innovation.

The System Programme of Work
10 point plan

Operational

1. People powered health and
wellbeing

Make 17/18 Projects BAU:
diabetes, falls, heart failure,
respiratory, AF, Case
Management, suicide prevention

2. Neighbourhood care hubs

3. Responsive urgent and expert
emergency care

DTOC at 3.5%,
Recover A&E 4Hour target
Make 17/18 Projects BAU: JET,
D2A, demand management, ENT,
ophthalmology, stroke ESD

4. Systematic and standardised
care
5. Continued world-famous
research and services
6. Partnership working

17/18 Financial position
Delegated commissioning,
GPs on STP Board/HCE

7. A culture of learning as a system

Clinical Communities

8. Workforce: growing our own
9. Using our land and buildings
better
10. Using technology to modernise
health

Tactical

Strategic
Prevention (& self-management)
strategy – assessment of health
inequalities & new housing demands

Community Care for the Elderly
(care homes, EOL, Dementia)
MH System Plan
Community Paediatric services
Primary Care – Extended Access
Thrombectomy, Liaison Psychiatry
[tactical integrated urgent care projects]
Cardiology
Cancer
MSK
Demand management/ A&G
[additional planned care QIPP projects
tbc]
Aligned 18/19 planning & contracting
(new payment models)
Primary care workload
[Shared Services Flagship: tbc]
Co-production with the public; one
“system comes first” message
Recruitment & Retention
Bank, agency & locum collaboration
Estates plan
Primary care estates and ICT
IG/integrated care records

Primary Care – [integrated
neighbourhoods flagship]/ Primary
Care Homes, Northstowe,
Medium-term children's strategy
Integrated urgent care design
Sustainable Model of Care for
Hinchingbrooke

New Papworth
Cambridge biomedical campus /
translational research & life sciences
innovation
Strategic commissioning
ACS ambition
Contributing to council’s agenda
GP involvement

Primary Care workforce

Digital strategy, data lakes
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Cambridge University Hospitals NHS Foundation Trust
Report to the Board of Directors: 9 May 2018
Agenda item

14

Title

Health and Safety Policy

Sponsoring executive director

David Wherrett, Director of Workforce

Author(s)

Helen Murphy, Head of Health and Safety

Purpose

To approve the Health and Safety Policy

Previously considered by

Health and Safety Committee

Executive Summary
The current Health and Safety Policy has been updated to reflect the new governance
arrangements for health and safety. The Board is asked to approve the revised policy
which is attached.

Related Trust objectives

Ensuring Clinical Excellence and
Effectiveness; Improving Patient Safety;
Improving Patient Experience; Ensuring a
Sustainable Financial Future; Valuing our
Staff and Partners

Risk and Assurance

Failure to manage health and safety can
potentially lead to loss of life, personal
injury and damage to property but can also
lead to financial loss, reputational damage,
litigation and adverse or unwanted
publicity. Assurance for health and safety
is monitored by the Quality Committee.

Related Assurance Framework Entries

n/a

Legal / Regulatory / Equality, Diversity &
Dignity implications?

Legal implications: Under the Health and
Safety at Work Act 1974, all employers
have a legal duty to provide a Health and
Safety Policy. Failure to provide a policy
document is an offence under the Act and
subject to possible enforcement action by
the HSE.

How does this report affect Sustainability?

n/a

Does this report reference the Trust's
values of “Together: safe, kind and
excellent”?

No

Action required by the Board of Directors
The Board is asked to approve the revised Health and Safety Policy.

Board of Directors: 9 May 2018
Health and Safety Policy
Page 1 of 3

Cambridge University Hospitals NHS Foundation Trust
9 May 2018
Board of Directors
Health and Safety Policy
Helen Murphy, Head of Health and Safety
1.

Background

1.1

Under the Health and Safety at Work Act 1974, the Trust is legally required to
have a health and safety policy outlining its commitment, legal responsibilities
and arrangements for the management of health and safety. It is good practice
that the policy is reviewed, updated (where required) and approved on an annual
basis. As this document is on the Trust’s ‘schedule of matters reserved for the
Board of Directors’, it requires approval by the Board.

1.2

The Board is asked to note that the main changes to the policy are in relation to
the new governance arrangements for health and safety (see section 2).

1.3

The Chief Executive re-signed the annual statement of intent on 27 February
2018. The health and safety annual report for 2017/18 will be going to the
Quality Committee on 4 July 2018 before being presented to the Board.

2.

New governance arrangements for health and safety

2.1

As from January 2018, the Board sub-committee with board level assurance and
oversight for health and safety has transferred from the Workforce and Education
Committee, where it has been for two years, to the Quality Committee. In
addition, the Trust’s Health and Safety Committee has a direct reporting line to
the Management Executive. The Health and Safety committee has a number of
sub-committees undertaking specific and specialist responsibilities. The diagram
below demonstrates this relationship.

Estates H&S
Committee
Safer Sharps
Committee
Board of Directors

Quality
Committee

Health & Safety
Committee

Management Executive

Board of Directors: 9 May 2018
Health and Safety Policy
Page 2 of 3

Health &
Wellbeing
Committee
Radiation
Protection
Committee

3.

Committee responsibilities for health and safety

3.1

The Board of Directors has a collective role in providing committed leadership in
the continuous improvement of health and safety management and performance.
The Board must ensure that their actions and decisions always reinforce this
commitment, and that the necessary resources and infrastructure are provided
for health and safety programmes.

3.2

The Quality Committee aims to seek assurance on behalf of the Board that there
are effective policies and arrangements in place for health and safety, and that
there is a continuous improvement in health and safety management and
performance. It will receive health and safety assurance reports, and the Trust’s
annual health and safety report prior to it going to the Board of Directors.

3.3

The Management Executive is the core decision making meeting for the Executive
on all matters relating to Health and Safety. It will receive a report following each
Health and Safety Committee of any issues for escalation, referral or information.
It will take action on any high-level risks escalated from the Health and Safety
Committee and will escalate any unresolved issues to the Board of Directors.

3.4

The Health and Safety Committee is responsible for overseeing the
implementation of the health and safety policy and arrangements in the
organisation and providing assurance to the Quality Committee that these are
effective and that there is a continuous improvement in management and
performance. It will also advise the Management Executive of any significant
health and safety risks and plans for mitigation. The committee is also the
statutory consultative committee as required by the Safety Representatives and
Safety Committee Regulations 1977 and the Health and Safety (consultation with
employees) Regulations 1996, and includes representatives of the recognised
trade unions together with others representing a wide spectrum of interest in the
Trust.

4.

Recommendations

4.1

The Board of Directors is asked to approve the revised Health and Safety Policy.

Board of Directors: 9 May 2018
Health and Safety Policy
Page 3 of 3

Health and Safety Department
Workforce directorate

Health and Safety Policy
Key messages





1

We are committed to protecting the health and safety of all our staff and other
persons who may be affected by our activities in accordance with the Health and
Safety at Work Act 1974.
Our aim is to ensure workplace injuries and work-related ill-health are prevented so
far as is reasonably practicable.
It is the responsibility of all staff to be familiar with this policy and understand their
duties and responsibilities in relation to health and safety.
This policy must also be communicated to all contractors and other stakeholders.

Scope
This is a public document and is applicable to all staff, contractors and other
stakeholders. It is available to all persons upon request.

2

Purpose
The purpose of this policy is to:





3

Outline CUH’s commitment to health and safety.
Outline the organisational arrangements for health and safety.
Comply with health and safety legislation.
Outline how CUH will deliver successful health and safety management

Our commitment to health and safety
At CUH, we believe that no-one should be harmed at work and we are
committed to protecting the health and safety of all our staff and other persons
who may be affected by our activities in accordance with the Health and Safety
at Work Act 1974. We will achieve this by:
 ensuring strong and visible leadership for health and safety,
throughout the organisation from Board to Ward;
 recognising and implementing that health and safety is an integral
part of improving business performance;
 ensuring continual improvement in health and safety management
and performance;
 complying with health and safety legal requirements and
responsibilities and other associated guidance;
 controlling risk and preventing injury, ill-health, diseases and
incidents;
 placing management of health and safety as a prime responsibility of
line management from most senior executive to first-line supervisor;

Cambridge University Hospitals NHS Foundation Trust
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 ensuring visible participation of management in promoting good
practices on a day-to-day basis;
 acknowledging that people are the key resource and promoting the
general health and safety of workers;
 providing adequate and appropriate resources and supervision,
including access to competent specialist advice where necessary;
 setting, reviewing and publishing health and safety goals and
objectives in the organisation;
 ensuring employee involvement, participation and consultation to gain
commitment to health and safety and its implementation;
 ensuring that all employees at all levels receive appropriate training
and are competent to carry out their duties and responsibilities;
 providing an effective health and safety management system that is
compliant with BS OHSAS 18001 and HSE’s model of managing health
and safety;
 reviewing the health and safety management system and associated
policies, as a driver of continual improvement;
 benchmarking performance, internally and externally.
Our commitment to health and safety is underpinned by this policy and our
five 5 year health and safety strategy. The strategy sets out the Trust’s
approach, direction and general framework for the successful management
of health and safety at CUH. This reflects CUH’s commitment to continuous
improvement in health and safety management and performance at CUH and
focuses on the following seven strategic goals for health and safety.
1. Leadership – we will demonstrate our commitment to health and safety
through strong and visible leadership.
2. Knowhow – we will train, develop and support our workforce to undertake
their roles and responsibilities safely.
3. Culture – we will create an open and fair culture amongst our workforce that
encourages safe behaviours and a positive health and safety culture.
4. Controls – we will have robust health and safety procedures in place to
minimise risk of harm and undertake comprehensive consultation to ensure
effectiveness and practicality.
5. Compliance – we will continually measure, monitor and review health and
safety performance and compliance in relation to the level of risk.
6. Engagement – we will engage with our workforce and other interested
parties and adopt a style of communication that stimulates conversations
about health and safety and creates a workforce that is well-informed on
health and safety matters.
7. Workplace – we will provide a safe environment for our workforce, patients,
contractors and visitors.
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We recognise that health and safety supports and contributes to the
provision and delivery of high quality healthcare that fulfils our values of
Together – safe, kind and excellent. We believe that our approach will lead
to CUH being recognised and respected as one of the UK’s leading acute
teaching hospitals with firmly embedded health and safety.

4

Definitions

4.1

Health and safety
Health and safety is a body of criminal law that places a duty on all
employers to protect the health, safety and welfare of all their employees
whilst at work and any other person who may be affected by their work
activities so far as is reasonably practicable. The primary piece of legislation
is the Health and Safety at Work Act 1974 (HSWA).
Failure to manage health and safety can potentially lead to loss of life,
personal injury and damage to property but can also lead to financial loss,
reputational damage, litigation and adverse or unwanted publicity. It is also
a criminal offence and can lead to enforcement action from the Health and
Safety Executive (HSE), the national independent regulator for health and
safety. They will bring enforcement action on material breaches of health
and safety legislation that may result in fines and in some cases,
imprisonment.
Health and safety is concerned with hazards such as heavy lifting and
repetitive tasks, slips, trips and falls, stress, workplace violence and
exposures to infectious, chemical and physical agents (noise, vibration,
electromagnetic energy) and risks associated with suboptimal organisation of
work. It does not include the safe delivery of NHS care and treatment of
patients which comes under the remit of patient safety and includes hazards
such as wrong-site surgeries and surgical complications, diagnostic errors,
medication errors, transfusion errors, and healthcare-associated infections.
It also does not include initiatives under the health and wellbeing agenda
which is concerned with ensuring that staff are provided with an
environment and opportunities that encourage and enable them to lead
healthy lives and make choices that support their wellbeing. It is important
to note that there is an overlap in some areas and therefore these disciplines
cannot be managed in complete isolation and will rely on a co-ordinated
approach to identify and implement improvements.
Health and safety law is not about creating a totally risk-free society. It is
about ensuring workplace hazards are identified and risks are managed so
far as is reasonably practicable.

4.2

Reasonably practicable
The concept of reasonably practicable lies at the heart of British health and
safety law. It is a key part of the general duties of the Health and Safety at
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Work Act 1974 and many sets of health and safety regulations. The
definition set out by the Court of Appeal (in its judgment in Edwards v.
National Coal Board, [1949] 1 All ER 743) is:
‘Reasonably practicable’ is a narrower term than ‘physically possible’ … a
computation must be made by the owner in which the quantum of risk is placed on
one scale and the sacrifice involved in the measures necessary for averting the risk
(whether in money, time or trouble) is placed in the other, and that, if it be shown
that there is a gross disproportion between them – the risk being insignificant in
relation to the sacrifice – the defendants discharge the onus on them.”

In essence, making sure a risk has been reduced as far as is reasonably
practicable is about weighing the risk against the sacrifice needed to further
reduce it. The decision is weighted in favour of health and safety because
the presumption is that employers should implement the risk reduction
measure. To avoid having to make this sacrifice, employers must be able to
show that it would be grossly disproportionate to the benefits of risk
reduction that would be achieved. Thus, the process is not one of balancing
the costs and benefits of measures but, rather, of adopting measures except
where they are ruled out because they involve grossly disproportionate
sacrifices. Extreme examples might be:
 To spend £1m to prevent five staff suffering bruised knees is obviously
grossly disproportionate; but
 To spend £1m to prevent a major explosion capable of killing people is
obviously proportionate.
Of course, in reality many decisions about risk and the controls that achieve
so far as is reasonably practicable are not so obvious. Factors come into play
such as on-going costs set against remote chances of one-off events, or
daily expense and supervision time required to ensure that, for example,
employees wear ear defenders set against a chance of developing hearing
loss at some time in the future. It requires judgment. There is no simple
formula for computing what is reasonably practical and it can get very
complicated.

5

Responsibilities
It is the responsibility of all staff to understand their duties and
responsibilities in relation to health and safety as detailed in section 8. This
policy must also be communicated to all contractors and other stakeholders.

6

Liability in Health and Safety
The Chief Executive, principal executive officer of the Trust and accountable
to the Board of Directors, is ultimately accountable for the health and safety
policy and the overall health and safety arrangements and performance of
the Trust. They are unable to delegate this duty under the Health and Safety

Cambridge University Hospitals NHS Foundation Trust

Health and safety policy

Page 4 of 17

Health and Safety Department
Workforce directorate
at Work Act 1974. Under this Act, each individual staff member also bears
some responsibility for health and safety. This may be as simple as the legal
duty to co-operate with the Trust in matters relating to health and safety.
However, any staff member acting in a managerial or supervisory capacity
bears additional responsibilities – the more senior the appointment, the
more onerous the responsibility. The level of that responsibility is directly
linked to the level of control exercised. In health and safety terms, each
director/manager/supervisor is responsible for those people, areas and
activities they are expected to control and are accountable in law for their
actions.
The HSE will consider taking action against the Trust and/or individuals
following an incident investigation or other regulatory contact. Their
enforcement policy states that a prosecution should normally occur or be
recommended, in any one of a number of circumstances including:









When a workplace death is caused by breach of legislation;
The gravity of an alleged offence, taken together with the seriousness
of any actual or potential harm, or the general record and approach of
the offender warrants it;
If the offender’s standard of health and safety management is far
below what is required which gives rise to a significant risk
If there has been a reckless disregard of health and safety
requirements
There has been repeated breaches which give rise to a significant risk
or persistent and significant poor compliance
There has been a failure to comply with an improvement or prohibition
notice; or there has been a repetition of the breach that was subject
to a simple caution
False information has been supplied wilfully or there has been an
intent to deceive, in relation to a matter that gives rise to a significant
risk
Inspectors have been intentionally obstructed in the lawful course of
their duties

Before prosecuting organisations, the HSE will consider whether the actions
taken by the organisation were ‘reasonably practicable’ (see section 5.2 for
definition). Simply, this means has the organisation followed legislation and
good practice, and mitigated risk ‘that any reasonable employer would
appreciate and take steps to guard against’.
When considering whether to prosecute individuals, the HSE consider the
management chain and the role played by individual directors and
managers. The policy states that action should be taken against them where
the inspection or investigation reveals that the offence was committed with
their consent or connivance or to have been attributable to neglect on their
part. The HSE may also seek to disqualify Directors under the Company
Directors Disqualification Act 1986 (up to 15 years disqualification).
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On the other hand if a director/manager has done everything possible to
comply with the law, and has taken all reasonable and normal steps to
ensure the health and safety of their staff, and any other person who may
be affected by their activities, then it is very unlikely that they would be
considered for prosecution. Reasonable and normal steps would include:
carrying out risk assessments, addressing high risk matters revealed by risk
assessments, ensuring equipment is regularly checked and maintained, and
ensuring that staff understand their own responsibilities in relation to health
and safety, are properly trained and competent to fulfil their functions.
Individual employees may also be prosecuted by the HSE where they have
shown a reckless disregard for health and safety, and such disregard has
resulted in serious risk. Individuals are unlikely to be prosecuted where they
have worked in accordance with the controls detailed in risk assessments,
and with any training and instruction given, and complied with all applicable
rules and arrangements.
The penalties under health and safety legislation are unlimited fines and/or
up to 2 years imprisonment.
In addition to this, the Crown Prosecution Service may also prosecute the
Trust for corporate manslaughter where a workplace death has occurred
from a gross breach of a duty of care under the Corporate Manslaughter and
Corporate Homicide Act 2007. These type of cases, result in unlimited fines.
Cases may also be brought against individuals for gross negligence
manslaughter where there has been a breach of duty of care through
extreme carelessness, recklessness or incompetence resulting in death. In
these cases the maximum penalty is life imprisonment.

7

Organisational structure for Health and Safety
The organisational structure for health and safety is detailed below.

7.1

Corporate Responsibilities

7.1.1

The Board of Directors
The Board of Directors have a collective role in providing committed
leadership in the continuous improvement of health and safety management
and performance. The Board will ensure that their actions and decisions
always reinforce this commitment, and that the necessary resources and
infrastructure are provided for health and safety programmes. The Board will
review the effectiveness of the health and safety policy, arrangements and
performance at least annually. The Board has a specific responsibility under
the Health and Safety at Work Act, to put in place a health and safety policy
and statement of intent. All Board members also retain an individual
responsibility for health and safety.
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7.1.2

Quality Committee
The Quality Committee, a sub-committee of the Board of Directors, aims to
seek assurance on behalf of the Board that there are effective policies and
arrangements in place for health and safety, and that there is a continuous
improvement in health and safety management and performance. It will
receive health and safety assurance reports, and the Trust’s annual health
and safety report prior to it going to the Board of Directors.

7.1.3

Management Executive
The Management Executive is the core decision making meeting for the
Executive on all matters relating to Health and Safety. It will receive a report
following each Health and Safety Committee of any issues for escalation,
referral or information. It will take action on any high-level risks escalated
from the Health and Safety Committee and will escalate any unresolved
issues to the Board of Directors.

7.1.4

The Health and Safety Committee
The Health and Safety Committee, a sub-committee Quality Committee, is
responsible for overseeing the implementation of the health and safety
policy and arrangements in the organisation and providing assurance to the
Quality Committee that these are effective and that there is a continuous
improvement in management and performance. It will also advise the
Management Executive of any significant health and safety risks and plans
for mitigation.
The committee is also the statutory consultative committee as required by
the Safety Representatives and Safety Committee Regulations 1977 and the
Health and Safety (consultation with employees) Regulations 1996, and
includes representatives of the recognised trade unions together with others
representing a wide spectrum of interest in the Trust. Other responsibilities
include:
 providing an annual report to the Quality Committee outlining its activities
for the year;
 receiving quarterly reports from its sub-committees and Trust specialist
advisors;
 agreeing objectives, targets and priorities, and key performance indicators
for health and safety;
 monitoring health and safety performance and compliance with health and
safety policies through review of key performance measures and audits
and address any significant failures or concerns;
 considering new and changed legal requirements and the health and
safety implications of introducing new processes or new ways of working;
 endorsing and approving new and updated health and safety policies and
procedures prior to publication;
 reviewing key health and safety risks and considering plans for mitigation
as appropriate;
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 escalating unresolved health and safety risks to the Management
Executive.
7.1.6

The Health and Safety Committee Sub-Committees
The Health and Safety Committee has four expert advisory sub-committees.
These are the Radiation Protection Committee, Estates Health and
Safety Committee, Health at Work Committee and Safer Sharps
Committee. Their main responsibility is to assure the Health and Safety
Committee that there are effective policies and arrangements in place for
their specialist area(s) and advise of any significant health and safety risks
and plans for mitigation. Other responsibilities include:
 providing regular reports to the Health and Safety committee with a
summary on key activities undertaken in the reporting quarter, any issues
of outstanding concern and the actions taken and any health and safety
concerns/issues to be escalated;
 providing an annual report to the Health and Safety Committee outlining
its activities for the year;
 providing an annual workplan of objectives, targets and priorities.

7.1.7

Health and Safety Department
The Health and Safety department provides competent advice and
assistance on all matters relating to health and safety. Other responsibilities
include:












developing an effective health and safety management system that is
compliant with BS 18001 and HSE’s model of managing health and safety;
reviewing health and safety incidents, identifying common themes and
trends and areas requiring improvement;
reporting of all reportable incidents under the Reporting of Injuries,
Diseases and Dangerous Occurrences Regulations 2013;
ensuring significant health and safety risks are being managed in
accordance with the Trust’s Risk Management Policy;
keeping abreast of new or changed legislation, interpret law and how it
applies to the Trust;
communicating any new developments or changes to health and safety
responsibilities;
developing key objectives, targets and priorities on an annual basis
(workplan) and monitoring progress;
developing key performance indicators and measuring performance;
creating and developing corporate policies, procedures and guidelines in
relation to health and safety;
undertaking audits to measure compliance with health and safety
legislation, arrangements, practice and policy;
identifying weaknesses identified from performance measures and audits
and recommending corrective and preventative action, ensuring lessons
are communicated and learnt;
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 providing an annual report of key activities for the year;
 providing a health and safety training programme (see section 9);
 liaising with relevant regulatory and enforcement agencies in relation to
health and safety;
 attending the health and safety committee, providing quarterly updates,
issues of concern and items to be escalated;
 the authority to stop work if it contravenes health and safety and puts
people at risk of injury (this will be done in consultation with the
appropriate Executive Director).
7.1.8

Cambridge Health at Work (occupational health)
Cambridge Health at Work (CHW) provides competent advice and assistance
on all matters concerned with work-related ill-health and fitness to work. Its
responsibilities include:
 advising on fitness for work, workplace safety, the prevention of
occupational injuries and disease;
 recommending appropriate adjustments in the workplace to help people
stay in work;
 improving the attendance and performance of the workforce – for
example by assisting in the management of sickness absence;
 providing rehabilitation to help people return to work, and give advice on
alternative suitable work for people with health problems;
 promoting health in the workplace and healthy lifestyles;
 recommending and implementing appropriate policies to maintain a safe
and healthy workplace;
 conducting research into work-related health issues;
 ensuring compliance with health and safety regulations including
minimising and eliminating health related hazards;
 advising on medical health and ill-health retirement.

7.2

Individual Responsibilities
All individuals are accountable for their responsibilities under health and
safety law. Individuals may be supported in the discharge of their
responsibilities by a person who has the necessary competence to carry out
the role; however responsibility and accountability cannot be delegated.

7.2.1

The Chief Executive
The Chief Executive, principal executive officer of the Trust and accountable
to the Board of Directors, is ultimately accountable for the health and safety
policy and the overall health and safety arrangements and performance of
the Trust. The Chief Executive is also responsible for ensuring that all
directors fulfil their individual responsibilities with regard to health and
safety. Executive responsibility for health and safety is delegated by the
Chief Executive to the Director of Workforce.
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7.2.2

The Director of Workforce
The Director of Workforce is the appointed executive director for health and
safety and is responsible for:
 ensuring there is an effective health and safety management system that
is compliant with British Standard 18001 and HSE’s model of managing
health and safety (HSG65);
 ensuring the Trust has access to competent health and safety advice and
resource;
 ensuring health and safety is included in Board decisions, the setting of
priorities, objectives and in the agreement of corporate values and
behaviours;
 ensuring that health and safety is given a sufficiently high profile to
maintain a culture which encourages effective health and safety
management and performance;
 ensuring the development, implementation and monitoring of the health
and safety policy and its arrangements;
 providing assurance to the Chief Executive on compliance and reporting
any significant failures or concerns;
 leading the Health and Safety Team;
 chairing the Health and Safety Committee.

7.2.3

Executive Directors/Divisional Directors
Health and safety is devolved to individual Clinical Divisions and Corporate
Directorates to implement effectively.
Executive Directors/Divisional Directors are responsible for the successful
and effective implementation of this policy and health and safety
arrangements in their division/directorate. They are responsible for:







ensuring, so far as is reasonably practicable, the health and safety of staff
and others who may be affected by Trust activities and that there is a
safe working environment;
resolving health and safety issues or escalating in accordance with the
Trust’s Risk Management Policy;
promoting a positive health and safety culture in their division/directorate
by participation and consultation with staff, and by demonstrable
commitment and leadership;
providing the necessary resources and infrastructure for health and
safety;
ensuring health and safety is considered when setting
divisional/directorate objectives and priorities;
nominating one or more Divisional/Directorate Health and Safety Lead(s)
to assist them in their responsibilities. Nominated Lead(s) must be a
senior individual, who reports directly to an Executive Director/Divisional
Director. Nominations must be confirmed with the Health and Safety
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Department and Executive Directors/Divisional Directors must assure
themselves that the person has the necessary competence to carry out
the role.
7.2.4

Divisional/Directorate Health and Safety Lead(s)
Divisional/Directorate Health and Safety Lead(s) are nominated by, and are
responsible to, their Executive Director/Divisional Director. There is normally
one Health and Safety Lead in each Division/Directorate, but more may be
nominated where the Executive Director/Divisional Directors deems this to
be necessary. Where no Health and Safety Lead has been appointed, the
Executive Director/Divisional Director is by default, the Health and Safety
Lead.
The Health and Safety Lead’s overarching responsibility is to oversee
implementation of the health and safety policy and arrangements in their
division/directorate and provide assurance to the Executive
Director/Divisional Director on compliance, reporting any significant failures
or concerns. Other responsibilities include:






7.2.5

acting as the link person for health and safety issues/matters/concerns for
the division/directorate;
ensuring health and safety is discussed at Divisional/Directorate Board
meetings (or equivalent) at least monthly including incidents reported and
significant risks recorded;
addressing the findings from health and safety management audits and
surveys and other health and safety reports;
sharing areas of good practice in the division/directorate and any areas of
concern;
attending the health and safety committee as the division/directorate
health and safety representative; representing the views of the
division/directorate at the committee and communicating back health and
safety messages to the division/directorate following the meeting.

Clinical Directors, Associate Director of Operations, Divisional Lead
Nurses, Senior Clinical Nurses and Operations Managers (including
deputies)
Clinical Directors, Associate Director of Operations, Divisional Lead Nurses,
Senior Clinical Nurses and Operations Managers (including deputies) are
responsible for assisting and supporting the implementation of the health
and safety policy and arrangements in their area(s) of responsibility. They
are responsible for:



ensuring, so far as is reasonably practicable, the health and safety of staff
and others who may be affected by Trust activities and that there is a
safe working environment;
resolving health and safety issues or escalating in accordance with the
Trust’s Risk Management Policy;
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7.2.6

promoting a positive health and safety culture in their division/directorate
by participation and consultation with staff, and by demonstrable
commitment and leadership;
providing the necessary resources and infrastructure for health and
safety;
ensuring health and safety is considered when setting
divisional/directorate objectives and priorities;

Managers/supervisors/leaders (i.e. those directing the activities
others and/or in control of premises)
All managers/supervisors and leaders have prime responsibility for health
and safety as part of their normal line management function. Managers
should refer to the good practice document entitled ‘Managers Health and
Safety Toolkit: Managing health and safety successfully’ for further guidance.
Their responsibilities include:
 ensuring, so far as is reasonably practicable, the health and safety of staff
and others who may be affected by Trust activities and that there is a safe
working environment;
 carrying out local induction of new staff and informing them of their
health and safety responsibilities and of any safety precautions to follow;
 identifying workplace hazards that may cause harm and ensuring suitable
and sufficient written risk assessments are carried out and measures are
implemented to control the risks;
 resolving health and safety issues locally or escalating in accordance with
the Trust’s Risk Management Policy;
 reviewing risk assessments to ensure they accurately reflect their
ward/department/service risk profile and that action is being taken to
address the issues;
 including health and safety in the setting of
ward/department/service/team objectives and ensuring these are met by
performance monitoring;
 including health and safety in the setting of personal objectives and
ensuring these are met by performance monitoring and appraisal;
 co-operating with corporate health and safety audits and completing an
annual self-assessment health and safety management audit;
 ensuring that staff have the necessary training, information and
supervision in order to carry out their jobs safely;
 receiving incident forms reported by their staff and ensuring that the
incident is managed;
 undertaking investigations of incidents in order to identify causes and
implement any corrective and preventative action to reduce the likelihood
of recurrence;
 reviewing incidents to ensure they have been appropriately investigated
and that common themes and trends have been identified;
 ensuring staff comply with any protective and preventative measures
implemented in the interests of health and safety;
 ensuring workplace inspections are carried out and that any issues are
addressed and actions are monitored;
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7.2.7

providing emergency procedures and ensuring staff are aware of what
they are to do in an emergency situation;
ensuring that job descriptions (where appropriate) detail specific health
and safety responsibilities;
raising health and safety awareness and promote the importance of
health and safety amongst staff;
ensuring staff involvement, participation and consultation in matters
relating to health and safety and discussing health and safety at senior
team meetings (or equivalent) at least monthly; keeping staff informed of
all health and safety issues on a regular basis e.g. during handover, via
‘toolbox’ talks, etc;
encouraging staff to identify gaps in their knowledge or experience and
discuss plans for learning and development;
carrying out visible participation of commitment to health and safety;
making regular observations of health and safety activities;
ensuring there are adequate first aid arrangements in place for the types
of hazards present;
having an ‘open door’ policy where staff can raise health and safety
concerns directly;
promoting good housekeeping at all times and that areas are kept clear of
clutter/rubbish;
maintaining ward/department/service health and safety signs and notice
boards in a clean and legible condition;
where applicable, ensuring the health and safety competence of
contractors and other stakeholders and monitoring their performance with
health and safety;
in shared premises, working collaboratively with other managers to
identify and address health and safety hazards;
undertaking health and safety training for their role (see section 8).

Departmental Health and Officers (DHSOs)
Departmental Health and Safety Officers are appointed by
mangers/supervisors/leaders to assist them in the discharge of their health
and safety responsibilities. The appointment of a DHSO does not transfer
managers’ responsibility or accountability for health and safety.
Managers/supervisors/leaders must satisfy themselves that the appointed
DHSO is competent to carry out the role. Departmental Health & Safety
Officers will be trained in the undertaking of risk assessments, workplace
inspections and other health and safety tasks.

7.2.8

All staff (includes substantive, bank, agency, volunteers, honorary
contracts, etc)
All staff are responsible for ensuring their own safety and that their acts and
omissions do not jeopardise the health and safety of others. They are
responsible for:
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 taking reasonable care of themselves and others;
 working in accordance with the controls detailed in risk assessments, and
with any training and instruction given, and complying with all applicable
rules and arrangements;
 promptly reporting all incidents and any perceived shortcomings in health
and safety arrangements;
 making suggestions to improve any aspect of health and safety;
 co-operating with managers in all matters of health and safety;
 maintaining a healthy and safe place to work i.e. follow good
housekeeping practices;
 seeking advice when unclear or unsure of safety requirements;
 identifying gaps in training and experience and discussing plans for
development and learning with their line manager;
 acting in accordance with the Trust’s values and behaviours at all times.
7.2.9

Other specialist roles /departments
Other specialist roles and departments for health and safety in the
organisation are listed below and their roles and responsibilities are detailed
in the relevant Trust Policy.

7.2.10

Specialist role / department
Radiation Protection Advisor (RPA)

Relevant Trust Policy
Ionising Radiation Policy

Radiation Protection Service

Ionising Radiation Policy

Moving and Handling department and
specialist advisors

Safer handling Policy

Fire Safety Department and specialist
advisors

Fire safety management protocol
(management and governance)

Security Advisor / Local Security
Management Specialist (LSMS)

Safe & Secure Environment Policy

Union Health and Safety representatives
Union Health and Safety representatives are appointed by recognised trade
unions to represent their members on health and safety issues. They have a
number of legal functions including investigating RIDDOR reportable
incidents, undertaking workplace inspections, carrying out risk assessments
and investigating staff complaints relating to health and safety. The Trust
will consult with health and safety representatives on matters relating to
health and safety via the Health and Safety Committee and Management
Staff Forum. Further information on their role and responsibilities can be
found in the ‘Consultation with employees’ guidance available on MERLIN
(the Trust’s document library).
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7.2.11

Representatives of employee safety
Representatives of employee safety are members of staff who have been
elected by a group of staff to represent them on health and safety matters.
They have a number of legal functions including notifying the Trust of health
and safety concerns affecting the group of staff they are representing. The
Trust will consult with representatives of employee safety on matters
relating to health and safety via the Health and Safety Committee and
Management Staff Forum. Further information on their role and
responsibilities can be found in the ‘Consultation with employees’ guidance
available on MERLIN.

7.2.12

Contractors
Any contractor working on the Trust premises or engaged in Trust business
must adhere to the Trust’s health and safety policies and procedures at all
times. Contractors must inform the Trust of any hazards or risks that may
impact on safety. Further information on contractor safety can be found in
the ‘Management of contractors’ procedure available on MERLIN.

8

Health and Safety Training
The Health and Safety Department is responsible for providing a health and
safety training programme at CUH. The table below sets out the training
arrangements:
Role
Managers/supervisors/leaders
i.e. those directing the activities
of others

Training course
‘Health and Safety
Awareness for Managers’

Managers/supervisors/leaders,
DHSOs, other staff

‘Health and Safety Risk
Assessment Training’

All staff (includes substantive,
bank, agency, volunteers,
honorary contracts, etc)

‘Health and Safety
Awareness Training’ eInduction

Delivery
Line Manager
Essential Training
via DOT and 3
yearly refresher
Optional training:
face to face group
training delivered by
the H&S department
e-learning at
corporate induction
and refresher
training every 3
years
Local induction
(ward based
training)

Where required, training on specific health and safety risks will be arranged
by the responsible manager. This may be delivered ‘on the job’ with
adequate supervision or via internal/external training courses as
appropriate.
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9

Policy review
This policy has immediate effect and replaces all previous versions. This
policy will be reviewed annually or as required, when new or changed
legislation occurs, or should there be any change in the Trust’s activities.

10

Monitoring compliance and effectiveness
Compliance of this policy will be monitored with a variety of methods
including:








Annual health and safety self-assessment management audits measuring how well health and safety has been implemented within
each division/directorate.
High risk area health and safety audits concentrating on specific
hazards in high risk areas e.g. moving and handling in the mortuary,
safe use of chemicals in laboratory areas, etc.
Specific-policy audits – that look to measure whether specific health
and safety policies are effective e.g. slips, trips and fall audit, stress
audit, etc.
Survey outcome data – analysing the data from health and safety
culture surveys.
Compliance with the Health, Safety and Wellbeing Partnership Group
(HSWPG) standards.
Key performance indicators as approved by the Health and Safety
Committee.
Benchmarking with other organisations.

The results/outcomes will be reviewed by the Health and Safety Committee
and any shortfalls or non-compliances will he highlighted and actions
addressed. Where the Committee has on-going concerns these will be
escalated to the Quality Committee.

11
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