There will be a meeting of the Board of Directors on Wednesday 10 July 2019 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
8 May 2019

4*

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

For review

11.05

5

Patient story
To hear a patient story

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
11.40

For approval

Purpose

9*

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

9.1*

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

For receipt

9.2

Access standards
To receive the report of the Chief Operating Officer

For receipt

9.3

Workforce
To receive the report of the Director of Workforce

For receipt

9.4

Improvement
To receive the report of the Director of Improvement and
Transformation

For receipt

9.5*

Financial performance
To receive the report of the Chief Finance Officer

For receipt

Governance and assurance

Purpose

12.10

10*

Workforce Race Equality Standard progress report
To receive the report of the Director of Workforce

For receipt

12.25

11*

Education, learning, training and development
To receive the report of the Director of Workforce

For receipt

12.40

12*

Guardian of Safe Working quarterly and annual reports
To receive the reports of the Medical Director

For receipt

12.50

13*

Freedom to Speak Up Guardian six-monthly report
To receive the report of the Director of Corporate Affairs

For receipt

13.00

14*

Cambridge Transition Programme
To receive the report of the Director of Strategy and Major
Projects

For receipt

13.05

15*

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

13.10

16*

Board assurance committees – Chairs’ reports
16.1 Quality Committee: 3 July 2019
• Safeguarding Annual Report
• Health and Safety Annual Report
16.2 Performance Committee: 3 July 2019

Other items
13.15

13.30

For approval

For receipt

Purpose

17

Any other business

18

Questions from members of the public

19

Date of next meeting
The next meeting of the Board of Directors will be held on
Wednesday 11 September 2019 at 11.00 in The Deakin
Learning Centre, Addenbrooke’s Hospital, Hills Road,
Cambridge CB2 0QQ.

20

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).

21

Close

2

For note

Minutes of the meeting of the Board of Directors held in public on
Wednesday 8 May 2019 at 11.00 in The Deakin Learning Centre,
Addenbrooke’s Hospital, Hills Road, Cambridge CB2 0QQ
Member
Dr M More
Mr D Abrams
Ms N Ayton
Dr E Cameron
Mr A Chamberlain
Dr A Doherty
Mr S Higginson
Ms L Szeremeta
Dr M Knapton
Prof P Maxwell
Prof S Peacock
Ms S Pointer
Mr P Scott
Dr A Shaw
Mr R Sinker
Mr I Walker
Mr D Wherrett

Position
Trust Chair
Non-Executive Director
Director of Strategy and Major Projects
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 Corporate Affairs *
Director of Workforce

Present
X
X
X
X
X

Apologies

X
X
X
X
X
X
X
X
X
X
X
X

* Non-voting member
In attendance
Ms J Doughty
MS J Wright
Ms J Loudon
Ms M Brown
Ms L Hering
Mr J Bradley
Mr G Burgess
43/19

Position
Clinical Nurse Specialist (for item 47/19)
Clinical Nurse Specialist (for item 47/19)
Lead Governor (for 49/19)
Voluntary Services Manager(for item 52/19)
Employee Development Manager (for item 52/19)
Director of Research and Development (for item 54/19)
Assistant Trust Secretary (minutes)

Welcome and apologies for absence
Apologies were received from Annette Doherty.

44/19

Declarations of interest
Standing declarations of interest of Board members were noted.

45/19

Minutes of the previous meeting
The minutes of the Board of Directors’ meeting held in public on 13 March 2019
were approved as a true and accurate record.

1

46/19

Board action tracker and matters arising not covered under other
agenda items
Received and noted: the action tracker.

47/19

Patient story
Janine Doughty and Jo Wright, Clinical Nurse Specialists, presented the patient
story.
Noted:
1. The Board of Directors received a story about the Acute Respiratory Team
and the positive impact that lung volume reduction surgery had on patients.
The following points were made in discussion:
1. Availability of services for Chronic Obstructive Pulmonary Disease (COPD)
varied depending on where in the region a patient lived.
2. The Trust offered extended services to those patients that did not have
services readily available in the community.
3. The Acute Respiratory Team worked closely with the Emergency Department
to identify COPD patients who may have presented at the Trust overnight.
4. The Acute Respiratory Team worked closely with a network of GP and nurseled services in the community.
5. The importance of links with smoking cessation services was highlighted. It
was noted that the Acute Respiratory Team worked closely with CAMQUIT
which could assess patients for appropriate ongoing smoking cessation
interventions following discharge. The treating clinical team could prescribe
nicotine patches for COPD patients while in hospital.
6. As COPD was a chronic disease the importance of interface with mental
health services was highlighted. It was noted that each patient had a holistic
management plan in place covering a wide range of health and wellbeing
needs. The Breathless Intervention Service also had links with psychologists.
The Chair thanked the team and the patient who had agreed to have his story
told.

48/19

Chair’s report
Mike More, Trust Chair, presented the report.
Noted:
1. Negotiations were ongoing with the new regional leadership team of NHS
England and NHS Improvement regarding the Trust’s and STP’s financial
plans for 2019/20. Formal thanks were expressed to the Chief Executive and
the Chief Finance Officer for their ongoing work on this.
2. A warm welcome was extended on behalf of the Board to colleagues at Royal
Papworth Hospital NHS Foundation Trust following their recent relocation to
the Cambridge Biomedical Campus.
The following points were made in discussion:
1. The range of professions receiving ‘You Made a Difference’ Awards this
month highlighted the breadth and diversity of the Trust’s workforce.
Agreed:
1. To note the contents of the report.
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49/19

Report from the Council of Governors
Julia Loudon, Lead Governor, presented the report.
Noted:
1. The annual election of governors to the Council of Governors would conclude
in early June 2019. Governor awareness sessions where people interested in
becoming a governor could hear about the role and speak with existing
governors had been held in March 2019,
2. A ‘Meet the Candidates’ session would take place on 15 May 2019, prior to
the Medicine for Members lecture. This would provide an opportunity for
members of the Patient, Public and Staff constituencies to talk to candidates
standing in the annual election.
3. Governors had now been attending Board assurance committees as
observers for 12 months. Governors had found the role extremely useful and
were in the process of confirming nominations for the coming year.
Agreed:
1. To note the activities of the Council of Governors.

50/19

Chief Executive’s report
Roland Sinker, Chief Executive, presented the report.
Noted:
1. Thanks were expressed for all of the hard work across the Trust on service
improvement and transformation, staff engagement and reducing the
number of delayed transfers of care (DTOCs).
2. Key areas of focus for the Trust were quality of care, finances and strategy.
Strategy update
Nicola Ayton, Director of Strategy and Major Projects, gave a verbal update.
Noted:
1. Following detailed discussions with the Management Executive and senior
leaders across the organisation, Board members had reviewed the current
Trust strategy in February 2019. This was followed by a second seminar in
March 2019 to consider the Trust’s strategic choices, models of provider and
system integration, the phasing of the different choices and the Trust’s role
in working with partners. The outputs of these sessions, alongside ongoing
engagement and conversations with staff, patients and partners, would help
inform the strategy refresh for 2019/20.
2. In line with the vision to develop more integrated, proactive and
preventative care for patients based around local communities, and following
the publication of the new national contract for GPs, Cambridgeshire and
Peterborough CCG and the Local Medical Council (LMC) were leading
engagement with GPs on future Primary Care Networks (PCNs).
3. The South Provider Alliance was working with a number of emerging PCNs to
implement the Integrated Neighbourhood model of care for local populations.
4. The South Alliance continued to work closely with Granta Medical Practices
on the development of their Integrated Neighbourhood to improve care and
outcomes for their 44,000 patients.
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5. Royal Papworth Hospital had successfully moved to the Cambridge
Biomedical Campus on 23 April 2019 and received its first patients on 1 May
2019. The final critical service specifications for shared services had been
formally approved and all actions required to ensure shared services were
operational in time for the opening had been delivered. Discussions were
ongoing regarding opportunities for closer joint working in cardiology and
respiratory medicine.
The following points were made in discussion:
1. The importance of engaging with a wide range of GP practices on the
Integrated Neighbourhood model of care was highlighted. It was noted that
the work with Granta Medical Practices would be used to develop good
practice in preparation for a wider roll out.
2. The importance of engaging patients on service pathway redesign was noted.
Input from the voluntary sector would also be key going forward. It was
noted that the Trust was working with a local umbrella organisation to help
engage the views of a wide range of voluntary groups in the area.
Agreed:
1. To note the contents of this report.
51/19

Integrated report
Received and noted: the Integrated Report for March 2019.
Workforce
David Wherrett, Director of Workforce, gave an update.
Noted:
1. As requested by the Board of Directors, further information had been
included in the report relating to administrative and clerical staff groups.
2. There had been a 2.8% growth in administrative and clerical staff over the
past 12 months. The largest increase had been in research and development
posts, which were externally funded. There had been a slight decrease in
corporate area posts.
3. While the nursing pipeline continued to deliver, there had been a small
increase in vacancy rates.
4. Staff turnover for March 2019 was 13.5%, down from over 14% in summer
2018.
5. Over the past 12 months, 11% of staff had suffered harm due to a health
and safety incident. Work was ongoing to address this.
6. The publication of the NHS Workforce Plan had been delayed.
The following points were made in discussion:
1. The Healthcare Assistant (HCA) vacancy rate had reduced to 11% following a
review and streamlining of recruitment processes.
2.
3. Lower staff vacancy rates allowed for more flexibility of Bank staff. Effective
rostering processes were in place and Bank approval processes were
currently being reviewed.
4. It was expected that weekly Bank/Agency requests and filled shifts would
level out over the coming months.
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5. The 2018 Staff Survey had shown improvements in a number of areas. The
percentage of staff that felt they had meaningful appraisals had increased, as
had the overall staff engagement score. However, further was required on
tackling bullying, harassment and abuse.
Agreed:
1. To note the report of the Director of Workforce.
Nurse safe staffing
Lorraine Szeremeta, Chief Nurse, presented the report.
Noted:
1. Paediatric fill rate in March 2019 had been affected by the number of
paediatric Registered Nurse (RN) vacancies across all areas including the
paediatric Emergency Department (ED). A successful paediatric recruitment
day held in March 2019 had resulted in 29 offers of employment being made.
2. A review of maternity staffing was currently being undertaken following
receipt of the Birthrate Plus report. A further update would be provided to
the Board of Directors in June 2019.
3. Due to a high level of annual leave being taken at the end of the year there
had been an increase in the number of requested Bank shifts.
Agreed:
1. To note the safe staffing report for March 2019.
2. To note that daytime paediatric RN fill rates were being affected by
vacancies.
3. To note the restricted permissions to requesting Bank staff in place from May
2019.
4. To note the specialing review recommendations for review at the Nursing,
Midwifery and Allied Health Professionals Advisory Committee (NMAAC) for
further action.
5. To note the Birthrate Plus review received in March 2019.
6. To note that Care hours per patient day (CHPPD) for March 2019 was 9.6.
Access standards
Sam Higginson, Chief Operating Officer, gave an update.
Noted:
1. Emergency Department (ED) attendances in March 2019 had increased by
8.6% on the previous year. This had resulted in significant pressure on bed
availability.
2. There had been a 0.5% increase in elective and non-elective surgery.
3. Work continued on reducing length of stay and delayed transfers of care
(DTOCs). The Acute Hub also continued to operate effectively.
4. There had been one 52 week breach in March 2019. The patient had been
referred to the Trust 49 weeks into their pathway but had now received
treatment. Work was ongoing with other trusts to seek to better manage
referral processes.
5. The 62 day urgent cancer standard had been achieved in March 2019 and for
Quarter 4 overall.
6. The stroke metric had been achieved in March 2019. Discussions were
ongoing through the Quality Committee regarding use of the ring-fenced
stroke bed.
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7. There were currently 18,000 overdue outpatient follow ups and work was
continuing to review referral processes. It was anticipated that the further
roll out of MyChart and the introduction of patient initiated follow ups would
result in a reduction in this number.
8. MyChart activation processes had been simplified and over 4,000 patients
were now registered. A total of 1,500 additional patients had registered with
MyChart in April 2019.
9. On average 38 beds a month had been freed up as a result of the ongoing
ward improvement work.
The following points were made in discussion:
1. Despite the ongoing financial challenges, the importance of continuing with
improvement and transformation work was highlighted. Improving patient
pathways, access and capacity would lead to financial benefits going forward.
2. While work was being undertaken to increase ambulatory care capacity,
securing funding remained a challenge. Going forward EAU3 would be
opened in the evenings to ease pressure on the Emergency Department
(ED).
3. Work was ongoing through the STP to redesign pathways and ensure best
value for taxpayer’s money across the system.
Agreed:
1. To note the report of the Chief Operating Officer.
Quality
Ashley Shaw, Medical Director, and Lorraine Szeremeta, Chief Nurse, gave an
update.
Noted:
1. There had been 66 cases of hospital acquired C. difficile in 2018/19. After full
investigations, 43 cases had been deemed unavoidable.
2. There had been no cases of hospital acquired MRSA bacteraemia in March
2019. In total four avoidable cases had been reported in 2018/19.
3. The latest MRSA bacteraemia rate comparative data (12 months to March
2019) put the Trust tenth out of 10 in the Shelford Group of teaching
hospitals. Work was ongoing to increase compliance with hand hygiene
standards.
4. Improved diagnosis and escalation processes had proved successful in
managing the increased number of influenza cases in winter 2018/19.
5. Sepsis Leads from across the Shelford Group had met to share good practice.
A Shelford wide education programme was currently being developed.
6. A Board Seminar on infection control would be held in June 2019.
7. The reported Hospital Standardised Mortality Ratio (HSMR) for the latest
available period, January 2019, was 54.42 The Trust was the best performing
in the Outside London Teaching peer group (ATHOL) and the fourth best
performing inclusive of London teaching hospitals.
8. In March 2019 there had been no deaths identified as being directly related
to lapses in care.
9. Five Serious Incidents (SIs) had been reported in March 2019.
10. Duty of Candour compliance remained below trajectory at 36%.
11. There had been a statistically significant increase in Hospital-acquired
Pressure Ulcers (HAPUs) in the last 13 months of reporting. A deep dive was
currently being undertaken to understand the reasons for this.
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The following points were made in discussion:
1. The importance of benchmarking healthcare acquired infection data was
highlighted. It was noted that the Infection Control Committee reviewed a
breakdown of all infection control data to identify any trends.
2. A group had been convened to review the position on post-partum
haemorrhages (PPH). The Medical Director agreed to provide an update to
the Chair of the Quality Committee within the next three weeks.
Agreed:
1. To note the report of the Chief Nurse and Medical Director.
Financial performance
Paul Scott, Chief Finance Officer, presented the report.
Noted:
1. At month 12 the Trust had a year end deficit £0.1m ahead of plan.
2. The Trust had therefore delivered the 2018/19 financial plan and was in line
with the exit run rate.
3. Work was ongoing to deliver cost improvement plans.
4. Significant risks remained to essential health and safety works if capital
funding was not secured.
5. The Trust would be submitting a revised financial plan for 2019/20 on 15 May
2019.
Agreed:
1. To note the report of the Chief Finance Officer.
52/19

Voluntary services annual report
Maggie Brown, Voluntary Services Manager, and Linda Hering, Employee
Development Manager, presented the report.
Noted:
1. Work was ongoing, through targeted recruitment and proactive community
engagement, to increase the volume and diversity of volunteer teams.
2. Work was being undertaken with the Cambridge and Peterborough Combined
Authority to realise the widening access aspirations of the Volunteer Service.
3. Many young volunteers went on to have a career in the NHS.
4. The Trust currently had over 400 volunteers and 13 Pat Dogs.
5. The demographic of volunteers had changed over recent years with an
increase in the proportion of younger volunteers.
6. The Trust worked closely with Hills Road and Long Road sixth form colleges.
7. In January 2019, with funding from the Pear Foundation, the Volunteer
Service had developed a second Young Persons’ Programme for 16-19 year
olds.
The following points were made in discussion:
1. The Board of Directors recognised the important role that volunteers played
in the successful running of the hospitals. The Volunteer Service was formally
thanked for its hard work and dedication.
2. A volunteer’s lunch would take place on 6 June 2019. Members of the Board
of Directors were encouraged to attend.
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Agreed:
1. To note the current provision of voluntary services.
2. To note the planned focus for 2019/20.
3. To note the Trust’s work with voluntary sector partners.
4. To note national intentions through the Long Term Plan to invest in
volunteering in the NHS.
53/19

Strategy update
Nicola Ayton, Director of Strategy and Major Projects, presented the report.
Noted:
1. The Trust continued to implement its strategy through 17 core Executive-led
strategy programmes.
2. A strategic dashboard of key metrics had been developed in order to assess
the impact of the strategy over time.
The following points were made in discussion:
1. System partners were working together to develop a new approach to
contracts, whole population payments and financial incentives. These
contracts would enable the delivery of new models of care, providing
proactive, integrated high quality care to local people.
2. The importance of a planned approach to moving services into a community
setting was highlighted.
3. Discussions were ongoing regarding the location of stroke and neuro
rehabilitation services.
Agreed:
1. To note the progress being reported against each of the 17 core Executiveled strategy programmes.

54/19

Research and development
John Bradley, Director of Research and Development, presented the report.
Noted:
1. Genomics England had reported sequencing of the 100,000th genome in
December 2018.
2. NHS England had confirmed a one year extension to the East of England NHS
Genomic Medicine Centre contract.
3. The NIHR BioResource for Translational Research in Common and Rare
Diseases had expanded their activities.
4. The NIHR Inflammatory Bowel Disease (IBD) BioResource has now recruited
over 23,000 patients across 90 NHS organisations.
5. Over 40,000 volunteers had registered with the NIHR Depression and Anxiety
BioResource.
6. The HDRUK Sprint Exemplar project was on schedule to deliver.
7. An award from the Chan Zuckerberg Initiative would align activities of the
NIHR BioResource to establish a source of fresh normal human tissue from
organ donors to support the international Human Cell Atlas project.
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The following points were made in discussion:
1. The Trust was working with NHS trusts in Leeds, Liverpool and Newcastle on
the HDRUK Sprint Exemplar project. While all the trusts had different IT
systems, discussions were taking place on data sharing processes. HDRUK
was also currently bidding for commercial project models.
2. £114m had been awarded in the previous bidding round to the Cambridge
Biomedical Research Centre (BRC). The Scientific Advisory Board had met in
October 2018 to review BRC progress and plan for the next round of bidding.
3. Examples of positive impacts on clinical care would be included in the BRC
annual report.
4. The importance of Board visibility of BRC progress was highlighted.
5. £35m had been awarded for BioResource. The project reported annually and
was currently meeting its objectives.
Agreed:
1. To receive and approve the report.
55/19

Learning from deaths report
Ashley Shaw, Medical Director, presented the report.
Noted:
1. The decrease in inpatient deaths since April 2018 had continued in March
2019, with 12 consecutive points below the mean.
2. There had been no increase in deaths over the 2018/19 winter period.
3. There had been nine deaths identified through the Structured Judgement
Review process as potentially avoidable between April 2018 and March 2019.
4. Work was being undertaken to review current maternity governance
structures, processes, capacity and capability.
5. There had been no Prevent Future Death orders between April 2018 and
January 2019.
6. Four Deputy Medical Examiners had been appointed to support the Lead
Medical Examiner with the wider roll out across the Trust.
7. Two lay members had been appointed to the Learning from Deaths
Committee.
Agreed:
1. The note the report for the period April 2018 to March 2019.

56/19

Board Assurance Framework (BAF)
Ian Walker, Director of Corporate Affairs, presented the report.
Noted:
1. Ten of the thirteen BAF risks were at their target level.
2. Of the 13 current BAF risks, six rated at a score of 20, 16 or 15.
3. The Executive was currently undertaking a review of the BAF risks with
reference to the Trust’s three-year strategic objectives and the recent
strategy refresh work. An update would be provided to the Board in June
2019.
4. The Board should continue to be mindful of the level of risk it was prepared
to tolerate in relation to its risk appetite statement.
5. Internal Audit had undertaken a review of risk management and the BAF
would be reporting a rating of significant assurance with minor improvement
opportunities to the Audit Committee.
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The following points were made in discussion:
1. The Board of Directors welcomed the work to review BAF risks against the
strategy refresh and highlighted the importance of the BAF informing the
activity of Board assurance committees.
2. An information session for governors on risk management was planned for
September 2019.
3. The interrelationship between BAF risks 07/18 (estates maintenance),
07a/18 (fire safety) and 010/18 (finances) was highlighted.
4. The Performance Committee had raised concern that the current financial
position was not sustainable and that this should be reflected in the BAF.
5. On a monthly basis the Risk Oversight Committee reviewed all risks included
on the BAF and Corporate Risk Register (CRR).
Agreed:
1. To approve the latest version of the Board Assurance Framework.
57/19

Conflicts of Interest policy
Ian Walker, Director of Corporate Affairs, presented the report.
Noted:
1. KPMG as part of their 2018/19 internal audit and counter fraud programme
had reviewed the current policy and its implementation.
2. Outcomes of the review were reported to the Audit Committee in February
2019.
3. The review recommended a small number of amendments to the policy which
management had accepted, as set out in the paper.
4. Approval of the policy was reserved to the Board of Directors.
Agreed:
1. To approve the updated Conflicts of Interest policy.

58/19

Board assurance committees – Chair’s reports
Quality Committee: 1 May 2019
Sharon Peacock, Quality Committee Chair, presented the report.
Noted:
1. The Committee continued to monitor infection control and maternity services.
Agreed:
1. To note the report.
Performance Committee: 1 May 2019
Adrian Chamberlain, Performance Committee Chair, presented the report.
Noted:
1. The Committee remained concerned that the current financial position,
especially in relation to capital, was not sustainable.
2. Increasing Emergency Department (ED) attendances remained a significant
concern.

10

Agreed:
1. To note the report.
Remuneration and Nomination Committee: 1 May 2019
Shirley Pointer, Remuneration and Nomination Committee Chair, gave a verbal
update.
Noted:
1. Executive Director performance had been reviewed.
2. Potential service implications of pension tax changes had been discussed.
3. A further meeting would be held to discuss talent management.
Agreed:
1. To note the update.
59/19

Any other business
None raised.

60/19

Questions from members of the public
It was noted that the previously submitted question had been withdrawn.

61/19

Date of next meeting
The next meeting of the Board of Directors in public would be held on
Wednesday 10 July 2019 at 11.00 in The Deakin Learning Centre, Addenbrooke’s
Hospital, Hills Road, Cambridge CB2 0QQ.

62/19

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).

Meeting closed: 13.28
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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

8 May 2019 – No specific actions agreed

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.
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Agenda item
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Title

Chair’s Report

Sponsoring executive director

Mike More, Trust Chair

Author(s)

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
Recognition of colleagues
Council of Governors elections
You Made a Difference Awards

Related Trust objectives

All Trust objectives

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.

Cambridge University Hospitals NHS Foundation Trust

Board of Directors
Report of the Chair
Mike More, Trust Chair

10 July 2019

1.

Introduction

1.1

As the Board will be aware, the financial challenges we have faced over recent
years came to a head with the decision as to whether or not to agree our financial
control total for 2019/20. The Trust has now agreed this as part of a concerted
approach across all the Cambridgeshire and Peterborough STP, in which all
providers agreed their control total, but with a worsening position for the CCG.

1.2

Our collective approach has been to seek to achieve medium-term financial
stability through active review of our services and working with the NHS England
regional team on transparency as to our costs and openness to active
benchmarking. This is also aligned with the collective intention to expose the
question of funding for the Cambridgeshire and Peterborough system in national
debate and this has now obtained some media and parliamentary attention.

1.3

I am scheduled to meet with officers of the County Council shortly to compare the
messages for NHS funding of the county with those for other public services as a
common worry is the approach to demographic growth in the county.

2.

Diary events

2.1

In addition to a number of meetings pursuing the interests of CUH and
Cambridgeshire and Peterborough STP, I would like to highlight the following
events.

2.2

I was pleased to attend a session of the Trust’s Senior Leaders’ programme, along
with the Chief Executive, in order to have a structured conversation led by the
members of the Senior Leaders’ Programme cohort. This was an excellent
opportunity to discuss the issues that matter to our staff and senior leaders.

2.3

I attended a talk given by Consultant Intensivist Dr Vilas Navapurkar on the John V
Farnham Intensive Care Unit to mark National Dying Matters week. The care of
patients who are dying is a topic about which I care deeply and I am always
pleased to support these events.

2.4

I presented a number of awards at this year’s Long Service and Retirement
Awards, along with the Chief Executive. It is always humbling to meet with staff
who have given so much of their working lives to the organisation and also to wish
those who are retiring all the best for their well-earned rest.

2.5

I attended the official launch of the role of the Dementia and Delirium Champions
within CUH, which was set to coincide with National Dementia Awareness Week.
Again, I was pleased to lend my support to this event which highlights champion
roles which will have such a positive effect on the lives of our patients.
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2.6

I chaired an interview panel for the appointment of a consultant trauma and
orthopaedic surgeon. These interview and selection processes are extremely
important as those appointed as consultants often spend the rest of their careers
within the organisation.

2.7

I was pleased to visit the Tissue Typing department within the organisation to meet
the team and hear about the important, highly specialised and skilled work they
undertake, and to discuss the physical environment in which they work.

2.8

I was delighted to be invited to attend and make a speech at a summer party
organised by Penny Walkinshaw and her volunteer committee with support from
ACT to celebrate the great work of CUH and raise awareness of the work of the
charity. This was an excellent event, and I am also grateful to Sir Michael and Lady
Sibyl Marshall for their support of the event.

2.9

I attended the inaugural meeting of the elected mayor of Cambridgeshire and
Peterborough’s CAM Metro Advisory Board. This was a well-attended meeting with
senior representation from the University, local authorities, and businesses and
other major employers. I will continue to attend these meetings.

2.10 As is customary in months when there is no private Board, I attended a meeting
with the public, during which questions were discussed relating to pressure on staff
in the Rosie Hospital, new measures put in place with respect to capacity pressures
following the recent CQC report, capital funding for maintenance, IT contract,
outpatient clinics in the community, the impact of the CCG deficit on patients,
patient access to MyChart, actions around DTOC and clinic letters.
3.

Recognition of colleagues

3.1

I would like to put on record my gratitude for the years of service Sandra Myers,
Director for Integrated Care, has given to the Trust, and the patients it and the
local system serves, as she steps down from her role. Sandra has served the NHS
for 28 years and latterly has had roles leading the division of medicine, and some
time as Interim Chief Executive of ACT. I have worked closely with Sandra on a
number of issues, including system integration, and I wish her all the very best for
the future.

3.2

I would also like to put on record my congratulations to workforce colleagues who
won the HR team of the Year Award at the recent Healthcare People Management
Association awards in Manchester.

3.3

In addition, I am also delighted that Cambridge University Hospitals NHS
Foundation Trust won a CHKS Top 40 Top Hospital Award. This award is based on
22 indicators that evaluate clinical effectiveness, health outcomes, efficiency,
patient experience and quality of care. Both awards are a testament to the ongoing
hard work and dedication of staff across the Trust.

3.4

I am pleased to report that the Trust has been shortlisted as a finalist in all five of
the categories entered for the national private and public sector Digital Technology
Leaders Awards:
•
•

Digital Team of the Year – eHospital digital division
Best Large Enterprise Digital Project – 42% reduction in sepsis
mortality trust-wide through the use of digital technology
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•
•
•

Best Public Sector Digital Project – eHospital: joined-up healthcare for
our patients (EPR with integrated technology/devices, MyChart,
EpicCare Link, Care Everywhere)
Chief Digital Officer of the Year – Dr Afzal Chaudhry
Digital Ambassador of the Year – Dr Afzal Chaudhry

The awards ceremony took place on 2 July and I am delighted to confirm that the
Trust won four awards for Best Large Enterprise Digital Project; Best Public Sector
Digital Project; Chief Digital Officer of the Year; and Digital Ambassador of the
Year. Many congratulations to the eHospital team and everyone across the Trust
who continues to play a key role in our digital development.
3.5

CUH has also been shortlisted in the Nursing Times Awards 2019 for ‘Data-driven
care with electronic nursing quality metrics for 100% of patients’ in the Technology
and Data in Nursing category, and in the Nursing Times Workforce Awards 2019 in
the category of ‘Best use of technology to support the working environment’. This
success follows the Trust reaching the finalist stage in two categories of the
National Patient Safety Awards for sepsis improvements through the use of digital
technology:
•
•

Best patient safety initiative in A&E
Best HealthTech solution for patient safety

4.

Council of Governors elections

4.1

The 2019 Governor election results are now in. 26 candidates stood for election to
six vacancies across the public, patient and staff constituencies. I am grateful to
all candidates who took part in this year’s elections. The successful candidates are
as follows:
Public constituency
Melissa Lee
Graham Green

Term date: 1 July 2019 - 30 June 2022
Term date: Immediate start - 30 June 2021

Patient constituency
Ruth Greene
Howard Sherriff
Jeremy Griggs
Simon Whitworth

Term
Term
Term
Term

Staff constituency
Bill Davidson

Term date: 1 July 2019 - 30 June 2022

date:
date:
date:
date:

1 July 2019 - 30 June 2022
1 July 2019 - 30 June 2022
Immediate start - 30 June 2020
Immediate start - 30 June 2020

In relation to turnout, this was as displayed below (last year’s turnout in brackets):
Public constituency
6 candidates and 2 vacancies
Voter turnout: 22.9% (21.7%)
Patient constituency
18 candidates and 3 vacancies
Voter turnout: 25.7% (25.1%)
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Staff constituency
2 candidates and 1 vacancy
Voter turnout: 21.9% (27.0%)
4.2

I chaired the June meeting of the Council of Governors at which many Governors
Elect were present, and at which I presented my review of Board performance FOR
2018/19 (attached at Appendix A).

5.

You Made a Difference Awards

5.1

The May winners were Omid Karblaie Hosseini, HCA on the John V Farnham
Intensive Care Unit, and Rod Lynn, Senior Biomedical Scientist, Haematology.
Omid has been part of the JVF ICU team since March 2007, and takes responsibility
to ensure all of the stock and equipment is ordered, serviced and available. Omid
works behind the scenes and is always helpful, reliable, very resourceful and good
humoured. He says yes with a smile to every challenge, and the bigger the
challenge, the wider the smile and the louder he laughs.

5.2

Rod began working in the department in December 1982, and his job involves
being a senior biomedical scientist within haematology. He is and has been the lead
trainer in haematology over the past 30 years and has been in his senior post since
1991. He has trained junior trainee biomedical science staff including placement
students, new staff and staff returning to practice, and he is the main morphology
trainer for specialist registrars sitting the FRCPath exams. Rod is a fountain of
knowledge and a very dedicated member of staff, staying late every night beyond
his hours voluntarily to ensure malarias, urgent blood films and urgent testing and
registration portfolios are kept up to date.

5.3

The June winners were Susan Hall, Healthcare Assistant in the Emergency
Department (ED), and Helena Champion, Dietician. Susan started with the ED in
2013, and is competent in all areas of the department, and a great resource for
new members of staff at all levels. Susan is extremely approachable and
hardworking. She always has time to listen to people’s concerns and support where
she can. Susan is currently on the Grow Your Own Nurses program which is due to
end this year.

5.4

Helena began work at CUH in 2002 as a part-time paediatric dietician, finally
settling into the specialist area of metabolic diabetes. In 2008 she became involved
in ketogenic diet management by taking on the care of a small number of children
for whom the Trust had secured exceptional case funding in order to prove the
benefit of ketogenic therapy to children with epilepsy. Response to these
interventions was positive and the permanent ketogenic service was fully
commissioned in 2009, at which point Helena moved into a full time role in order to
lead and develop the dietetic element of the service. Since then the service has
gone from strength to strength and now every year supports 30 new patients and
their families to undertake ketogenic therapy. Helena has led the service
throughout this time with a genuinely professional, dedicated attitude which has
always been firmly rooted in a desire to do what is best for the child and the family
in her care.

5.5

The Team Winner was the Environmental Services Team. This is a small, highly
skilled and dedicated team made up of 21 staff. Environmental services are
responsible for three services; Waste Management, the boiler house and two
incinerators. Every day the Trust produces 11 tonnes of waste; seven tonnes of
these are incinerated on site and the rest is taken off site for recycling and
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recovery. This equates to approximately 4000 tonnes per year. The team has
worked closely with the Environment Agency as well as colleagues in NHS
Improvement to help reduce the backlog of waste throughout the country, created
by the collapse of a major waste company. Running of such complex plant and
machinery is not without its challenges. However, the team take this in their stride
with dedication and professionalism.
5.6

Nothing is too much trouble for the team and they take great pride in their work,
even in some challenging situations and always remain calm under pressure.

6.

Recommendation

6.1

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

Cambridge University Hospitals NHS Foundation Trust

Council of Governors
Review of Board priorities 2018/19
Dr Mike More

19 June 2019

1. Purpose
1.1.

The purpose of this report is to summarise performance against Board
priorities in 2018/19 and to provide context for the report on the outcome
of the appraisals of Non-Executive Directors (NEDs) which will be provided
in a separate meeting.

2. Background
2.1.

The Chair has conducted annual appraisals of all NEDs in the period
between January and March 2019. These were full appraisals for all NEDs.

2.2.

The appraisals were conducted in accordance with the Policy and Procedure
adopted by the Council of Governors on 21 September 2016.

2.3.

Appraisals were supported by nominated 360 degree assessments, some
proposed by the NEDs and some conducted by the Council of Governors.

2.4.

The Board is a ‘Unitary Board’, comprising both Executive and NonExecutive Directors. NEDs do not ‘run the hospital’ and, as such, do not
have classic executive-type SMART (Specific, Measurable, Achievable,
Realistic and Timed) objectives against which they can be measured. NEDs
roles cover:
•
•
•
•
•
•

Seeking assurance on the adequacy of management systems and
management thinking/responses.
Contributing to the development of strategy.
Participating in Board decision-making/direction setting/monitoring.
Mentoring/advisory benefit of experience to executive/others.
Relationship with Governors in providing assurance on the
effectiveness of the Board.
Effective external and internal relationships as leaders of the Trust.

2.5.

The outcome of the appraisals was discussed with the Governors’
Nomination and Remuneration Committee on 3 April 2019. A report will be
provided to the Council of Governors in a separate meeting.

2.6.

NED Board members have complementary backgrounds and skills, with
three coming from health backgrounds (research, education and primary
care); one from bio-sciences and entrepreneurial background; two with
financial and commercial experience; one from a Director of HR
background, including the Department of Health; and one from a local
government background. NEDs have served varying terms of office: one
serving since 2012 (Patrick); one since 2013 (Mike Knapton); two since
2015 (Shirley and Sharon); and three since 2017 (Adrian, Annette and
Daniel). In the course of the year, Shirley and Sharon’s transition to a
second term was agreed by the Council of Governors, as was Mike

Knapton’s transition to a full and final third-year term. Patrick is the
University of Cambridge nominee to the Board and therefore is not subject
to the same renewal processes.
2.7.

NEDs continue to be very busy. In addition to the formal sub-committees
(cited in paragraph 3.2), NEDs also attend the Council of Governors (four
times) and the two Governor working groups (Communications and
Engagement; Scrutiny and Performance - four times each). All NEDs
engage in informal discussion, meetings and briefings prior to such formal
events, so as to make formal meetings as productive as possible. NEDs
meet collectively and informally for two hours prior to all Board meetings.
In addition, NEDs participate in other meetings of the Trust and have
chaired Consultant Advisory Appointment Panels (NEDs have chaired 11).
NEDs no longer chair all such panels, as in the year we introduced a Lay
Panel of people with relevant expertise to share the load. This has been
helpful in speeding up the appointment process, widening the pool of
expertise available to the Trust and reducing NED workload. In addition,
NEDs have been involved in Staff Appeals Panels (2 such panels in
2017/18) and 3 NEDs took part in 6 15 Steps visits in the year, sometimes
with Governors.

3. Board performance
3.1.

Despite the relative complexity and intensity of Trust business and scope,
the Board has a standard formal governance structure which would be
recognised in much smaller hospitals.

3.2.

The Board met in public 6 times in the year and in closed session 11 times.
The Board is supported by sub-committees with specific remits:
Performance (11 meetings), Quality (6 meetings), Workforce, Education
and Training (3 meetings) and Audit (4 meetings). The Nomination and
Remuneration Committee met twice. These were supplemented by two
Board away days, largely focused on how we work together as a team and
as a Unitary Board. The general view is that these have been helpful and
productive and we are scheduled to maintain the discipline of two away
days a year.
Changes in governance

3.3.

Two major changes have been made in the year.

3.4.

The first is that we reduced the number of Board meetings held in public
(by five), so as to allow the Board more time to engage on strategy and
the future of the Trust. I was very sensitive to the point, in introducing this
change, that the Trust needs to maintain a culture of openness and trust
and was alert to concerns that this might be being eroded. Before making
the change I had a number of discussions with Governors, interested
members of the public and Healthwatch so as to secure their continued
support and to identify ways in which the risks could be addressed. Part of
this involved creating a public meeting with the Chair and Chief Executive
in the months when there is no Board meeting in public, putting relevant
material such as the integrated performance report on the CUH website in
such months, and noting the contents of such meetings in my formal report
to the Board. The response, one year on, has been positive in that the new
approach has opened up new ways of dialogue and conversations which, I
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believe, have been welcomed. In addition, fuller minutes of the Board’s
confidential meetings have been provided to the Council of Governors.
3.5.

The second change, though not directly driven by the first change but
related to it, is that we have opened up engagement by governors through
introducing observer status to governors on Board assurance subcommittees. This applies to all committees other than the Board’s
Remuneration and Nomination Committee. Given that we have no subcommittee for the development of Trust Strategy (this being a matter for
the whole Unitary Board), we also created a Governor Working Group on
Strategy which the Director of Strategy and Major Projects and I attend.
These arrangements are subject to formal review at about this time,
alongside updated nominations from the Council of Governors, but at the
time of writing has had positive feedback. It enables deeper understanding
of the issues facing the Trust and its performance by governors and also
better enables governors to fulfil the role of assessing NEDs for the overall
performance of the Board. NEDs have found the participation by governors
to be extremely helpful. I hope that we continue this arrangement. Issues
which we need to consider in the second year of the initiative is how to
ensure a good cascade of information across the wider Council of
Governors from observers, as it is important to avoid two tiers of
governors.

3.6.

The governance mechanisms and terms of reference of sub-committees
had been reviewed in 2017/18 and so this year has been the first year of
operation since that review. My overall sense is that they are broadly
working well, that the sub-committees are taking on the more heavy-duty
role of scrutiny and challenge; that they are clear on the difference
between genuine assurance and simply receiving executive reassurance;
that they follow key items through with the requisite persistence and
consistency; and that there is flexibility in the system to enable subcommittee to have extraordinary meetings to focus on specific items. The
most prominent example of this is the ability of the Performance
Committee to have specific meetings on the Trust budget and approach to
Financial Control Totals and the examination of the Cancer Research and
Children’s Hospitals business cases. The tighter performance of the subcommittees also enables the whole Board, when it meets together, to act
as a Unitary Board. The relationship between Board sub-committees needs
continuous monitoring and co-ordination. Otherwise there is a risk of
overlap, loss of distinctive focus or duplication. This is perhaps most risky
in the relationship between Performance and Quality Committees, a risk
which we seek in part to address through some overlap of membership.
However, through the appraisal process we have identified the value of
quarterly meetings of Chairs, which I chair, to co-ordinate our activity. We
had such a meeting in February and a further one is scheduled for May.

3.7.

I am very clear that CQC inspections are not ends-in-themselves but are
useful indicators of the state of the Trust. It is up to us to drive our
continuous improvement and there remains much to do. It was, however,
very heartening to see the recent inspection mark our continued progress
and to see the ‘Outstanding’ rating under the well-led domain. This reflects
the quality and cohesiveness of leadership throughout the Trust from Ward
to Board and is evidenced by daily leadership shown by many across all our
clinical and non-clinical activity. The Council of Governors, in its own
distinctive role, is fully part of that leadership.
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Changes in approach towards wider systems working
3.8.

We also saw a marked shift in the CUH stance in our engagement in
system-wide partnerships.

3.9.

Since 2015 the Trust has focused on the considerable internal issues we
faced in improving our management disciplines and practices:
a) stabilising and strengthening executive management leadership;
b) improving morale;
b) raising clinical engagement in the leadership and management of the
Trust;
c) moving from a cost recovery approach towards a more sustainable
approach towards pathway redesign;
d) establishing and progressing a commonly understood and supported
strategy;
e) ensuring continued improvements in clinical quality in a context of
unprecedented demand; and
f) addressing long term problems in operational performance, especially in
areas like clinical discharge and the emergency pathway.

3.10. This has been in a context of significant financial challenge and alongside
concerns about the adequacy of our estate and our capacity to resolve fire
safety risks. As the CQC inspection observes, progress has been made
across all these areas but much remains to do.
3.11. However, the Board took a long look at the question of recalibrating our
approach towards system partnership. This was occasioned in the first
instance by the request that I take on the interim chairmanship of the
Cambridgeshire and Peterborough STP in March 2018 and was followed by
my proposal in July 2018, after much system partnership discussion, that
the CUH Chief Executive take on the role of interim Accountable Officer for
the STP. The Board and Council of Governors were very much aware of the
risks, especially in distracting us from the continued need to focus on our
internal issues. There were two main counter-arguments to these
concerns: first, it was increasingly obvious that many of our internal issues
are system-dependent and it is not a binary choice of one thing or the
other; second, it was very clear that the national drive was towards much
stronger roles for STPs, evidenced, for example, in the heavy reliance on
partnership activity in capital allocations. In this context, the current STP
leadership will remain until prospectively March 2020 and by September
2019 the STP will be required to come forward for plans towards an
integrated care system. This will occasion continued reflection on our
governance arrangements and options for the medium term and the Board
will keep the Council of Governors fully informed of the issues. In this
context, as STP Chair I met the Lead Governors for the NHS trusts in the
county in autumn 2018 and am exploring how we ensure Boards and
Governors across the county are engaged in the debate, coinciding with
finalising our Integrated Care System Plans.
Board focus in 2018/19
3.12. A summary of Board focus in 2018/19 is detailed below.
3.13. Our responsibilities are three-fold: as an operational hospital providing
DGH services to Cambridge and its environs and specialist services across
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a regional and national geography; a teaching hospital; and a major clinical
research centre.
Quality and safety
3.14. Quality and safety are central to the purpose of the Trust and the Board
has always made their preservation and enhancement our top priority. The
challenge is to balance these with our financial position, not compromise
them.
3.15. The Quality Committee has worked resolutely over the last year to
strengthen our systematic and strategic approach to quality and safety. It
has been supportive of strengthened clinical and nursing leadership of the
area over the year and through the experience of the committee is able to
triangulate internal work with emerging national issues and data. As stated
earlier, the Committee has placed priority on issues such as infection
control and on those markers which would suggest a risk to patient safety
through increased volumes of patients. It has also focused attention on
specific parts of the hospital where merited, such as maternity services.
3.16. The Quality Committee has reviewed progress in delivering the Trust’s
quality priorities and sought assurance on the steps being taken to further
improve our safety culture and systems and how we learn from harm. The
Committee will continue to pay close attention to the Trust’s programmes
of work which are focused on removing unexpected variations in practice
and outcomes and getting the fundamentals of care right for all our
patients and across all our services.
Operational performance
3.17. The operational hospital roles occupy a significant amount of time, largely
through the work of the Performance and Quality Committees. In this, the
committees and board have focused on: day-to-day performance on
access targets such as emergency pathway, Referral to Treatment times,
discharges and delays, cancer treatment times. Behind these, we have also
focused on the underlying issues of bed occupancy and capacity, as well as
assessing the adequacy of winter planning when the pressures are felt
most acutely. The aforementioned are largely the province of the
Performance Committee, while the Quality Committee has focused on the
quality of care and patient safety within this context. The Committee has
given heavy emphasis towards a much stronger Quality Strategy and
supportive metrics and is alive, in the context of bed occupancy pressures,
to the need to identify and tackle early-warning signals such as in infection
control and the handling of deteriorating patients. This focus will remain in
the coming year as these continue to be problematic.
3.18. The Board were pleased to see improvements in winter planning, such that
elective surgery cancellations were not the problem they had been the
previous year (to benefit of patients and relief of theatre staff). We saw
major improvements in the emergency pathway, such as through the
introduction of the Acute Hub, although the increase in patient attendances
always threatens to overwhelm us. A&E attendances in January 2019 were
13.6% higher than in January 2018, with year-on-year growth for the April
to January period running at 2.9%.
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3.19. The Board were pleased to see initiatives such as the Ward Improvement
Group, which is a ‘bottom-up’ approach, involving staff in wards, which has
created some clear improvements in patients’ length of stay. The Board
also focused on our remediation approach towards fire safety and were
worried throughout about the possible adverse effects on bed capacity. The
Board were pleased to see proposals which tackled this on a bay-by-bay
basis, which does much to reduce the impact on bed availability and were
further pleased when our capital bid for additional decant facility was
approved by the Department of Health. The Board were very aware of the
long-standing problems creating delayed discharges and the seeming
intractability of this in Cambridgeshire. The latter part of the year gives
hope and is in part a consequence of much improved system working. But
we cannot be complacent and will continue to focus on this in the coming
year.
3.20. We had set, in 2017, a longer term aim of CQC ‘outstanding’. In that
context it was good to see our continued momentum, although, with
changes in the CQC methodology which resulted in only half of our core
services being examined in the most recent inspection, it is hard to see
how in hindsight an outstanding rating was achievable given our starting
position. This is compounded by the continued pressure on hospital beds
and our financial position. When we set the ambition, we defined it in
terms of operational performance, governance and assurance; the latter
two can be said to have been achieved in our outstanding well-led
assessment but the first continues to be a challenge despite the excellent
work done throughout the Trust. We will not give up nor will we despair.
Executive leadership
3.21. Executive leadership is critical to everything. This year saw the first time in
my time on the Board where we have had substantive and long term
executive leadership team in place and we are much benefiting from a very
strong team. The Board have always maintained the importance of this and
not making compromising short-term appointments. The Board has also
focused on the need to extend clinical leadership and we have seen a
renewal of clinical leadership at divisional and clinical director level, partly
a product of a carefully crafted clinical leadership programme two years
ago. The Board will continue to support and further encourage this. Whilst
the Board has also seen the benefits of greater clarity of divisional
accountability, there remain persistent and perhaps inevitable risks of
inconsistency to which we are alive. We will continue to monitor the
robustness of divisional arrangements.
3.22. In addition, the Governing Body and Board have been exercised by the
need to ensure high level capacity over IT and our Digital Strategy. The
Trust is very well placed and has the highest level HMSS accreditation in
the country. This is a product of forward-looking thinking by our
predecessors and by excellent clinical leadership of IT in the Trust,
something which is recognised by NHSI and reflected in many awards in
the sector. Nonetheless, the more you rely on such systems the more you
need to ensure their resilience and the greater the challenge to optimise
them. There is also a concern that the amount of attention which needs to
be given to the hardware/network contract transition is occupying a lot of
time at executive level which would otherwise be given to our innovation
and transformation leadership. At the time of writing, we await a Board
Council of Governors: 19 June 2019
Review of Board priorities 2018/19
Page 6 of 11

Remuneration and Nomination Committee consideration on the process to
appoint a Chief Information Officer (CIO) role.
Finances
3.23. The Performance Committee is the main vehicle by which the Board
monitors the financial position and sets a steer on future planning.
Throughout the last three years, the Board has been resolute in the stance
that we should be realistic and credible, the latter to the degree that we do
not sign-up to financial control totals which we believe not to be
achievable. We do this, partly so that we are able to construct a strong
sense of consistency and a longer term picture for our staff and partly so
that the financial asks of staff are credible. If we were to sign up to what
we believe to be fictions, then the real hard slog of turning round our
finances would be compromised. (Since the end of the year, the Board has
agreed a challenging financial control total, alongside system partners.)
Over the year we developed a much better analysis of the causes of our
deficit and this has informed our financial strategy and it is good to see the
same approach being applied across the wider Cambridgeshire system.
There are some who query the need for such analysis, but our view is that
without it we can never be sure we are focusing on the right things which
will have a sustainable impact and it is good that system partners have a
united view on this.
3.24. We have consistently been clear that we need to tackle head-on the factors
which cause our deficit which are in our control whilst at the same time
seeking NHSE and NHSI support in tacking wider structural issues. This has
been persistently pursued by us and it is notable that one of the objectives
in the NHS Long Term Plan and announcement by the Chancellor of
additional money for the NHS in July 2018 was an elimination of provider
deficits over the Plan period. At the time of writing, however, there are
worries about the achievability of this given the very challenging financial
settlement of the Cambridgeshire and Peterborough CCG, which is our
single biggest local commissioner, and the constraints over specialist
commissioning which impacts on our specialist tertiary services.
3.25. For the last two years we have taken the view that a Guaranteed Income
Contract (Block Contract) is in the best interests of both the Trust and the
system. We have maintained a strong Cost Improvement Programme and
benchmarking on cost and productivity shows the Trust in a good light, as
remarked on in the Use of Resources assessment by NHSI in the recent
CQC inspection. We have achieved our financial plans and budgets over the
last four years. These plans have allowed for one-off costs such as those
associated with the termination of IT network and hardware contracts. As
yet, though, we are still not in sight of our ambition to break even and the
financing costs and cash position remain challenging.
3.26. The biggest component of our cost base is in staffing. The Board has been
supportive over recent years in the growth of nursing levels so as to ensure
patient safety and the longer term reduction in agency staff. Primarily
through the Performance and Workforce and Education Committees, the
Board have sought assurance on proposals to increase staffing and on
medical productivity and on tighter establishment controls. The Trust has
tightened up its decision making processes in creating new Consultant
roles.
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3.27. On capital the Board had been very exercised as in previous years on the
balance between our responsibilities to maintain a safe estate and the
availability of finance. We have put a lot of effort in that time on
strengthening the robustness of our capital planning business cases and
therefore it was very welcome that, as a system, we achieved a relatively
good allocation in December 2018 part of which was to provide decant
facilities. Since the end of 2018/19, the capital position and lack of access
to capital cash is very worrying and will be a key theme throughout
2019/20.
Workforce
3.28. The hospital is nothing without its staff and all of us on the Board are very
proud to work in an organisation with such high calibre, committed and
dedicated people who demonstrate the espoused values of the Trust on a
daily basis.
3.29. Working in an acute hospital is a pressurised role especially in the current
climate. The challenges of the last four years have at times impacted on
morale and during the last year there have been specific events or
decisions which have caused anxiety. Among these have been necessary
introductions of revised parking eligibility on site - the Board at Executive
and Non-Executive level have taken the view that we are not entitled to
on-site parking; and the impact on morale of the relentless pressure on
patient numbers. It is vital at this time that the Board at executive and
non-executive level are “in touch” and accessible, the former achieved
through a systematic visit and meeting programme and the latter
supplemented by the divisional shadowing arrangements we set up in the
year. It is good to see the Staff Survey results show an increase in
engagement scores and that the CQC inspection reported an alignment
between ward and board.
3.30. The Workforce and Education Committee has played a strong and
supportive role in ensuring the adequacy of measures taken to address
long-term or challenging problems, amongst these being Junior Doctor
morale, Freedom to Speak Up, tackling instances of bullying and
harassment and incivility, the challenge of addressing the difference in
treatment and promotion prospects of BAME colleagues and the continued
investment in and engagement with leadership development programmes.
For example, the Board reviewed the Workforce Race Equality Standard
action plan and sought additional steps to accelerate progress. In addition,
the Quality Committee is very much aware of the risks to delivering the
quality of care which we all want to achieve in such a pressurised
environment and on the need to take human factors into account in the
design of safety procedures and practices.
4. NEDs’ contribution
4.1.

NEDs have continued to play a full and active part in the development of
the Board and its contribution to the Trust over the last year. All have
recognised and welcomed the need for increased transparency and rigour
in approach. All have been supportive and challenging, in good measure.
All have been involved in reviewing our governance and in developing our
strategy. All have contributed, some in leading, some in supporting mode,
to the financial progress.
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4.2.

All NEDs play to their strengths: and the role of the Chair is to try to get
the right tone by which active and open debate takes place and with
recognition of the specific added value perspectives and expertise which is
available to the Board. These strengths include: appreciation of clinical
assurance systems and the development of clinical research (Sharon);
leadership of clinical teaching and research practicalities of the Cambridge
University relationship (Patrick); understanding and promotion of the
impact on patients and how the hospital is viewed by primary care (Mike);
the opportunities and mechanisms and advice on networks to exploit in Life
Sciences research (Annette); advice and mentoring on organisational and
people development (Shirley); bringing experience of managing large
organisations, financial and commercial experience (Adrian and Daniel).

4.3.

There are inevitably differences between NEDs in the style with which they
approach issues; the confidence or otherwise with which they deal with
issues outside of their background experience or interest; the depth and
length of their knowledge both of NHS systems and of the hospital. But this
is a product of having a Board with diverse backgrounds and is a strength.

4.4.

There are also some differences in their available flexibility in time but
many NEDs exceed their expected time commitments. There are also
differences in the extent to which they are known inside or outside the
hospital but I think this is inevitable as not every NED role has the same
external salience and it would take a commitment beyond what is
reasonable to expect a greater degree of visibility to all staff within the
Trust. What matters is that in the round, the Board has a good appreciation
of what is going on within the Trust and that this informs the Board’s
approach. As part of this we have embarked on a divisional shadowing
arrangement whereby Mike shadows Division A, Adrian Division B, Daniel
Division C, Annette Division D and Shirley Division E. We collectively felt
that Patrick and Sharon had significant independent traction within the
Trust.

4.5.

More detailed individual appraisal reports have been sent to each NED and
are placed in their personal files.

5. 2019/20
5.1.

Trust objectives for 2019/2 are attached at Appendix 1.

6. Recommendations
6.1.

The Council of Governors is asked to receive and discuss the report on
Board priorities in 2018/19.

Council of Governors: 19 June 2019
Review of Board priorities 2018/19
Page 9 of 11

Appendix A
Appendix 1: Trust objectives for 2019/20
•

Ensure we have enough capacity for our patients to deliver safe, high quality, timely and efficient services, including delivery of our
improvement programmes to reduce demand and create better patient flow. There will be a particular focus on reducing Delayed
Transfers of Care, Length of Stay in hospital and the number of patients attending outpatients and A&E.

•

Embed new processes and shared learning from our programmes to improve and transform care for patients. This will include
engaging and empowering patients and staff to develop and transform the way care is delivered.

•

Work with partners across the NHS and beyond, including through our STP, to ensure we provide the right care to the right patients
in the right place at the right time, supporting population-based health initiatives and early supported discharge.

•

Support the strengthening and embedding across the STP Alliances of new ways of caring for local patients that keep them well and
at home for as long as possible, supported by personalised integrated health and care services.

•

Continue to work collaboratively with the co-located Royal Papworth Hospital to maximise benefits for patients including
improvements in patient pathways and associated clinical support services.

•

Continue to recruit, retain and develop an appropriately skilled, motivated and engaged workforce that delivers high quality care to
patients within a safe and courteous environment for everybody.

•

Deliver a culturally-aware and empowered workforce with a focus on equality, diversity and inclusion.

•

Improve the physical estate by ensuring that short and medium term risks associated with the built environment are addressed
through delivering the capital investment programme agreed across the system.

•

Progress delivery of the digital strategy and transformation programme including safe and effective transition to the new provider of
IT infrastructure and support.

•

Deliver the Trust’s financial plan and support the STP to deliver ongoing financial, clinical and operational sustainability.

•

Progress development of major projects, as approved, and to agreed timescales.

•

Translate research into clinical practice for the benefit of patients and actively seek out and share best practice across the campus
and beyond, e.g. through closer working with the University of Cambridge, campus and industry partners.

•

Deliver quality assured teaching and education that attracts doctors, nurses and academics from around the world.

•

Progress delivery of the commercial strategy including identifying and exploring opportunities around digital, clinical, international
and educational developments.
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1.

Council of Governor appointments

1.1

Governor elections: The 2019 election of governors to the Council of Governors completed in
early June, with all new governors taking up their positions by 1 July 2019.

1.2

On behalf of the existing Council, I would like to extend congratulations and a warm welcome
to both returning and new governors. I would also like to thank those governors retiring from
the Council for their valuable contributions to the Council, and to wish them well in their
future endeavors.

2.

Recent and upcoming Governor meetings

2.1

The Council of Governors met on 19 June 2019. 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.

2.2

Topics and questions discussed at this meeting included:
• The Trust’s Annual Audit: The report from the auditors was presented and discussed.
• Governor questions included clarification of the NatSSIPs performance vs the incidence of
Never Events; IT issues being experienced with EPIC workstations; and whether the
timing of EPIC upgrades can negatively impact specialist care. Assurances were provided
on all points.
• Attendances at ED: Given the continuing rise in attendances at ED, Governors were keen
to hear whether NEDs felt assured that sufficient focus is being applied to the
consideration of longer-term strategies to reduce demand on ED vs day-to-day
management of the situation.
• The results from the 2018 Staff Survey were presented, showing improved scores vs
previous years on many of the indicators and improved positioning vs other trusts in the
Shelford Group. However, despite focus during the previous year, scores on harassment,
bullying and race equality remained the same or deteriorated. Governors will maintain a
keen focus on these areas.

2.3

The quarterly NED/Governors meeting is scheduled for 3 July 2019. An update from this
discussion will be provided to the Board.

3.

Other Governor activities

3.1

Together with David Dean (Deputy Lead Governor), on 9 May 2019 I attended the NHS
Providers Governors Focus Conference in London.

3.2

Agenda topics for the main meeting included:
•
•

A strategic policy update from Chris Hopson (Chief Executive, NHS providers) covering
a range of aspects including the political and external environment, the NHS Long
Term Plan, funding in the NHS, quality, performance and workforce.
A description of the breadth of activities undertaken by Healthwatch, an organisation
with the aim to ensure that the voice of the public is heard in the planning, design and
delivery of health and care services. The presentation included summary findings from
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•
•

surveys relating to primary care services, mental health, Accident & Emergency,
Homelessness and Social Care.
An update on the services provided by the Governor Advisory Committee.
A presentation by Yvonne Coghill and Habib Haqvi on Workforce Race Equality in the
NHS.

3.3

On 15 May 2019 a Medicine for Members lecture entitled ‘Dementia: causes, diagnosis and
the future’, was presented by one of our Partnership Governors (Prof Peter St George Hyslop)
and two of his colleagues. In this extremely interesting lecture the presenters managing to
convey complicated degenerative processes in a way that could be understood by the
audience. The lecture theatre was filled (over 200 members and staff), making it one of the
best-attended of the Medicine for Members lecture series.

3.4

On 6 June 2019 I attended the quarterly Regional Meeting of Lead Governors in the Clinical
School. This group involves Lead Governors from trusts across Bedfordshire, Hertfordshire,
Peterborough & Cambridgeshire, Norfolk, Suffolk and Essex. The aim of the network is to
discuss topics of common interest and to share learnings between Lead Governors on ways of
working. On this occasion we welcomed two newly appointed Lead Governors to the group Jane Scarfe, Lead Governor for Norfolk & Norwich University Hospital NHS FT, and Lawrence
Collin, Lead Governor for the Southend University Hospital NHS FT.

3.5

Topics discussed at the meeting included:
• Management of Trust Constitutions: comparing how different Trusts go about
reviewing and updating their constitutions.
• Bi-monthly Public Board Meetings: Several of the Trusts now have public Board
meetings on a bi-monthly basis vs monthly, and the benefits and/or downsides of this
were discussed.
• Holding NEDs to account: Attendees shared information on the opportunities that
governors have at each Trust to interact with the NEDs. Several Trusts now have
governors as observers at Board sub-committee meetings, though others still do not
allow this.

4.

Recommendation

4.1

The Board of Directors is asked to note the activities of the Council of Governors.
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delivery of all cancer standards and a financial position slightly ahead of plan and strong
CIP progress, while higher levels of referrals have seen a deterioration in RTT
performance and there are delays in the ability to report radiology in a timely manner.
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Roland Sinker, Chief Executive
1. Introduction
1.1

The Trust strategy for 2019/20 is based upon delivering the highest quality
service for patients while improving patient flow through the hospital in order
to deliver the activity plan and Cost Improvement Programme for the year.
Quality improvement work, with patients and staff, remains central to the
work of the Trust, and while there has been good progress there remains
much to do in the coming year.

1.2

Since the last meeting of the Board of Directors, members of the Board have
also 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, and a number of wards and departments.

2. The Five Operational Areas in Summary
2.1

Quality
The Trust remains focused on working to improve quality with patients and
staff.
2.1.1

Areas of strong performance include mortality and patient
safety reporting, as well as the safety thermometer:

2.1.1.1

On mortality, the Hospital Standardised Mortality Ratio (HSMR)
for March 2019 (the latest available data) is 72.08, and is 72.80 for
the rolling 12 month period ending March 2019. CUH is one of eight
trusts within the Shelford Group with an HSMR in the ‘lower than
expected’ range. The Summary Hospital-level Mortality Indicator
(SHMI) for January 2018 to December 2018 (the latest period
available) is 86.89, and CUH is one of the trusts with lower than
expected number of deaths and is the lowest in the eastern region.

2.1.1.2

On Patient Safety reporting, the Trust continues to see a
positive reporting culture. 1,645 Patient Safety Incidents were
reported in May 2019, and 89% were graded as no harm, with 10%
graded as low harm, and the Trust was below the threshold for
moderate harm or above.

2.1.1.3

On The Safety Thermometer, this was undertaken in May 2019
and audited 986 patients. Of these, 97.16% (958/986) were
reported as receiving harm free care and this is inclusive of “old
harm” (patients who acquire harm in the community before coming
into hospital) which is favourable to the national average of
93.83%. The Trust ranked second in the Shelford Group for May for
all harms. For new harms, 98.17% patients were reported to have
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harm-free care in CUH which is above the 97.75% national
average. The Trust ranked third in the Shelford Group of teaching
hospitals for May for new harms.
2.1.1.4

2.1.2

A recent Topspot relates to Dying Matters Week. The Care at
the End of Life April 2019 National Audit report stated that while
the majority of families felt that they received individualised care,
some families did not think their relative was treated as an
individual. This top spot reminds staff that it is important to ask
patients about their wishes in the last days of life, and use care
plans and flow sheets to guide what actions staff take. It also
highlights that CUH is good at symptom management and
providing pain relief.

Areas of concern include pressures in Radiology, Maternity,
Infection Control, Pressure Ulcers, Serious Incidents and
pressures on Stroke Care:

2.1.2.1

On Radiology, the Trust is experiencing a great deal of pressure,
with capacity insufficient to meet demand, and a resulting backlog
of reporting. The Divisional and Clinical Directors have agreed
temporary measures to assist with addressing these issues,
including a temporary withdrawal of radiology presence at MDTs
(although reporting for these continues and further radiology
opinion is available post-meeting as required), and only doctors
ST3 and above being able to order radiology, other than in a lifethreatening emergency. These decisions have not been taken
lightly and the balance of risks has and continues to be considered.
This is not an easy situation to address, and many staff across
departments are pulling together to ensure it can be improved.

2.1.2.2

The Trust is also working with system partners and regulators to
address the unsustainable pressure on the out of hours
interventional radiology service at CUH.

2.1.2.3

On Maternity, the Trust continues to work with staff and patients
on improvements within maternity.

2.1.2.4

On infection control, particularly MRSA and C.difficile, the
MRSA bacteraemia ceiling for 2019/20 is zero avoidable hospital
acquired cases. There were no cases of MRSA bacteraemia in May
2019, however the latest MRSA bacteraemia rate data (12 months
to April 2019) puts the Trust 10th out of 10 in the Shelford Group
and year to date one unavoidable case has been reported. The C.
difficile ceiling for 2019/20 is no more than 95 hospital onset and
COHA (Community Onset Healthcare Associated – cases that occur
in the community when the patient has been an inpatient in the
reporting Trust in the previous four weeks) avoidable cases. There
were 11 cases of C. difficile in April (seven hospital onset and four
COHA). Seven cases were unavoidable. One was avoidable and at
time of writing three cases are pending. The latest comparative
data (12 months to April 2019) puts the Trust eighth out of 10 in
the Shelford Group.
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2.1.2.5

A gap analysis against hygiene code criteria has been conducted by
an independent infection control expert. The Trust is compliant with
60% of the 135 hygiene code standards, partially compliant with
36% and non-compliant with 4%. Ward infection control and
environmental visits continue to monitor and address and
breaches.
Insufficient isolation facilities, ageing hospital estate and lack of a
decant facility are all known, important issues recognised by the
Trust, and reflected on the corporate risk register. Staff training,
new isolation signage and reinforcement of good basic infection
control practice are among the ongoing actions.

2.1.2.6

On Hospital acquired pressure ulcers (HAPUs), there was a
statistically significant increase in total incidence of HospitalAcquired Pressure Ulcers (HAPUs) from January 2018 to March
2019, however this has stabilised within May 2019 and rates will
continue to be monitored closely in the coming months. The CUH
improvement aim for 2018/19 was to have a 25% reduction in
category 2 HAPUs; this was not achieved and there has been an
increase in incidence compared to 2017/18 data. There were 106
category 2 HAPUs in 2017/18 and 135 in 2018/19 resulting in a
27.4% increase. The KPI was originally set for a reduction of
avoidable HAPUs. There have been national changes to the way
that pressure ulcers are recorded and as a result all category 2
HAPUs have been counted within this KPI. The CUH improvement
aim for 2019/20 will be agreed at the next Pressure Ulcer and
Steering Group in July 2019.

2.1.2.7

On Serious Incidents, the Trust reported seven serious incidents
in May. There were no serious incidents relating to Information
Governance following a focus on this issue.

2.1.2.8

On Stroke Care, in May the Trust did not meet its target that 80%
of stroke patients should spend 90% of their time on the stroke
unit, with performance of 68.7%. Difficult diagnosis and resource
capacity were the main contributory factors. Work is continuing to
improve this situation, including appointment to a thrombectomy
nurse post, ring fencing one bed to enable admission from the ED
and early supported discharge. There remains focus on the
appropriate repatriation of patients to other local hospitals, and
stroke taskforce meetings remain in place.

2.1.2.9

A recent Hotspot relates to an increase in near miss
incidents involving the management of patients with
diabetes. The Glycaemic Control Group have shared information
with staff to address this, including that responsibility for the daily
review of the glucose chart sits with the primary team as an
essential part of their daily management. The information also
draws attention to the glucose management report in the electronic
patient record, Epic, which is a useful tool to facilitate glycaemic
review.
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2.2

2.3

Finance
2.2.1

At the end of Month 2 the Trust’s position was £0.2m
favourable to plan. In Month 2 the Trust had a planned deficit of
£9.3m year to date, and delivered a deficit of £9.2m. Total income was
£5.5m lower than the plan and total expenditure was favourable by
£5.6m, with capital spending £0.4m less than plan. The in-month
variance is favourable by £0.3m, mainly due to underspends across
pay and non-pay, offsetting clinical income under performance for the
year to date.

2.2.2

On cost savings (CIPs), the Trust is ahead of plan. At Month 2 the
Trust delivered £4.33m of cost improvement savings, which was
£0.07m ahead of plan. There is still work to do to identify the
remainder of the CIP.

2.2.3

On the Control Total, during Month 1 of 2019/20, the Trust was able
to accept its control total of a £33.1m deficit for 2019/20 and a revised
annual budget plan was submitted to NHSI on 15 May 2019. Accepting
the control total means that the Trust’s annual plan now assumes
receipt of £33m of funding throughout the year.

2.2.4

On capacity, the Trust continues to engage with NHS England
following the announcement of support for phase 1 of a children’s
hospital for the East of England, and temporary capacity to undertake
fire safety works. The Trust’s 2018/19 capital loan application has not
been approved as yet, and no further capital loan financing has yet
been approved for 2019/20. Capital commitments are being reduced
as far possible without compromising the safety of patients and
staff. This position will, however, become increasingly untenable as
the year progresses. Availability of capital throughout the NHS remains
extremely challenged, and the Trust continues to take a leading role,
along with STP partners and others in efforts to secure funding which is
vital to safe and sustainable patient care.

Access Targets
2.3.1

On access, cancer has performed well, and levels of DTOC have
reduced to an unprecedented low, testament to the hard work of many
staff. An increase in referrals has led to a deterioration in the RTT
position, and diagnostics remain challenged. There are positive signs
for the Trust from the new ED standard pilot in which it is participating.
The capacity plan for 2019/20 is focusing on the following six areas:
demand management, Length of Stay, stranded patients, pathway
redesign, identifying short-term opportunities to increase capacity, and
identifying longer term opportunities to increase capacity.

2.3.2

Emergency Department (ED)
From 22 May the Trust became one of 14 trusts nationally join a
national pilot of ED access standards. During the pilot, the Trust is
required to suspend any external reporting of 4 hour ED performance.
The Trust has therefore been measuring the average (mean) time
spent in the ED from arrival to departure. Since the pilot began, for
types 1 and 3, this has been 185 minutes. This is shorter than the
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longest mean time of trusts in the pilot, which is 232 minutes, but
longer than the shortest mean time of 93 minutes. The Trust has also
been measuring waits of 12 hours or more from arrival to departure.
The average number of 12 hour waits per day during the pilot period
was two, and feedback from the national team suggests this is low
compared with other pilot trusts. The Trust reported a 12 hour breach
on 8 May, which was caused by significant capacity constraints. A Root
Cause Analysis showed that no harm had come to the patient.
2.3.3

Type 1 attendances increased from 10,316 in May 2018 to 10,779 in
May 2019. This represents an increase in daily average attendances
from 333 to 348 (4.6%). Across both type 1 and 3 attendances May
2019 was 4.1% above last May. The Trust is 4.8% above planned ED
attendances for the year to date. From 1 to 24 June, attendances
increased by 5.2% compared with the same period last year, the
equivalent of 357 attendances per day compared to 339 last June. The
STP continues to work on reducing attendances.

2.3.4

The Trust has updated its recovery plan at the request of the Regional
Director (East of England) of NHSE and I, with whom fortnightly calls
are held to monitor performance. The areas of improvement the plan
identifies are; diverting demand from the ED by reducing GP referrals,
through improved use of direct lines to specialties; improving the
offering for Same Day Emergency Care (SDEC), including additional
evening opening hours for ambulatory care services on EAU3; more
timely review of patients within the first hour from ED arrival. This
includes the introduction of e-referrals to improve specialty response
times; and improving bed capacity through greater use of the
discharge lounge and reverse boarding, alongside resolving constraints
to patient flow with the support of the Transformation team.

2.3.5

As part of the recovery plan the Trust has also provided an
improvement trajectory setting out planned reductions to mean time in
the ED. This aims to reduce mean time from current levels of 185 to
146 minutes by the end of August 2019 and is supported by systemwide actions to reduce ED attendances.

2.3.6

In terms of ambulance conveyances, May 2019 saw 2,894 to the Trust,
an increase of 3.5% from 2,797 in the same period last year. 57.9% of
handovers were clear within 15 minutes.

2.3.7

Referral to Treatment (RTT)
The Trust is required to continue to maintain a total waiting list
size below the March 2018 level throughout 2019/20. For the
first month since August 2018, in May 2019 the Trust waiting
list exceeded this baseline. This represented a growth of 3.3% since
April, and equates to a 0.8% increase on the March 2018 baseline, and
86% of the growth was in non-admitted pathways. RTT 18 week
performance in May improved 89.8% and the number of patients
waiting over 18 weeks reduced by 213 to 3,391. Year to date, RTT
clock starts and referrals continue below the 2018 level, at -0.8% and
-1.7% respectively. This is positive, however referrals have been on an
increasing trend for five consecutive months, and this impacts the
waiting list size. Referrals in May were at the highest point since May
2018. GP referrals year to date are down 3.9% on the same period last

Board of Directors: 10 July 2019
Chief Executive’s Report
Page 6 of 16

year across all commissioners, and down 2.9% for NHS
Cambridgeshire and Peterborough CCG. A reduction in ENT due to the
shift of GP referrals to the community provider in NHS Cambridgeshire
and Peterborough accounts for 36% of this. Non-GP referrals are
showing an increase of 0.6%, and within NHS Cambridgeshire and
Peterborough this relates mainly to obstetrics due to recording changes
year on year, and rheumatology due to the impact of the fracture
liaison service which commenced in late 2018.
2.3.8

The total treatments recorded for RTT are 7% higher year to Month 2,
and 7% higher in May compared with May 2018. RTT activity remains
high.

Delayed Transfers of Care (DTOC)
There has been a sustained improvement in the number of
these patients during April, May and June. All months have been
below 5%, a position in which the Trust has not been before. the
improvement is in both the number of validated patients and overall
associated bed days. The Trust continues to work closely with system
partners to improve the pathways out of hospital. The area of most
concern relates to the provision of care at home, regardless of whether
this is provided by health or social care partners. Going forwards there
is an increased focus on Clinically Fit Dates.
2.3.9

Cancer
In April, the Trust achieved all cancer standards, and the 62
day urgent standard was achieved for the fifth consecutive
month. This is an immense achievement and is the result of hard work
by many staff across many teams. Two week wait performance was
recovered in April as anticipated. As in March, April was another
exceptionally high month for two week wait activity, with over 1,800
patients seen.

2.3.10

The Trust is also shadow monitoring the faster diagnosis standard
(FDS) which will be implemented in April 2020. This requires a
maximum 28 day wait for communication of definitive cancer/no
cancer diagnosis for patients referred urgently. The threshold for
achievement of the standard has not yet been set. The East of England
Cancer Alliance has shared an analysis of the first month of shadow
reporting, which shows that CUH is making good progress, and is the
only Trust with over 90% data completeness while reporting a level of
over 90% of patients diagnosed within 28 days.

2.3.11

There are National Best Practice Pathways in place for Lung, Prostate,
Lower GI and Upper GI in order to support improvement towards the
faster diagnosis standard. The Trust’s Cancer Board has asked all
cancer sites to outline pathway improvements and this in turn will
continue to support improvement of the 62 day cancer standard.

2.3.12

The position is forecast to deteriorate in May 2019 as a consequence of
the flow through of the exceptional volume of two week wait breast
referrals seen in March, which was 24% higher than any month last
year. This demand has converted into cancer treatments required, and
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elective surgical capacity is insufficient resulting in breaches of the 62
day standards and 31 day standards in May. Additional sessions are
being undertaken and efforts focussed on minimising the impact of this
continuing beyond Quarter1. An extended wait up to 6 weeks in the
NWAFT catchment area has led to an additional 70 referrals per month
being directed to CUH since March, causing the wait at CUH to rise.
The Trust is engaged in fortnightly meetings between the CCG and
NWAFT to review the recovery plans to rebalance the system.
2.3.13

2.4

Diagnostics
As outlined under section 2.1.2, pressures within radiology are
a concern, with the Divisional and Clinical Directors having
agreed measures to address continuing demand and the
backlog of reporting. The diagnostic six week wait performance
in May deteriorated to 1.33% as forecast. The main pressure area
remained ultrasound, with a lack of outsourcing capacity. Outsourcing
has recommenced, however only with capacity to deliver 10 scans per
week. The service had 47 breaches for May, but is forecasting to be
within 1% in June. Cardiac capacity in CT resulted in 15 breaches.
Weekend cardiac lists in June have been arranged to try to address the
backlog and the forecast is back below 1%. Audiology has forecast
seven breaches as a result of administrative errors and not contacting
patients with sufficient notice. Training is being provided to new staff,
and recovery is forecast for June. Risks to performance relate to the
on-going reliance on insourcing/outsourcing for MRI, CT, Ultrasound
and Endoscopy.

Staff and Transformation Programme
2.4.1

Work continues on designing and delivering leadership and
management development opportunities for staff across the Trust. This
includes the on-going delivery of the CUH Senior Leaders Programme,
the Mary Seacole Local Programme, the Matron’s development
programme and bespoke OD workshops for multiple teams across the
organisation, as well as the continuing development of a leadership
induction programme for newly appointed consultants, and a suite of
new opportunities for senior teams, leaders and managers at CUH.

2.4.2

In June, members of Management Executive joined cohort three of the
Senior Leaders Programme for an ‘Open Space’ event, which focused
on the question “Senior leaders have highlighted policies, practices and
behaviours that can get in the way of looking after staff and each other
well. What do we already know and what do we need to do differently
to take better care of people?” A report from the event is being
written by The King’s Fund and will be shared with participants and
Management Executive once complete. The cohort also began the
series of master classes and workshops led by the Judge Business
School and CUHP, which will run through April 2020.

2.4.3

The continued focus on clinical leadership was underpinned by 19
applications from senior consultants for the Clinical Directors’
Development Programme, which is available to Clinical Directors and
aspiring Clinical Directors. Successful applicants will join eight current
Clinical Directors who have not previously attended the programme,
which will run from November 2019 until July 2020. June also saw
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nine clinical colleagues from CUH begin the 2019 cohort of the
Learning to Lead programme, run by CUHP.
2.4.4

2.5

The Board will receive a progress update on Equality, Diversity and
Inclusion (EDI) and the Workforce Race Equality Standard. A
programme of targeted, bespoke LGBT+ Awareness sessions is being
rolled out across the Divisions. These sessions focus on the language
of the LGBT community, including how to address each other. The
LGBT+ staff network was represented at Cambridge Pride in June.

Improvement and Transformation
2.5.1

The team is continuing to support a number of wards (C8, D8, D9, F6,
G3, N3, A4, D7, Lady Mary, R2 and the Lewin) to help improve patient
discharges, along with reducing, where clinically appropriate, the time
patients spend on these wards. The ward multi-disciplinary teams are
following a structured approach to test out aspects identified for
improvement. Improvements are continuing to be realised by the ward
teams; for example D7’s pre-midday discharge rate has improved from
9% in April 2019 to 17% in June 2019. A number of Trust-wide
constraints, leading to delays in patient flow, have been identified and
escalated as part of the ward improvement programme and long stay
Wednesday reviews. The following constraints have been prioritised for
initial resolution: inconsistent use and understanding of the Red2Green
inpatient flow tool and supporting escalation processes; repatriation of
patients to other trusts; effective and early use of the discharge
lounge; early completion of medicines to take out (TTOs).

2.5.2

The team continues to support ED colleagues and the wider Trust in
helping to make improvements to reduce the time patients spend in
ED. Initial work by the ED team is focused around reducing demand,
enhancing flow, expediting transfers from the acute hub, and
facilitating early discharges from wards to enable flow out of the ED.
Improvements are already being seen by the ED team, benefitting
patients, staff and the organisation. For example, a pilot around the
use of physicians’ assistants has helped to reduce the time patients
spend in the department by around 15 minutes, and establishing
electronic transfers to other specialities will save the time of two junior
doctors.

2.5.3

A key area of focus for the Trust is to reduce the number of patients
who have overdue outpatient appointments, as well as improving the
experience of outpatients and staff, and aligning the benefits to the
NHS Long Term Plan; the improving outpatients programme is
supporting these aspects. Specialities that the team are supporting
include gynaecology oncology, diabetes, ophthalmology (emergency
eye and glaucoma), neurology and renal.

2.5.4

In June 2019 Dr Stephen Wallis, Divisional Director and DME
(Department of Medicine for the Elderly) consultant, Dr Sian Coggle,
Acute Medicine speciality lead and Dr Lelane Van Der Poel, DME
consultant, discussed
at the Improvement Steering
Group
improvements made for patients regarding the establishment of the
acute hub, and how this has helped to improve patient flow and reduce
length of stay. In July 2019 Helena Champion (Paediatric Dietician)
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and Dr Alasdair Parker, Consultant Paediatric Neurologist, updated on
improvements for children with severe epilepsy and the ketogenic diet
service.
2.5.5

The team is working with colleagues from across the system to
establish an improved system-wide service for neuro and stroke
patients requiring rehabilitation. Linked to this, colleagues from
NWAFT, CPFT, the CCG and the Trust have now commenced NHS
Improvement’s transformational change through system leadership
programme to help take forward the associated improvements.
System colleagues supporting the stroke early supported discharge
service have been shortlisted for the system transformation champion
of the year HEAT (Healthcare Education And Training) award by Health
Education England.

2.5.6

The Trust is at the invitation to tender stage of a procurement to
facilitate securing an improvement partner to help build sustainable
improvement capability across its 10,000 staff. This will enable CUH to
support the establishment of a unified improvement approach, the
development of a community of improvement leaders, at all levels
throughout the organisation and the creation of a supporting
improvement academy. This phase of the tender closes on 13 July;
prior to award of a preferred bidder, the Trust must gain approval from
its regulators.

2.5.7

At month 2 the Trust delivered £4.33m of cost improvement savings,
which was £0.07m ahead of plan.

3. Strategy Update Including the Four Areas of Strategy in Summary
3.1

Strategy Review
3.1.1 Following the annual strategy refresh process which took place over Q4
2018-19, including discussions with the Board, Management Executive and
senior leaders within CUH, the Board approved the Trust’s strategic
priorities and core strategic programmes for 2019/20. These priorities and
programmes have been tested against the Trust’s identified Board
Assurance Framework (BAF) risks to ensure alignment between objectives,
core programmes and key strategic risks. Three new core strategic
programmes were agreed: Fundamentals of Care, Outpatients
Transformation and Urgent & Emergency Care. These are currently being
scoped and resourced and a more detailed report will follow at the
September Board meeting in accordance with the regular cycle of
reporting. The Trust will continue to communicate and engage with staff,
patients and stakeholders to further embed, strengthen and develop its
strategy.
3.1.2 Colleagues across finance, workforce, analytics, operations and strategic
planning have developed a long term model which forecasts demand,
activity, workforce and cost over a five year period. Scenarios are now
being developed, which will allow understanding of both the relative and
aggregate impact of CUH-led and wider system-led interventions. Once
fully developed and embedded, this should make it easier to identify gaps,

Board of Directors: 10 July 2019
Chief Executive’s Report
Page 10 of 16

prioritise areas for further development as well as providing a mechanism
to monitor progress.
3.2

National Pilot for New Emergency Department Access
3.2.1 Details regarding this pilot can be found within section 2.3.2 of this report.
Throughout the trial the focus will remain firmly on delivering safe,
excellent, clinically appropriate patient care and experience and the Trust
will continue to work in line with current best practice and hospital
protocols.

The Four Areas of Strategy in Summary
3.3

Improving Patient Journeys
3.3.1 Continuous Improvement
3.3.1.1

Through implementation of improvement programmes, supported
by the Improvement and Transformation Team, staff are adopting
an improvement approach to solving some of the challenges faced
on a daily basis, such as optimising patient flow, improving patient
outcomes, patient and staff experience and value. Work is ongoing
with the Quality and Safety Team to continue to build internal
improvement capability, to enable the organisation to harness the
improvement ideas of the wider workforce and support their
delivery.

3.3.2 Length of Stay
3.3.2.1

Length of stay initiatives including the ward improvement
programme, #longstaywednesday reviews, and the acute hub have
collectively contributed to an improvement in inpatient bed
capacity. 10 wards are now participating in the ward improvement
programme and are demonstrably contributing to improved patient
flow through the hospital.

3.3.2.2

The Improving Patient Flow Steering Group has prioritised four
initiatives to reduce Trust-wide constraints on flow, focusing on:
repatriation of our patients to other trusts; use of the Red2Green
inpatient flow tool and our supporting escalation processes; early
completion of TTO requests (medicines to be taken away by
patients on discharge); and effective and early use of the discharge
lounge.

3.3.3 Medium Term Capacity
3.3.3.1

Following the announcement in December 2018 of £19.2m capital
allocation to allow for decant capacity to be created, to enable
essential fire safety and regulatory compliance estates works to
take place, the Trust has undertaken an options appraisal to create
a shortlist of viable options. The CUH Board approved the preferred
option in June 2019, which allows for a two storey decant facility on
2020 land as phase zero of the proposed Children’s Hospital. This
option would maximise the use of the £19.2m capital allocation,
help build the momentum for the Children’s Hospital and has the
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potential to generate donations that could be used to fund the
capital funding gap with the 2020 build option.
3.4

Working with Our Communities
3.4.1 Integrated Neighbourhoods
3.4.1.1

Following engagement with partners throughout the healthcare
system, Primary Care Network groupings across Cambridgeshire
and Peterborough have been confirmed with NHS England. The
Primary Care Networks, supported by a new GP contract, came into
effect on 1 July 2019. A Clinical Director has been confirmed for
each Primary Care Network.
Over the coming weeks, the Chairs of the North and South Provider
Alliances will work with the Clinical Directors to identify the next
Integrated Neighbourhood sites.

3.4.1.2

The South Alliance hopes to identify the next two Integrated
Neighbourhoods by August 2019 and will offer the following
package of support:
3.4.1.2.1
Support to establish an Integrated Neighbourhood
Delivery Board, with representation from local leaders including
the Primary Care Network Clinical Director, Cambridgeshire and
Peterborough
NHS
Foundation
Trust
(CPFT),
CUH,
Cambridgeshire County Council and local voluntary sector;
3.4.1.2.2
Funding for an externally-facilitated workshop, which
will bring together front-line staff, partner organisations and local
patients to design a local vision;
3.4.1.2.3
Tools and learning from the first Integrated
Neighbourhood, including prioritisation tools, protocols for
establishing new pathways and projects, and support with data
collection and evaluation; and
3.4.1.2.4
Project Management resource to enable the day-today implementation of priority projects.

3.4.1.3

The first Integrated Neighbourhood in the South Alliance footprint
covers the 44,000 patients served by the Granta Medical Practices.
Using the outputs from the Granta Integrated Neighbourhood
workshop in May, and a locally developed prioritisation tool, the
Granta Integrated Delivery Board has identified four priority
projects all of which can be replicated in other areas:
3.4.1.3.1
The Wellbeing Hub will integrate and coordinate
staff and resources across the care and voluntary sector, using
Granta Medical Practice as a ‘hub’. This will build on learning
from Cambridgeshire County Council’s ‘Neighbourhood Cares’
model, which delivers proactive care based on what matters to
patients.
3.4.1.3.2
The Wound Care Pathway will coordinate wound
care across the health care system, with the aim of delivering leg
ulcer care more efficiently and effectively in the community.
This will include links to the Leg Ulcer Pathway Assessment
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project which is currently being piloted by CUH for patients with
complex leg ulcers.
3.4.1.3.3
The Diabetes Pathway will coordinate diabetes care
across the healthcare system, with the aim of preventing the
incidence of Type 2 diabetes and empowering patients to
manage their condition. This will offer the opportunity to pilot
elements of the STP diabetes strategy, which is currently in
development.
3.4.1.3.4
The Neurology Outpatients project is enabling
clinicians from primary and secondary care to work together to
understand the needs of around 60 patients a month who are
referred from Granta to secondary care neurology services. The
aim is to design and implement a new approach to the delivery
of traditional outpatient services which is replicable for other
clinical specialties.
3.4.2 Royal Papworth Hospital
3.4.2.1

3.5

Following a successful move to the Cambridge Biomedical Campus
on 23 April, Royal Papworth Hospital (RPH) treated its first patients
from its new home on the 1 May 2019, with all inpatients
transferred across from the old site on 4 May. The final critical
service specifications for shared services were all in place and
services were operational ready for opening. In addition to
opportunities in cardiology and respiratory medicine, further clinical
opportunities for collaboration, for example, paediatric sleep
studies, complex RPH patients with feeding issues and the Medical
Examiner Service have been identified. The key focus for the next
six to nine months is to develop an integrated cardiology service
across the two trusts.

Strengthening the Organisation
3.5.1 Workforce and Culture
3.5.1.1

The Trust officially launched a new dedicated CUH Careers website
in May, to promote the range of over 100 different staff roles that
exist within the organisation. The micro website, which works in
conjunction with the main Trust website, provides details of current
vacancies and outlines career and development opportunities
across a variety of roles. The site, which will continue to evolve
over coming months, has been developed to encourage people to
come to CUH to build a career, to demonstrate what makes the
Trust unique, and to raise its recruitment profile in the local,
national and international community.

3.5.1.2

The Trust’s collaborative workforce team has won the Healthcare
People Management Association (HPMA) Award for HR team of the
year. The award is sponsored by NHS Improvement and NHS
England and is awarded to “a UK healthcare HR team working
together and achieving exceptional things over the past 12
months”. This is a great achievement for the organisation and the
result of a large amount of hard work.
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3.5.2 Education and Training
3.5.2.1

The Trust is expanding its internal team of After Action Review
conductors who act as facilitators to review events in terms of what
happened and why, what went well, what could be improved and
lessons learnt. This forms part of the Trust’s commitment to
supporting teams to learn together and improve the quality of care
and services across the Trust.

3.5.3 Digital Strategy
3.5.3.1

The implementation phase of the IT transition to the new supplier,
Novosco, continues and is expected to be completed in November
2019.
The team is focused on ensuring that services are
continuous and available, safe, stable and supported to a high
quality and professional level.

3.5.3.2

The Trust received the Healthcare Information and Management
Systems Society’s (HIMSS) Elsevier award for Outstanding ICT
Innovation at the HIMSS Europe Conference in June. The award
recognises CUH’s UK ground-breaking initiatives in joined-up
healthcare for patients through its digital portal with Granta Medical
Practices (EpicCare Link), electronic patient record sharing with
West Suffolk Hospital and international hospitals (Care
Everywhere), digital connection with Royal Papworth Hospital for
laboratory results, and MyChart patient portal. CUH was also a
finalist in the outstanding ICT Achievement category for its
reduction in sepsis mortality through clinical/technical collaboration
with digital technology.

3.5.4 Hospital and Campus Estates Plan
3.5.4.1

3.6

CUH continues to work closely with Cambridgeshire Fire and Rescue
Service around the delivery of the fire safety remedial works. The
first phase of ward and bay-based fire safety works has begun and
this approach will be tested, evaluated and refined as works
progress.

Contributing Nationally and Internationally
3.6.1 East of England Children’s Hospital
3.6.1.1

Partners from CUH, CPFT and the University of Cambridge continue
to work closely together to advance the project, with work streams
in place focusing on all key areas. Areas of progress to highlight
for the Board include: a joint communications and engagement
strategy, developed with all partners; the establishment of a
Fundraising Board; the appointment of Dr Rob Heuschkel as the
CUH clinical lead for the project, leading the clinical engagement
and co-production across the region including working with children
and families; and recommendation on the scope of the Phase One
build (e.g. building size and types of service) was approved in
principle by the Joint Strategic Board on 1 July, and will now be
taken through the appropriate governance and scrutiny processes
for each of the partner organisations.
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3.6.2 Open for Business and Life Sciences
3.6.2.1

Work continues on development of a Trust ‘Open for Business’
framework focused on the national Life Sciences Strategy and
related Government opportunities, long term strategic partnerships
with global companies and effective engagement with MedTech
companies, making the Trust an easier organisation with which to
do business. CUH is also talking with potential corporate strategic
partners and stakeholders on the development of a new investment
fund.

3.6.3 Research
3.6.3.1

A trial spearheaded by CUH and the University of Cambridge has
shown that the diagnosis and treatment of some of the most
critically ill babies can be improved by sequencing their whole
genome. The study, which is the largest of its kind in the world,
uses advanced genome sequencing to help doctors identify genetic
conditions in neonatal and paediatric intensive care units. All
seriously ill children in England with an unexplained disorder will be
eligible for genome analysis, which involves mapping a person's
entire genetic code, from next year.
However, CUH and the
University have already analysed the genome, made up of billions
of letters of DNA code, of about 350 babies and children in
intensive care at the Trust as part of the ‘Next Generation
Children’ research project.
Researchers were able to give a
diagnosis within two to three weeks, which sometimes led to a
change in treatment or spared children further invasive tests. The
trial will help to shape and inform the NHS implementation of whole
genome sequencing for seriously ill children, due to be rolled out
across England in 2020.

3.6.3.2

A CUH consultant has led a health study which could help patients
with early stage breast cancer, and save millions of pounds a year
worldwide. The results of the study were published in The Lancet,
in June. The trial, the largest of its kind, was led by a team from
CUH, the University of Cambridge, and the Clinical Trials Unit at the
University of Warwick.

3.6.3.3

The National Institute for Health Research (NIHR) Cambridge
Biomedical Research Centre has published its annual report for
2018/19. It highlights a number of achievements during the year
including: expansion of the Cambridge Biomedical campus which
now includes a fully operational Cambridge Clinical Research
Centre, the move of Royal Papworth Hospital, near completion of
the Cambridge Institute of Therapeutic Immunology and Infectious
Disease, and relocation of Abcam’s global headquarters; the
expanding work of the NIHR BioResource for Translational Research
in Common and Rare Diseases; and effective translation of the
Cytosponge which has been developed as a potential alternative to
endoscopy in detecting a pre-cancerous condition.
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4. Exiting the EU
4.1

At present it remains unclear whether the UK will exit the European Union with
or without a deal on the current date of exit of 31 October 2019. The Trust
remains focused on risks, taking account of national guidance, and working
with regional partners, with particular focus on drugs, medical equipment and
clinical prioritisation. CUH remains committed to supporting its staff who are
citizens of any country.

5. Recommendation
5.1

The Board of Directors is asked to note the contents of this report.
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Executive Summary
The Trust strategy for 2019/20 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 Cost
Improvement Programme for the year.
As of w/e 16th June the Trust has delivered 3.6% more elective and non-elective activity than in plan.
In patient activity YTD w/e 16th June
Elective

+3.1%

Non-Elective

+4.4%

Total (year to date)

+3.6%

We are 5.8% ahead of plan on Outpatients.
Bed occupancy in May was 94.6% compared to 93.3% in April.
Our capacity plan for the year is now focussing on six areas:
 Demand management, we are working with the CCG and GPs to more effectively manage elective and non-elective demand. On the elective side the CCG is incentivising GP’s to manage referrals, we are
continuing with advice and guidance and rolling our patient initiated follow ups. The CCG is also developing plans for non-elective activity as well.
 Length of Stay. This year we are continuing with our work on the acute hub but also looking to extend our ambulatory care capacity. On the surgical side we are reviewing activity to establish whether we can
undertake more work at Ely. We continue to cohort our medical and surgical beds to reduce length of stay.
 Stranded patients, we continue to work on both patients in the hospital over 21 days and Delayed Transfers of Care. The next phase of our work in this area is to look at patients who have been in the
hospital 3 days after their clinical fit date. During April the validated number of DTOCs was around 40 each week, with the overall bed days lost for the month continuing to reduce.
 Pathway redesign, we are continuing to work with our partners in the STP to redesign pathways. The redesign of the Stroke and Neuro rehabilitation patient pathway remains stalled with NWAFT.
 Identifying short term opportunities to increase capacity. The G2 project is on hold due to the capital and cash position of the trust. We are reviewing the Arthur Rank beds to explore scope to reduce the
scale of our commitment.
 Identifying longer term opportunities to increase capacity. We are continuing to engage with NHS England following the announcement of support for phase 1 of a Childrens hospital and temporary decant
capacity.

Quality summary
 The Trust reported 7 serious incidents in May with no serious incidents relating to information governance. Further details can be found on pages 9 and 10.
 Duty of Candour (Stages 1 & 2)compliance has improved to 77% compliance and 50% compliance within the 10 working day internal target. April’s position has also improved to 96%. Enhanced monitoring
continues to ensure improvement at the weekly SIERP meetings..
 Falls rates within the Trust remain within normal variance. There was 1 falls which resulted in either moderate or severe harm to a patient. (Further details on page 12 & 13.) The Trust overall compliance
with risk assessments for falls in May was at target at 90% (89% in April). There has been a statistically significant improvement (upward shift of 10 consecutive points above the mean to date).
 The rate of Hospital Acquired Pressure Ulcers (HAPU) has remained stable in May. Rates will continue to be monitored closely in the coming months. No Category 3 or 4 Pressure ulcers were reported in
May. Details found on page 14 & 15.
 There was no cases of MRSA bacteraemia in May 2019. The latest MRSA bacteraemia rate comparative data (12 months to April 2019) puts the Trust 10th out of 10 in the Shelford Group of teaching
hospitals. There were11 cases of C.Difficile for April (7 hospital onset and 4 COHA). 7 cases are unavoidable, 1 was avoidable and 3 cases are pending. The latest C. difficile rate comparative data (12
months to April 2019) put the Trust 8th out of 10 in the Shelford Group of teaching hospitals. Details available on pages 17 and 18.
 72 complaints were received into the Trust in April 2019. No complaints were reported to the PHSO in April and no PHSO complaints were partially or fully upheld. Grading of complaints evidenced 50
complaints graded 1, 2 or 3, and 22 complaints were graded 4 or 5. Compliance with responding to complaints within set timescales or extensions was 93% Further details are provided on pages 33 and 34.
 The reported Hospital Standardised Mortality Ratio (HSMR) for the latest available data, March 2019 is 72.08 (February 2019 is 69.0) and is 72.8 for the rolling 12 month period ending March 2019. The
rolling 12 month HSMR for the Shelford Peer group is 87.5.
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Executive Summary – cont.
Performance summary
Our plan, from a performance perspective is aiming to:
 Achieve 90% performance or above on the 4 hour Emergency Target with a particular focus on the first 9 months of the year. From the 22nd May we stopped reporting against the four hour standard and
began reporting against the new pilot standards.
 Maintain our waiting list for elective surgery at the level we saw in March 2018. For the first month since August 2018 the trust waiting list size exceeded the March 2018 baseline. This represented a growth
of 3.3% since April and equates to a 0.8% increase above the baseline.
 Reduce to 3.5% occupied bed days for Delayed Transfers of Care (DTOC). The overall DToC position for May was at a similar position to April at circa 5%.
 Achieve the Cancer standards with a particular focus on the 62 day from urgent referral standard. In April the Trust achieved all cancer standards. The 62 day urgent standard was achieved for the 5th
consecutive month.
 Achieve the 1% diagnostic 6 week wait standard. The Diagnostic 6ww performance in May was 1.33% against the threshold of 1% with only 114 patients waiting over 6 weeks.
 Meet our stroke objective that 80% of stroke patients spend greater than 90% of time on the stroke unit. Target compliance was not achieved for May - 68.7%. Difficult diagnosis (6) and Resource capacity
(5) were the main contributory factors resulting in a breach position for 21 patients.

Finance summary
 During M1 of FY19/20, the Trust was able to accept its control total of £33.1m for FY19/20. A revised annual budget plan was submitted to NHSI on 15 May 2019.
 Accepting the control total means that the Trust’s annual plan now assumes receipt of £33m of PSF, FRF and MRET funding throughout the year.
 The Trust’s financial position at the end of M2 is £0.2m favourable to the Trust’s planned YTD deficit of £9.3m.
 The in month variance is favourable by £0.3m and mainly due to underspends in pay and non-pay areas (including drugs), which offset the clinical income underperformance year to date.
 The Trust’s 2018/19 capital loan application has still not been approved and no further capital loan financing has yet been approved for 2019/20. Lack of capital financing continues to represent the greatest
risk to the Trust’s cash position. Provided revenue loans are received as normal, however, the cash position at the end of August looks manageable. Given the obvious risk of running out of cash,
Management is therefore currently seeking to curtail further capital commitments as far possible without compromising the safety of patients and staff. This position will, however, become increasingly
untenable as the year progresses.

Workforce summary
 The Trust’s full time equivalent staff (FTE) saw an increase of 37 FTE in May 2019. This was primarily due to an increase in the Nursing & Midwifery and Health care support workers which increased by 26.6
FTE and 14 FTE respectively. Overall the Trust saw a 6% growth in its substantive workforce over the past 12 months.
 Staff turnover rate reduce slightly by 0.2% from previous month to 13.2%. Overall turnover rate has seen a drop of 0.6% from the previous year.
 The vacancy rate for Registered Nurses saw a further decrease of 0.9% from the previous month to 6.16%. The vacancy rate for HCAs saw a drop of 4.4% from the previous month to 17.77%. When taking
into consideration nurses who are currently working as HCAs pending the receipt of their NMC registration, the HCA vacancy rate is 8.6% (with the corresponding Registered Nursing vacancy rate at 10.0%).
 The rolling 12 month sickness absence rate is static from the previous month at 3.3% and remains below the 3.9% NHS National average. Divisions A and B remain above the Trust average at 3.8% and
3.4% respectively. Workforce teams continue to work in partnership with the divisions and teams to reduce sickness absence and tackle the causes, particularly in those areas showing the highest levels of
sickness.
 The Trust saw a further decrease of 34 WTE in total temporary shifts requested from previous month resulting in a 3.8% drop. Total fill rates sit at 87%, within which Bank filled 84% of the requested shifts.
Overall, agency usage is static from the previous month, although it has reduced by 50% in Division C from 7.2WTE to 3.64WTE. Within nursing, all agency ceased on 31 May 2019 with the exception of
Paediatrics and Paed EAU.
 The overall Trust position on mandatory training compliance remains above the Trust’s KPI of 90% at 95.29%. The compliance rate for the new Information Governance including GDPR and Cyber Security
training has reached the Trust’s target of 90% at 90.7%.
 This month the Trust’s planned vs. actual staff in post (SIP) combined with temporary staff figures shows that the actual figure is above the planned figure by 16.2 FTE, resulting in -0.6% growth from March
2019. There is close alignment to the overall plan at this stage and actions are in place to monitor and control this.
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2019/20 Quality Account Measures
Domain

Safe

Effective /
Responsive

Patient Experience /
Caring

Integrated Report

Previous
Month

Current
status

Data to

Target

After Action Review (AAR) first wave of trainers complete training
Internal Root Cause Analysis (RCA) investigations to meet the quality
standards (of >90%) by March 2020
Compliance with the National Early Warning Score Escalation
protocol for adults
Patients that remain in an acute Trust bed for 21 days or more
Occupancy rate at midnight

May-19

95%

N/A

N/A

N/A

May-19

90%

8%

0%

May-19

90%

N/A

0%

Trend

FYtD

Baseline

LTM



N/A

0.0%

N/A

25%



9%

TBC

29%

N/A



0%

TBC

4%

May-19

139

168

161

178

186

179

92%

106.9%

107.2%

105.6%




169

May-19

106.4%

93.3%

107.1%

Accuracy of Clinically Fit Dates (CFDs) This excludes DTOC patients

May-19

40%

-

-

-



-

31.2%

-

% of early discharges
establish a formal process of recording actions developed and agreed
from complaints investigations using the 'action module' on QSIS
(Datix) for all complaints graded 3 and above.
Good practice in undertaking ‘ReSPECT’ as defined by
documenting: an understanding of what the patient or those close to
them values or fears; a clinical plan which has been communicated to
the patient or those close to them; a conversation which has been
appreciated by the patient or their family; embedded across the
service areas including outpatients.

May-19

20%

14.3%

14.0%

15.0%



14.5%

12.3%

14.2%

Apr-18

80%

-

-

-



-

0.0%

-

Apr-18

95%

-

-

-



-

0.0%

-

Feb 18

Mar 18

Apr 18

-

-

-



-

80.0%

-

Mar 19

Apr 19

May 19

7.1%

7.1%

-



3.5%

6.5%

7.8%

Q3 2017/18

Q4 2017/18

Q1 2018/19

Nursing and Midwifery vacancy rate for band 5 nurses

4

Previous
Month-1

Indicator

Percentage of complaints responded to within initial fixed timeframe
(30, 45, or 60 working days) or within agreed extension with
complainant

Staff Experience /
Well-led

Mar 19 Apr 19 May 19

Apr-18

Apr-19

87%

4%

I feel secure about raising concerns re unsafe clinical practice within
the organisation.

75.0%

-

-

-



73.0%

People saying ‘ my appraisal helped me to improve how I do my job’

28.0%

-

-

-



26%
in NSS2018
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2019/20 Performance Framework - Quality Indicators
Domain

Infection Control

Patient Safety

Surgical Safety

Harm Free Care

Mortality

Patient
Experience

Mar 19

Apr 19

Previous

Previous

Current

Month-1

Month

status

Previous

Indicator

Data to

MRSA Bacteraemia
E.Coli Bacteraemias (Total Cases)

Apr-19

0

0

0

-



0

6

5

May-19

50% over 3
years

31

29

32



61

421

425

Apr-19

TBC

-

8

-



8

0

8

Target

Trend

FYtD

FYR

LTM

C. difficile Infection
Hand Hygiene Compliance
Moderate/Severe/Death harm incidents

May-19

TBC

96.07%

97.39%

96.21%

97.0%

96.8%

10%

-

-

-




96.8%

Feb-19

-

1.1%

1.1%

Serious incidents

Feb-19

n/a

-

-

-



0

33

33

Monthly % compliance SI Final Report Submission
Number of overdue SI actions/recommendations
Monthly % compliance duty of candour (Stage 1)
Monthly % compliance duty of candour (Stage 2)
Monthly % compliance duty of candour (Stage 1) within 10
days
Monthly % compliance duty of candour (Stage 2) within 10
days
NatSSIPs protocols completed
WHO surgical checklist compliance (exc.implant pause)
Patient falls (moderate harm or greater) per 1000 beddays
Patient falls (moderate harm or greater)
Hospital acquired PU (grade 2, 3 & 4) per 1000 beddays
ALL CUH-acquired pressure ulcers category 2-4
ALL CUH-acquired pressure ulcers category 3 and 4
ALL CUH-acquired pressure ulcers category unstageable
(necrotic) or suspected deep tissue injury
Sepsis 6 compliance (within 1 hour) (ED only)
Safety Thermometer (new harms only)

Feb-19

100%

-

-

-

34.9%

34.9%

0

-

-

-

0

88

88

Feb-19

100%

N/A

N/A

N/A

-

-

75.5%

Feb-19

100%

N/A

N/A

N/A






-

Feb-19

-

87.5%

87.5%

Feb-19

100%

N/A

N/A

N/A



-

49.1%

49.1%

Feb-19

100%

N/A

N/A

N/A



-

62.5%

62.5%

95%

-

-

-

-

-

-

Monthly % compliance of SJRs completed (deaths in scope)
Mixed sex accommodation breaches
Number of overdue complaints
Re-opened complaints (non PHSO)
Re-opened complaints (PHSO)

Data reported in slides

-

-

Jan-19 reported
TBC
Data
in-slides -

-









Jan-19

TBC

-



Feb-18

95%

-

-

-

Jan-19

0

-

-

-

Jan-19

0

-

-

-

Jan-19

0

-

-

-

Jan-19

TBC

-

-

Number of medium/high level complaints
Integrated Report

-

-

-

-

0.000

0.039

0.021

0

8

8

-

0.03

0.17

0

79

79

0

-

0

0

10

10

Dec-18

95%

N/A

N/A

N/A



0%

0.0%

432%

May-19

2%

1.9%

1.9%

1.8%



1.8%

2.2%

2.1%

Mar-19

100%

-

-

-



-

94.4%

94.4%

May-19

0

3

1

1

18

16

0

7

3

4

7

65

72

May-19

N/A

7

6

6





2

May-19

12

105

92

Apr-19

N/A

0

0

-



0

2

0

Apr 19

May 19

17

21



38

40

78

Mar 19

5

May 19

May-19

N/A

13
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2019/20 Performance Framework - Quality Indicators Cont.
Domain

Indicator

Clinical
Effectiveness

% of NICE Technology Appraisals on Trust formulary within
three months. (‘last month’)
% of relevant NICE recommendations recorded as met in the
returned baseline assessment. (‘last month’)
% of NICE quality standards where the gap analysis was
returned in line with the NICE policy. (‘last month’)
% of data submitted to national clinical audits (rolling YTD)
Target is 100% at FYR end
% of national clinical audits with an action plan in place at 12
weeks post publication (last month)
% of national clinical audits with completed recommendations
(last month)
% of external reviews where action plan was either overdue or
no date for completion was provided

Mar 19

Apr 19

May 19

Previous

Previous

Current

Month-1

Month

status

Target

May-19

100%

-

100.0%

0.0%



50.0%

53.3%

52.4%

May-19

85%

91.1%

100.0%

99.1%



99.2%

88.0%

90.2%

May-19

100%

100.0%

N/A

N/A



-

62.5%

62.5%

May-19

100%

100.0%

N/A

N/A



-

99.2%

99.2%

May-19

100%

100.0%

50.0%

N/A



50.0%

76.0%

72.4%

May-19

100%

N/A

33.3%

N/A



33.3%

31.8%

32.1%

May-19

10%

64.3%

12.0%

15.4%



13.7%

43.2%

36.4%

Mar 19

Apr 19

May 19

Previous

Previous

Current

Month-1

Month

status

2019/20 Performance Framework - Quality Indicators Cont.
Domain

Indicator

Data to
May-19

90%

99.3%

98.6%

99.6%

May-19

90%

93.5%

94.9%

94.9%

May-19

90%

97.0%

98.0%

97.6%

May-19
90% in slides
87.0%
Data
reported

87.7%

88.9%

May-19

90%

75.4%

76.5%

77.5%

May-19

90%

99.7%

99.7%

99.7%

May-19

90%

78.6%

80.6%

82.1%

Nursing Quality
Metrics

Blood Administration Patient Scanning
Care Plan Notes
Care Plan Presence
Falls Risk Assessment
Moving & Handling
Nurse Rounding
Nutrition Screening
Pain Score
Pressure Ulcer Screening
EWS
MEOWS Score Recording
PEWS Score Recording
NEWS Score Recording
VIP
VIP Score Recording (1 per day)
PIP Score Recording (1 per day)

May-19

90%

6

Integrated Report

Previous

Data to

Target

86.6%

86.8%

87.0%

May-19
90% in slides
79.4%
Data
reported

81.2%

83.0%

May-19

90%

97.7%

97.0%

97.1%

May-19

90%

98.5%

97.6%

97.8%

May-19

90%

96.5%

96.4%

96.3%

May-19

90%

93.5%

94.3%

92.5%

May-19

90%

86.2%

87.8%

93.6%

Trend

Trend

FYtD

FYtD

FYR

Previous
FYR

LTM

LTM











99.1%

99.0%

99.1%

94.9%

85.5%

88.7%

97.8%

89.9%

92.6%

88.3%

82.4%

84.1%

77.0%

69.9%

72.3%

99.7%

99.7%

99.7%

81.4%

75.6%

76.6%

86.9%

82.3%

84.0%

82.1%

75.1%

76.7%





97.1%

96.5%

96.6%

97.7%

98.1%

97.9%

96.3%

95.6%

95.8%




93.4%

90.1%

91.0%

90.6%

88.7%

89.2%

Page author: VARIOUS

2019/20 Performance Framework – Operational Performance

Mar 19

Apr 19

Domain

Previous

Previous

Current

Month-1

Month

status

May 19
Previous

Indicator

Data to

RTT total waiting <18 weeks >92%

May-19

92%

89.0%

88.8%

89.8%



89.3%

89.6%

89.5%

>52 weeks

May-19

0

1

0

0



0

24

18

Waiting over 6 weeks

May-19

1%

0.2%

0.9%

1.3%



1.1%

1.1%

0.8%

Stranded patients >7 days

May-19

TBC

464

499

509



1008

5382

5887

Pre 12 discharge

May-19

20%

14.2%

13.4%

14.1%



13.8%

13.2%

13.3%

Session usage (exc Rosie)

May-19

TBC

92.0%

95.0%

94.6%



94.8%

92.8%

93.0%

Overdue follow ups

May-19

TBC

18405

18779

20851



39630

215864

219834

Stroke

>90% of time on stroke unit

May-19

80%

83.9%

83.9%

68.7%



76.0%

75.1%

76.1%

Emergency
department

4hr ED target (Inc MIU)

May-19

95%

83.8%

82.0%

76.0%



100.0%

85.8%

84.1%

12 hour trolley wait

May-19

0

0

0

1



1

5

6

DNA Rate

May-19

TBC

4.0%

4.1%

4.4%



4.2%

4.4%

4.4%

30 day readmissions

May-19

TBC

13.0%

12.8%

5.7%



9.2%

12.3%

11.8%

Pre-op LOS Elective

May-19

TBC

0.17

0.17

0.14



0.16

0.18

0.18

Pre-op LOS Non-Elective

May-19

TBC

0.93

1.00

0.70



0.86

0.95

0.93

Feb 19

Mar 19

Apr 19

Target

Trend

FYtD

FYR

LTM

RTT
Diagnostics
Timely discharge
Surgical
productivity
Outpatient
productivity

Utilisation of
Resources

Cancer
7

Integrated Report

62 days from urgent referral (with reallocations for late
referral)

Apr-19

85%

85.6%

85.5%

86.0%



86.0%

83.5%

84.0%

>104 day waits

Apr-19

0

15

13

8



8

128

118
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Patient Safety Reporting
Executive Summary
A total of 1,645 patient safety incidents (SLR) occurred in May 2019. The actual impact was graded as:
 89% (1,457) were graded as no harm
 10% (165) as low harm
 1% (18) as moderate harm
 0.2% (3) major harm
 0.06% (1) graded as death
Patient safety incidents of moderate harm and above for May 2019 is 1.26% (threshold is ≤2%).
Following a significant upward shift in reporting of patient safety incident reports from June 2017, the mean was recalculated to reflect this change. There is normal
variance of Patient Safety incidents submitted from June 2017 to April 2019.
Patient safety incidents = all incident of the QSIS ‘type’ of Incident affecting the patient and Incident affecting the organisation.

1. Patient Safety Incidents
October 15 - May 19

2000

35
UCL

1800

2. Moderate and above patient safety incidents
January 16 - May 19
UCL

30
25

1600
Mean
1505

20

1400
1200

LCL

15

1000

10

800

5

600

0

8

Integrated Report

Mean
17.3

LCL

Page author: Patient Safety Improvement

Serious Incidents
All Serious Incidents
January 16 - May 19

16

Serious Incidents in the last 12 months (by date reported to CCG)
UCL

14

12

12

10

10

8

1

6

4

Mean
7.3

8

8

4

6

2

4

4

2

2

3

2

2

3
4

6

1

1

5

4

3

1

1

2

0

2

6

1

7
2

LCL
0

Information Governance

Never Events

SI reports submitted to CCG within 60 working days

SIs reported to the CCG in May 2019

(or by agreed extension)

Date reported
to CCG

Ref

STEIS SI Sub categories

Div.

Ward / Dept.

Actual Impact

15/05/2019

SLR67479

Sub-optimal care of the
deteriorating patient

A

IDA - Intermediate
Dependency Area

Death /
Catastrophic

08/05/2019

SLR68098

Slips/trips/falls

D

Ward K3

Severe /
Major

30/05/2019

SLR68353

HCAI/Infection control
incident

A

Ward M4

Moderate

08/05/2019

SLR68631

Slips/trips/falls

C

Ward C6

Severe /
Major
Severe /
Major

15/05/2019

SLR69345

Pressure ulcer meeting

A

FAU - Frailty
Assessment Unit

16/05/2019

SLR69425

Treatment delay

C

Emergency
Department Adult

No Harm

D

Ward L5

Low / Minor

22/05/2019
SLR69943Report Medication incident
9
Integrated

Other Serious Incidents

Jun-18

Jul-18

Aug-18

Sep-18

Oct-18

Nov-18

Dec-18

Jan-19

Feb-19

Mar-19

Apr-19

May-19

100%

28%

66%

14%

33%

100%

100%

100%

75%

28%

33%

50%

9/9*

2/7

6/9

1/7

3/9

4/4

4/4

3/3

3/4

2/7

2/6

3/6

* Four 12 hour trolley breach SIs went in one report, therefore six reports (not 9) in total that month

SI Actions as Overdue by Division
(as of 10/06/19)
12
10
8
6
4
2
0

11
6
3
Division A

Division B

Division C

3

3

Division D

Medical
Directorate

Page author: Patient Safety Improvement

Duty of Candour
Trust wide Duty of Candour Compliance (goal 100%)
Total compliance

Total compliance within 10 days

96%

96%

100%

100%

100%

100%

100%

100%

100%

100%

90%

100%

100%

77%

80%
70%
60%

10%

50%
23%

26%

38%

45%

20%

66%

88%

50%

30%

68%

58%

40%

83%

85%

50%

0%
Jun 18

Jul 18

Aug 18

Sep 18

Oct 18

Nov 18

Dec 18

Jan 19

Feb 19

Mar 19

Apr 19

The total number of outstanding Trust wide stage 1* DOC:

The total number of outstanding Trust wide stage 2** DOC:

•
•
•
•
•

•
•
•
•
•

Division
Division
Division
Division
Division

A=0
B=0
C=0
D=2
E=1

Division
Division
Division
Division
Division

May 19

A=0
B=1
C=2
D=2
E=0

*Stage 1 is notifying the patient (or family) of the incident and sending of stage 1 letter, all within 10 working days.
**Stage 2 is sharing of the relevant investigation findings (where the patient has requested this response), within 10 working days of the completion of the investigation report.
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Falls
1. All patient falls by date of occurrence
October 15 - May 19

200

Falls incidence & impact
UCL

 There were a total of 145 falls (inpatient, outpatient and day case) in
May 2019 .

180
160
140

Mean
134

120
100

LCL

80

 The incidence of inpatient falls per 1,000 bed days was 4.12 in May
2019.
 There is normal variation in the incidence of total patient falls (graph 1)
and in the incidence of inpatient falls per 1,000 bed days (graph 2).
 There was 1 fall categorised as moderate harm and above in May
2019.

60
40

 There was a significant improvement of moderate and above harm
inpatient falls per 1000 bed days (graph 3) with 9 points below the
mean between May 2018 and January 2019.

20
0

2. Inpatient falls per 1000 bed days
October 15 - May 19

6.0

0.25
UCL

5.0

3. Moderate and above falls per 1000 bed days by date of
occurance
October 15 - May 19

UCL

0.20
Mean
3.9

4.0

0.15

3.0
LCL

0.10
Mean
0.08

2.0
0.05

1.0

0.00

0.0

11
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Falls
100.0%

4. Falls Risk Assessment Compliance within 12 hours of
admission
February 17 - May 19

Falls risk assessment

95.0%
90.0%

Goal >
90%

85.0%

UCL

80.0%

Mean
80%

75.0%

LCL

70.0%
65.0%

 The Trust overall compliance with risk assessments for falls in May was
90%. The policy identifies patients are required to have a falls risk
assessment within 12 hours of admission however, CHEQS defines
assessment compliance within 14 hours. This is being reviewed at
NMAAC in July 2019 to reflect the policy standard (12 hours) and data
will be amended in future reports.
 Compliance goal of ≥90% has not been achieved since monitoring began
in October 2014. However, graph 1 shows there has been a statistically
significant improvement (upward shift of 10 consecutive points above the
mean from August 2018 to date – graph 4).

60.0%

Inpatient falls QI
 CUH met the 2018/19 KPI goal of a 3% reduction in the rate of
inpatient falls by 31.03.2019 (graph 5).

5. Inpatient falls 3% reduction threshold 2019/20
200

There were 1573 inpatient falls in 2017/18 and 1466 inpatient falls in
2018/19 resulting in a 6.8% decrease of inpatient falls.
KPI
Goal <
127

150

 The Trust is now aiming to reduce inpatient falls by 5% by April 2020.
The monthly threshold for 2019/20 is 122 inpatient falls. There were 138
inpatient falls in May 2019.

100

50

Data

12

Integrated Report

KPI monthly goal threshold
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Hospital-Acquired Pressure Ulcers (HAPUs)
1. All HAPUs by date of occurrence
October 15 - May 19
35.00

UCL

25

2. Category 2-4 HAPU by date of occurrence
October 15 - May 19

30.00
20

UCL

25.00

Mean
15.4

20.00

15.00

15

10

Mean
8.4

10.00
5
5.00

LCL

0.00

25

0

HAPU Incidence

3. Category 1 HAPU by date of occurrence
October 15 - May 19

 Graph 1 shows there had been a statistically significant increase in the total
incidence of HAPUs (all categories) per 1,000 bed days (x15 consecutive data
points above the mean) from January 2018 to March 2019.

20

15

UCL

10
Mean
6.1

5

 Graph 3 shows a statistically significant increase between August 2018 – March
2019 (x8 consecutive points above the mean) with a significantly higher number
reported in March 2019 (astronomical point).
 There is normal variance for categories ‘suspected deep tissue injury’ and
‘unstageable’. There were no category 3 or 4 HAPUS in May 2019. The last
category 4 HAPU which occurred in CUH was in October 2016. The last
confirmed category 3 was in April 2019 however there were no lapses in care
identified and a local level investigation is in place.

0

13

 Graph 2 shows there was a statistically significant increase in category 2-4
HAPUs between January 2018 and December 2018 (x12 consecutive data
points above the mean).

Integrated Report
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Hospital-Acquired Pressure Ulcers (HAPUs)
100%

4. PU Screening Risk Assessment Compliance
February 17 - May 19

PU risk assessment

Goal >
90%

90%

80%
UCL

 CHEQS is monitoring % of patients admitted as inpatients for more than
24 hours who have a pressure ulcer risk assessment completed recorded
within 6 hours of admission. There is special cause variation between
August 2018 – May 2019 with 9 consecutive points above the mean.
 Currently there is no separate data available to monitor compliance with
PU risk assessment e.g. Waterlow tool. This is being reviewed at NMAAC
in July 2019 and an update will be provided in a future report.

Mean
73%
70%
LCL

HAPU QI update
60%

 The CUH improvement aim for 2018/19 was to have a 25% reduction in
category 2 HAPUs; this was not achieved and there has been an
increase in incidence compared to 2017/18 data.
There were 106 category 2 HAPUs in 2017/18 and 135 in 2018/19
resulting in a 27.4% increase.
The KPI was originally set for a reduction of ‘avoidable’ HAPUs. NHSi
guidelines mandated trusts to not use avoidability classification and so all
category 2 HAPU have been counted within this KPI.

5. Category 2 HAPU 25% reduction threshold 2018/19
25

Data

KPI monthly goal threshold

20

 The CUH improvement aim for 2019/20 will be agreed at the next
Pressure Ulcer and Steering Group in July 2019 and an update will be
given in the next report.

15

10
KPI
Goal
≤7

5

0

14
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Sepsis
Graph 1. Emergency Department
Sepsis Six Bundle within 1 hour

100%

100%

Executive Summary

Graph 3. Trust Data
Sepsis Six Bundle within 1 hour

90%

Goal >
95%

90%

Goal >
95%

80%

UCL

80%

UCL

70%

Mean 61%

60%
50%

70%
Mean
58%

60%
50%

LCL

40%
30%

30%

20%

20%

10%

10%

0%

0%

Graph 2. Inpatient Wards
Sepsis Six Bundle within 1 hour

100%

UCL

Goal >
95%

90%

100%
95%
90%

70%

85%
Mean
55%

50%

80%

70%

30%

65%

20%

60%
LCL

10%

55%

0%

50%

Integrated Report

Graph 4. Trust Data
Antibiotics within 1 hour
Goal >
95%

Mean
81%

75%

40%

15

Graphs 1 and 2 Sepsis six
bundle compliance within 1
hour of
suspected/diagnosed sepsis
on inpatient wards and in the
Emergency Department did
not reach the required goal
of 95% but remains within
normal variance for January,
February and March 2019.

UCL

80%

60%

LCL

40%

Monthly data is provided by
the Consultant Leads for
Sepsis. This reporting period
includes the data from
January, February and
March 2019 using a sample
size of 25 patients per
month.

LCL

Graph 3 Therefore the
Sepsis six bundle
compliance within 1 hour of
suspected/diagnosed sepsis
in the Trust did not reach the
required goal of 95% but
remains within normal
variance for January,
February and March 2019.
Graph 4 The compliance
with one of the elements
antibiotics administered to
the patient within an hour of
suspected/diagnosed sepsis
for the Trust (inpatient and
in the Emergency
Department) remains within
normal variance but did not
reach the goal of 95%

Page author: Patient Safety Improvement

Safety Thermometer
Harm Free Care (new harm only)

Shelford Group. Harms. May 19
14%

100%

Old Harms

12%
99%

New VTEs

10%
98%

97%

8%

Catheters & New
UTIs

6%

Falls with Harm

4%
96%

Pressure Ulcers –
New

2%
CUH

National

Target

Shelford average (excl CUH)
0%

95%

The safety thermometer undertaken in May 2019 audited 986 patients. Of these, 97.16% (958/986) 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) which is favourable to the
national average of 93.83%. The Trust ranked 2nd in the Shelford Group of teaching hospitals for May for all harms [NB King’s College and
Guy’s & St Thomas’ no longer submit data]. For new harms, 98.17% patients were reported to have harm-free care in CUH (only 18 patients
were reported to have “new harm”) which is above the 97.75% national average. The Trust ranked 3rd in the Shelford Group of teaching
hospitals for May for new harms
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Infection Control
Avoidable CDI cases against ceiling
cumulative

Monthly Clostridium difficile 2019/20
12
Hospital Onset
10
4

C. difficile

8
2
6

4
6

7

2

0

COHA

* COHA community
onset
healthcare
associated =
cases that occur
in the
community
when the
patient has
been an
inpatient in the
Trust reporting
the case in the
previous four
weeks

100
90

80
72

80

64

70

56

60

48

50

40
32

40

24

30
20
10
0

16
8
0

1

Avoidable Case

CUH trend analysis

95

88

Ceiling

MRSA and C difficile key performance indicators

 MRSA bacteraemia ceiling for 2019/20 is zero avoidable hospital acquired cases.  Compliance with the MRSA care bundle (decolonisation) was 92.1% in May 2019
 No cases of hospital onset MRSA bacteraemia in May 19.
(96.7% in April).
 Year to date: 1 case (unavoidable)
 The latest MRSA bacteraemia rate comparative data (12 months to April 19) put
the Trust 10th out of 10 in the Shelford Group of teaching hospitals.
 C. difficile ceiling for 2019/20 is no more than 95 hospital onset and COHA*
avoidable cases. The trust is now required to report and review both of these
categories.
 Compliance with the C. difficile care bundle was 97.4% in May 2019 (94.9% in
 11 cases for May (7 hospital onset and 4 COHA). 7 cases are unavoidable, 1
April).
unavoidable and 3 cases are pending.
 The latest C. difficile rate comparative data (12 months to April19) put the Trust
 Year to date, 19 cases (14 unavoidable, 1 avoidable and 4 pending).
8th out of 10 in the Shelford Group of teaching hospitals.
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Infection Control
Hygiene Code

Trust % Compliance May 19

 The infection prevention & control code of practice of the Health &
Social Care Act 2008
Criterion 1

Have systems to manage and monitor the
prevention and control of infection.

Criterion 2

Provide and maintain a clean environment

Criterion 3

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

Criterion 4

Provide accurate information on infections to service
users and their visitors in a timely fashion

Criterion 5

Ensure that people with an infection are identified
promptly and receive appropriate treatment to
reduce the risk of transmission

Criterion 6

Ensure that all are fully involved in the process of
preventing and controlling infection.

Criterion 7

Provide adequate isolation facilities

Criterion 8

Access to adequate laboratory support

Criterion 9

Have and adhere to infection prevention & control
policies

Criterion 10

Ensure that staff are free of and protected from
exposure to infections that can be caught at work
and that they are educated in the prevention and
control of infection associated with the provision of
health and social care.

70%
60%
50%
40%
30%
20%
10%
0%

Integrated Report

36%

4%
Compliant

Criterion 1 May 19

Partial Compliance
Criterion 2 May 19

Non-Compliance
Criterion 7 May 19

8%

8%

36%

18

60%

56%

38%

54%
100%

Concerns and actions
 Gap analysis against hygiene code criteria conducted by an independent infection control expert
 Trust is compliant with 60% of the 135 hygiene code standards, partially compliant with 36% and
non-compliant with 4% (5 standards)
 Ward infection control/environmental visits continue to monitor and address breaches in criteria
1&2
 Insufficient isolation facilities, issues with an ageing hospital estate and lack of a decant facility
are important issues which on the corporate risk register
 Inconsistencies in cleaning regimes currently be addressed through staff training in the clinical
areas.
 Criterion 7 monitored during environmental visits. Roll out of new isolation signage and training
around isolation practice conducted in the clinical areas.
 More needs to be done to fully embed the basics of infection control practice including hand
hygiene policies
Page author: Ashley Shaw

National Targets – Emergency Department
Emergency Department Four Hour Standard - Type 1 and Type 3 Performance
15000

100%

14000

90%

13000

80%

12000

70%

11000

60%

10000

50%

9000

40%

8000

30%

7000

20%

6000

10%

5000

0%

Total

Patients who have waited more than 4 hours

Patients who have waited less than 4 hours

% in 4 hours (all types)

Emergency Department (ED) performance May 19
From 22nd May the Trust became part of a national pilot of ED access standards, one of 14 trusts in the country to do so. During the pilot, the Trust is required to suspend any external reporting of 4hr ED
performance. Instead the Trust has been monitoring:
• Average (mean) time spent in ED from arrival to departure: Since the pilot began, the Trust’s mean time in ED (types 1&3) has been 185 minutes. This is shorter than the longest mean time of trusts in the
pilot, which is 232 minutes, but longer than the shortest mean time of 93 minutes.
• Waits of 12hrs or more from arrival to departure: The average number of 12hr waits per day during the pilot period was two. Feedback from the national team suggests this is low compared to other trusts in
the pilot.
The Trust reported a 12hr breach on 8th May which was caused by significant capacity constraints. An RCA was performed which found that no harm had come to the patient as a result.
ED attendances
Type 1 attendances increased from 10,316 in May 2018 to 10,779 in May 2019. This represents an increase in daily average attendances from 333 to 348 (4.6%). Across both type 1 and 3 attendances May
2019 was 4.1% above last May. The Trust is 4.8% above planned ED attendances for the year to date.
A&E performance forecast and recovery
During the June month to date (1st-24th) attendances increased by 5.2% vs. the same period last year. This is the equivalent of 357 attendances per day compared to 339 last June.
Areas of focus to improve performance
The Trust has updated its recovery plan at the request of the Regional Director (East of England) of NHSE&I, with whom fortnightly calls are held to monitor performance. The areas of improvement the plan
identifies are as follows:
• Diverting demand from ED by reducing GP referrals, through improved use of direct lines to specialties.
• Improving the offering for Same Day Emergency Care (SDEC), including additional evening opening hours for ambulatory care services on EAU3.
• More timely review of patients within the first hour from ED arrival. This includes the introduction of e-referrals to improve specialty response times.
• Improving bed capacity through greater use of the discharge lounge and reverse boarding, alongside resolving constraints to patient flow with the support of the Transformation team.
As part of the recovery plan the Trust has also provided an improvement trajectory setting out planned reductions to mean time in ED. Ultimately this trajectory aims to reduce mean time from current levels of
185 to 146 minutes by the end of August 2019. This trajectory is supported by system-wide actions to reduce ED attendances.
Page author: Holly Sutherland
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National Targets – Emergency Department
Internal Professional Standards - May '19

ED Performance - May '19 Breach Analyses
Measure

No. with
data

No.
achieved

%
achieved

2894

1676

58%

10754

10463

97%

9407

3567

38%

733

296

40%

1328

428

32%

625

69

11%

4

1

25%

2102

498

24%

Delayed initial medical assessment
Delayed senior review
Other
Ward bed not ready
Delayed referral to specialty
Delayed imaging
Change in clinical state
Delayed blood results
Delayed initial medical
assessment
38%

Other
14%

Breach resolved
Change in admitting specialty
Psychiatric patient
Delayed transfer
Monitored bed required

Delayed senior review
27%

Complex patient
Critical care bed required
Emergency Department Full
Delayed initial nursing assessment
Infection control required

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

Ambulance Handover
The regional handover data has not be released for review
In May 2019 we saw 2894 conveyances to CUH which was a increase of 3.5% from 2797 in May 2018. 57.9% of our handovers were clear within 15mins, 30 minute
handover delays were 189 and 60 minute handover delays were 26. In May 2018 our 15 minute performance was 62.5%, 30 minute handover delays were 86 and 60
minute handover delays were 5.
EEAST have agreed to extend the role of the HALO up until the end of May whilst further negotiations continue about the long term funding of this role.
The HALO team supported the recent 18 hour audit to review community service providers and access for ambulance crews. Additionally, we are now regularly seeing
on a daily basis, a small number of ambulances that are being diverted to other providers within a closer radius than us and preventing conveyances to Addenbrookes
hospital.
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National Targets - RTT
% Incomplete < 18 weeks and Backlog
92%

2500

RTT Waits Over 26 Weeks
1400
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91%

2000

90%
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1000

88%

500

87%

0

% within 18 wks

>18 weeks withDTA

Incom plete pathways

% Incom plete < 18 w eeks

34000

Total RTT Waiting List compared to March
2018 Baseline

33500

4

4

33000

1

2
4

1000

4

3
1

1

2

1
0

1

0

0

800

32500

600

32000

400

31500

200
0

31000

Total Complete Waiting List

>18 wks NoDTA

52+

Mar '18 Baseline

40-52 weeks waits

26-40

The Trust is required to continue to maintain a total waiting list size below March 2018 throughout 2019/20. For the first month since August 2018, the Trust waiting list exceeded this baseline.
This represented a growth of 3.3%, 1058 patients since April, and equates to a 0.8% increase to March 2018 baseline. 86% of the growth was in non-admitted pathways. RTT 18 week
performance in May actually improved to 89.8% with the number of patients over 18 weeks reducing by 213 to 3391. The improved percentage performance is supported by a higher total
waiting list size.
Year to date to month 2, RTT clock starts and referrals continue below 2018 at -0.8% and -1.7% respectively. Whilst this is positive, the referrals have been on an increasing trend for the past 5
consecutive months, and it is the month on month increase that impacts the waiting list size. Referrals this May were back to the highest point since May 2018. GP referrals YTD are down 3.9% on the same period last year across all Commissioners, and -2.9% for NHSC&P CCG. The ENT reduction due to the shift of GP referrals to the community provider in NHSC&P,
accounts for 36% of the variance. Non GP referrals are showing an increase of 0.6%. Within NHSC&P this relates predominantly to Obstetrics due to recording changes year on year, and
Rheumatology due to the impact of the fracture liaison service which commenced later in 2018. The total treatments recorded for RTT are 7% higher year to month 2, and 7% higher in May
compared to May 2018. RTT activity remains high, so it is the differential between that and the high demand joining the waiting list that has driven the waiting list growth.
Over 52-week waiters
We reported no 52 week patients waiting at the end of May. We will have a 52 week breach in June due to a post 40 week referral from West Suffolk. We had an agreed treatment plan with
the patient prior to month end but they have now postponed their surgery date and will be treated in early July.
The number of patients waiting over 40 weeks at the end of May reduced to 48 from 56 in April. Ophthalmology has the highest volume >40 weeks with 8, followed by Urology with 5.
The number of patients waiting >26 weeks increased by 8% to 1023 this month. Ophthalmology account for 57% of the increase this month and have the highest volume overall at 154,
followed by ENT at 135 and Orthopaedics at 91. There is still no further information released on the Planning Guidance requirement for Systems to offer choice to patients waiting 26 weeks.
March 2018
baseline

Apr 19

May 19

Jun 19

Jul 19

Aug 19

Sep 19

Oct 19

Nov 19

Dec 19

Jan 20

Feb 20

Mar 20

32991

32592

32462

32234

32840

33070

32739

32412

32006

31878

31655

31560

32196

3674

3647

3517

3586

3472

3772

3872

3672

3472

3722

3702

3757

3857

88.9%

88.8%

89.2%

88.9%

89.4%

88.6%

88.2%

88.7%

89.2%

88.3%

88.3%

88.1%

88.0%

Actual Total waiting list size

32192

33250

Actual > 18 weeks

3602

3391

88.8%

89.8%

Planned Total Waiting List Size
Planned > 18 weeks
Planned % within 18 weeks

Actual % within 18 weeks
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National Targets - RTT
Specialty Level
9 of the 18 nationally reportable specialties achieved the 92% standard in May.
Over 50% of the growth in the waiting list size since April can be attributed to 5
specialties:Ophthalmology – The service saw an increase of 151 in waiting list size in May and now
have a total variance to March baseline of 785. The growth was in both the non-admitted
and admitted waiting lists. Additions to the surgical waiting list were the highest recorded
(511), and whilst theatre sessions used were at 98% the activity is not keeping pace with
demand. Non-admitted clock stops were lower for May although outpatient activity
remained high. Referrals are up 9% year to date compared to 2018; this is driven by
Optometrist referrals. Vacancies in Glaucoma remain the main concern with the
appointed locum Consultant not starting until September, 1 Clinical fellow commencing in
July and a second in October. With over 200 patients awaiting a first appointment >18
weeks the risk associated with the increasing delays in being assessed by Division D.
NWAFT have an even greater risk associated with Ophthalmology so it is a service under
pressure across the STP and we have requested a joint meeting with the CCG and
NWAFT to discuss.
Allergy saw a 10% increase in waiting list size in May (137), giving a variance to
baseline of 472. The service received 531 referrals in May 2019 which is 128 more than
in May 2018. As a result the service continues to struggle to meet demand and is looking
at further strategies to support demand management. We are trialling assigning more
clinical time to triage to support GPs with detailed advice. This will take away some face
to face clinical activity but may reduce the waiting list size overall.
Dermatology increased by 110 in May giving a variance of 514 against March baseline.
Referral growth continues and in total is 3.5% up year to date, 5% up from NHSC&P
GPs. The service now has 286 patients waiting over 18 weeks for a first appointment.
2ww suspected cancer demand is rising as is the seasonal norm and as it accounts for
40% of referrals to the service priority for capacity is directed here. An 8PA maternity
consultant post remains unfilled. There has been successful recruitment into the 10 PA
new consultant post but with the candidate not being able to start until spring 2020.
Locums for both posts and an agency locum are still being actively sought. With the
support of ACT we are planning to pilot a telemedicine service implemented in the West
Suffolk system to reduce the demand for referrals. Division D are assessing the risk of
the long waiting times.
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DOH Group
Trust Total
100 - General Surgery
101 - Urology
110 - T&O inc Spinal
120 - ENT
130 - Ophthalmology
140 - Oral Surgery
150 - Neurosurgery
160 - Plastic Surgery
300 - General Medicine
301 - Gastroenterology
320 - Cardiology
330 - Dermatology
340 - Thoracic Medicine
400 - Neurology
410 - Rheumatology
430 - Geriatric Medicine
502 - Gynaecology
X01 - X-Other

Baseline - March
2018 Total
Incomplete

Total Clock
Starts

Total
Treatments

Total
Incomplete

32991
926
1533
2381
1912
2773
869
1003
943
153
1643
1023
1919
464
1112
853
88
1413
11983

14436
259
587
736
614
1085
322
402
448
114
607
360
938
221
495
468
42
562
6176

12808
202
577
623
609
871
226
346
472
92
483
260
816
152
413
423
18
510
5715

33250
595
1502
2104
2101
3558
1003
960
845
131
1140
895
2432
454
1131
949
57
1237
12156

Variance to
Incomplete
March 18
% Incomplete
> 18 Weeks
Baseline
259
-331
-31
-277
189
785
134
-43
-98
-22
-503
-128
513
-10
19
96
-31
-176
173

3391
84
238
299
393
520
99
103
106
0
44
44
345
8
27
58
0
92
931

89.8%
85.9%
84.2%
85.8%
81.3%
85.4%
90.1%
89.3%
87.5%
100.0%
96.1%
95.1%
85.8%
98.2%
97.6%
93.9%
100.0%
92.6%
92.3%

Orthopaedics reduced their waiting list size throughout 2018/19 but saw an increase of
113 in May. Referral demand was very high in May and year to date referrals from
GP/AHPs are 9% up on 2018. There is concern this is a shift of NHS Choice work away
from the Independent sector. We have reduced our outsourced work to the independent
sector to a level that will maintain a 26 week wait but not reduce it further. Internally
there is opportunity to increase the number of theatre sessions used when 2 consultant
vacancies are covered and appointees will commence at the end of July / start of
August.
Oral Surgery has seen a total waiting list growth of 88 in the month taking them to a
variance over baseline of 134. 73% of the growth was non-admitted. Referrals have
been increasing since late 2018, and to month 2 are running 25% higher than in 2018.
As these are predominantly dentist referrals we need to work with NHSE who
commission dental services. Surgical activity was lower in May due to leave, but the
admitted waiting list is reducing again in June.
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National Targets - Cancer
In April the Trust achieved all the cancer standards. The 62 day urgent standard was achieved for a
5th consecutive month.
Analysis of 2-week wait (2ww) performance
2 week wait performance was recovered in April as anticipated. As in March, April was another
exceptionally high month for 2ww activity with over 1800 patients seen for appointments. 78% of
breaches were due to patient choice. We have reissued staff with a script to be used when
negotiating 2 week wait appointments with patients to emphasise the importance of their referral to
exclude cancer.
Faster Diagnosis Standard (FDS)
We are also now shadow monitoring the faster diagnosis standard (FDS) which will be implemented in
April 2020. This requires a maximum 28-day wait for communication of definitive cancer/no cancer
diagnosis for patients referred urgently. The threshold for achievement of the standard has not yet
been set.

Cancer Standards 18/19

18-19 Q2

18-19 Q3

18-19 Q4

Apr-19

2Wk Wait (93%)
2wk Wait SBR (93%)
31 Day FDT (96%)
31 Day Subs (Anti Cancer) (98%)
31 Day Subs (Other) (93%)

93%
93%
96%
98%
93%

88.0%
95.1%
97.7%
99.3%
100.0%

92.1%
95.9%
99.0%
100.0%
100.0%

94.6%
98.1%
96.5%
100.0%
100.0%

90.9%
85.8%
96.5%
98.9%
0.0%

93.1%
96.7%
99.4%
99.1%
0.0%

31 Day Subs (Radiotherapy) (94%)

94%

97.8%

96.2%

97.0%

96.7%

98.0%

31 Day Subs (Surgery) (94%)
62 Day from Urgent Referral with
reallocations (85%)
62 Day from Screening Referral
with reallocations (90%)
62 Day from Consultant Upgrade
with reallocations (50% - CCG)

94%

95.9%

96.1%

94.3%

95.5%

94.0%

85%

82.3%

83.2%

83.3%

85.8%

86.0%

90%

83.1%

87.3%

78.3%

93.7%

95.3%

50%

91.7%

65.4%

87.0%

85.7%

80.0%

To April 2019 by site
To April 2019

The EoE Cancer Alliance has shared an analysis of the first month of shadow reporting.
CUH is making good progress, achieving 91.2% data completeness for the recording of the diagnosis
date. We are the only Trust with data completeness >90% who is reporting a performance level of
>90% for patients diagnosed within 28 days.

Target 18-19 Q1

Breast
Lung
Upper GI
Lower GI
Skin
Gynaecological
Central Nervous
Urological
Head & Neck
Sarcomas
Other Haem Malignancies

62 Day from Urgent
Referral

62 Day from
Screening Referral

Breaches

%

Breaches

%

3
1
1

90%
89%
82%
100%
90%
78%
100%
76%
68%
50%
67%

0.5

97%

2
4.5

31 Day FDT
Breaches

1
100%
100%

%

100%
100%
97%
100%
100%
100%
100%
100%
96%
100%
100%

31 Day Subs
(Surgery)
Breaches

2
1

2Wk Wait

%

Breaches

%

100%

26

83%
100%
95%
100%
100%
100%
86%
67%

8
55
21
10
1

95%
100%
79%
78%
96%
94%
92%
100%
98%
91%
92%

To support improvement towards the FDS there are National Best Practice Pathways in place for
8
Lung, Prostate, Lower GI and Upper GI. Cancer Board has asked all cancer sites to outline their
3
1
1
3
1
1
2
pathway improvements and this in turn will continue to support improvement of the 62 day cancer
1.5
1
standard.
Cancer performance trajectory
The Trust has had a strong start to 2019/20 and is ahead of trajectory.. However, the position is forecast to deteriorate in May 2019 as a consequence of the flow through of the exceptional
volume of 2ww breast referrals seen in March, 24% higher than any month last year. This demand has now converted into cancer treatments required, and elective surgical capacity is
insufficient resulting in breaches of the 62 day standards and 31 day standards in May. Additional sessions are being undertaken and all efforts are trying to minimise the impact of this
continuing beyond Quarter1. NWAFT experienced the same referral demand pressures from Q4 but have not yet been able to address the backlog of 2ww referrals. An extended wait up to
6 weeks in the NWAFT catchment is leading to an additional 70 referrals per month being directed to CUH since March. This is once again causing the wait at CUH to rise. We are joining
fortnightly meeting between the CCG and NWAFT to review the recovery plans to rebalance the system.
Actual
Cancer 62 Day (Post reallocation)
Trajectory breaches
Trajectory % <= 62 days
Actual / forecast breaches
Actual / forecast % <= 62 days
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Apr-19

May-19

Jun-19

Jul-19

Aug-19

Sep-19

Oct-19

Nov-19

Dec-19

Jan-20

Feb-20

Mar-20

20

20.5

20

22

16

20.5

21

21

14.5

17

16

15.5

85.0%

85.9%

85.0%

86.3%

87.4%

85.2%

85.2%

85.0%

88.1%

87.2%

85.3%

88.6%

21
86.0%
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1
1

1
1
5

3

1
1
3

1
1
2

2

1

1

2

1

1

62-day key themes and outcome
With reallocations, we achieved the 62 day urgent standard in April at 86.0%.
39 patients breached the 62 day urgent standard of which 11 were CUH only pathways and
28 were shared pathways with other Trusts. 9 of the 28 inter trust breaches were from
NWAFT, with 6 from Bedford this month and 5 from West Suffolk. Late referrals post day 38
accounted for 22 of the shared breaches, of which we were able to treat 14 within 24 days of
them being referred. Urology accounted for 32% of the breaches; all exceeded 62 days for
unavoidable reasons.

62 Day from Treatment delayed for medical reasons
Urgent Referral Late referral treated within 24 days
Late referral not treated in 24 days
62 Day from Urgent Referral Total

1
1
1
3

Head & Neck

Gynaecological

Grand Total

Upper GI

Sarcomas

Lung

Haem Malignancies

Skin

Head & Neck
2

Delay Reason

Grand Total

1

3
1
1 5
3
3
7
1 4
1 25

Upper GI

2
3
2
2
8

2

Haem Malignancies

1
1
1

Over 104 Day

Urological

Complex diagnostic pathway
Elective capacity inadequate
62 Day from Health Care Provider initiated delay to diagnostic/ treatment
Urgent Referral PATIENT initiated delay to diagnostic /treatment planning
Treatment delayed for medical reasons
Late referral treated within 24 days
Late referral not treated in 24 days
62 Day from Urgent Referral Total

Breast

Delay Reason

Gynaecological

Target Type

Urological

National Targets - Cancer

1
1

1
3
4
8

2
2

1
1

1
1

104-day RCAs and harm review
8 patients waited over 104 days for treatment during April. 7 of these were shared pathways
(late referrals) with other organisations, received between days 42-109.
2 were treated within 24 days. Of the 5 that were not treated within 24 days, they were
delayed due to: patient requiring support to attend OPAs; a patient cancellation of RT/CT
planning due to discomfort from previous treatment, metastatic cancer needing to be treated
as a priority; delays in diagnostics at CUH; and lack of Brachytherapy capacity.
1 CUH patient (Urol) was treated over 104 days due to having to change treatment plan as a
consequence of admissions for non cancer related conditions.
The RCAs have been reviewed by the MDT Lead Clinicians and the Cancer Lead Clinician
for the Trust. Harm is unlikely on all pathways.

120

Weekly Trend - Patients over 62 days

Weekly Trend - Patients over 104 days
25
Total > 62 no DTT

100

Total > 62 with DTT

20

Total > 104 no DTT
Total > 104 with DTT

80
15
60
10

40
20

5

0

0
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Cancelled Operations
Key performance issues

Cancelled Operations on or after day of admission
10

90

9

80

8

Of the 68 operations cancelled on the day of admission:-

70

7

60

6

50

5

40

4

 The largest cohort were 38 cancellations due to lack of
operating time. This was spread across 12 specialties this
month, but again the highest impact was in Neurosurgery with
11 which were due to the pressure of emergency cases. The
specialty admitted the highest volume of emergency cases in
May since August 2017.
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Medical Shortage (Staff/Equip)

Bed shortage

No Op Time

Cancelled Operations on or after day of admission - %
1.4%
1.2%
1.0%
0.8%

Breaches

Cancelled operations on or after the day were 0.88% of all
elective admissions in May. There were 68 cancellations.

28 day breaches

Cancelled operations

100

 16 were due to bed availability, of which 7 related to clinical
haematology for ward C10/D6. The others were related to the
8th May when the Trust was in significant internal incident due
to lack of capacity, with emergency patients experiencing long
delays for a bed in the emergency department.
There was just one patient who could not be rebooked within 28
days. They were rescheduled in time but this coincided with the
significant bed pressures referred to above so unfortunately they
were cancelled on a second occasion. They were treated at day
29.

0.6%
0.4%
0.2%
0.0%

%

25

Integrated Report

Target

Page author: Linda Clarke

Diagnostic Waits
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0%
May 18

Jun 18

Jul 18

Aug 18

Sep 18

Oct 18

Nov 18

Dec 18

Jan 19

Feb 19

Mar 19

Apr 19

&>6Wks

May 19

The Diagnostic 6ww performance in May deteriorated to 1.33% as forecasted last month. 114 patients waited beyond 6 weeks.
 Ultrasound, continued to be the main pressure with the lack of outsourcing capacity. This has recommenced now but only with capacity to deliver 10 scans
per week. The service had 47 breaches for May , but are forecasting to be within 1% in June. We are reviewing demand to see if this can be sustained into
July.
 Cardiac capacity in CT resulted in 15 breaches. Weekend cardiac lists in June have been arranged to try to address the backlog and the forecast is back
below1%.
 Audiology have forecast 7 breaches as a result of administrative errors and not contacting patients with sufficient notice. Training is being provided to new staff.
We are forecasting to recover the standard in June.
Risks to performance relate to the on-going reliance on insourcing/outsourcing for MRI, CT, Ultrasound and Endoscopy. Endoscopy administrative staffing is also
flagging as a risk due to staffing gaps that mean reasonable notice is not always offered.
Trajectory > 6wks
Trajectory % > 6wks
Actual / Forecast > 6wks
Actual / Forecast %
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Apr-19

May-19

Jun-19

79
1.0%
81
0.94%

79
1.0%
114
1.33%

79
1.0%
62 0.7%

Jul-19

Aug-19

79
1.0%
-

Sep-19

79
1.0%
-

Oct-19

79
1.0%
-

Nov-19

79
1.0%
-

Dec-19

79
1.0%
-

Jan-20

79
1.0%
-

Feb-20

79
1.0%
-

Mar-20

79
1.0%

79
1.0%
-

-

-
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Outpatients
Overdue Follow Ups
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Patient Initiated Cancellation

Trust Cancellation

Appointments Attended

Overdue follow-ups
Overdue follow-ups continue to increase predominantly down to increased referral rates and insufficient capacity. Focus now is in ensuring we have adequate risk assessment processes in
place to ensure patients do not come to harm while waiting. The introduction of failsafe offices to assist with risk stratification has been agreed.
Did Not Attend (DNA) rates
DNA rates have remained extremely low and continues to be one of the best in the country.
Appointment Slot issues (ASIs) received
Appointment slot issue (ASI) performance in May 2019 has reduced slightly from 6.9% (March) to 6.6%. This shows the Trust performance to be 6.6% in comparison to the national average
which is AWAITED% and the East of England average which is AWAITED%. Based on the last national data available to us (April 2019), the National Average was 18.9% and the East of
England average was 24.7%.
This month (May 2019), we have received 14122 eReferral bookings; 930 of those were ASI’s.
Appointment cancellations
Highest cancellation rates were in Ophthalmology, Trauma and Orthopaedics and Urology at 7.8%, 5.2% and 5% respectively. Ophthalmology cancellations have dropped againthis month
compared to last but ongoing cancellations are largely down to gaps in medical staff. Urology was predominantly down to clinical staff availability and moving patients based on clinical priority
and in Trauma & Orthopaedics cancellations increased significantly this month and continue to be largely down unplanned clinical staff leave and due to SpR rota gaps.
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Cancellations

871
803

900

Appointments Attended

Appointment Slot Issues (C&B)

1000

New

Number of Appointments Cancelled

WOM

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

5000

12%

10%
4000
3500
8%
3000
2500

6%

2000
4%
1500
1000
2%
500
0

Rate of delayed discharges as % occupied beds

Validated lost bed days per m onth

4500

0%

The Improvement in the validated DToCs seen in April has been maintained in May (early indication is that the June position will show
further improvement) with both months being below 5%, a position we have not been in before. The improvement is in both the number
of validated patients and overall associated bed days.
We continue to work closely with our system partners to improve the pathways out of hospital. The area of most concern for us is with
provision of care at home regardless of whether this is provided by health or social care partners.
In recent months our usage of the Arthur Rank Hospice beds has been fully utilised, however over the last few weeks this has reduced.
We know from our patients and families that have had the opportunity to receive end of life care at the hospice the experience has been
positive. The Palliative care team will review any patients for suitability.
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Bed Occupancy and Length of Stay
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Elective LOS - Excluding Day Cases
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Occupancy Rate
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 Weekly feedback to all Clinical Directors with charts highlighting areas of poor
performance.

 Alerting mechanism within Epic now implemented to notify consultants of patient
discharged without a summary.

 New development underway to make it more obvious to clinicians when summaries
are incomplete was deployed on 18 January 2017.
 Additional indicators to highlight if a summary has been sent were deployed on 6
April 2017.
Page author: Afzal Chaudhry

Patient Experience
 The Inpatient (adult & paediatrics) rolling year response rate is 23.1%, recommend score is 94.3% & not recommend score is 1.8%. Monthly breakdown is given
below:

 The Day Case (adult and paediatrics) rolling year response rate is 3.7%, recommend score is 98.7% and not recommend score is 0.8%. Monthly breakdown is given
below:

 The Emergency Department (adult & paediatrics) rolling year response rate is 23.2%, recommend score is 90.9% and not recommend score is 4.0%. Monthly
breakdown is given below:



 The Maternity rolling year recommend score (for all maternity) is 94.5% and not recommend score is 1.6%. Monthly breakdown of 3 touch points (antenatal, birth,
postnatal but excluding community) is given below:

 The Outpatient rolling year response rate is 2.0%, recommend score is 92.6% and not recommend score is 2.0%. Monthly breakdown is given below:

Bi-monthly Patient Experience Group report
• The most recent bi-monthly meeting of the Patient Experience Group took place on 17 April 2019. The next meeting will be on 19 June 2019
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Complaints and Patient Advice and Liaison Service (PALS) cases
Complaints [source – QSiS]

From April 2019, performance against the responding timeframes is measured on cases closed in month (whenever they were received). Performance against the
initial responding timeframe remains below target for December to April, largely due to the volume of complaints received.
Four complaints were graded as level 5 in May, where the complainant describes serious adverse events, long-term damage, grossly substandard care or where the
patient died. Three cases in May involve the death of a patients, and the fourth case a late miscarriage: questions are raised about whether shortcomings in
diagnosis and/or treatment were contributory or causative. The cases arose in different specialties and will be subject to detailed investigation.

32

* As of the date of the report, the 30 day response timeframe for complaints received in Feb and Mar has not ended, hence timeframe performance data is incomplete and
not reported
** System change has led to unavailability of this data at the time of report
Page author: Nicola Hallows
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Complaints and Patient Advice and Liaison Service (PALS) cases
Parliamentary and Health Service Ombudsman (PHSO) cases

Cases accepted for investigation by PHSO in 2019/20 to date = 0
Cases accepted for investigation in 2018/19 = 3
Cases accepted for investigation in 2017/18 = 15

Cases investigated by PHSO and upheld/partially upheld in 2019/20 to date = 0
Cases investigated by PHSO and upheld/partially upheld in 2018/19 = 7
Cases investigated by PHSO and upheld/partially upheld in 2017/18 = 5

PALS Cases
Concern
Mar-19
Apr-19
May-19

Enquiry
178
157
138

Comment
36
69
57

2
5
2

Compliment Advice
43
17
63

Total
4
11
4

311
319
336

Top Five Patient Experience Categories (PALS Concerns)
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Mortality - Learning From Deaths
HSMR

HSMR by Month

120

 The reported Hospital Standardised Mortality Ratio (HSMR) for the latest available data, March

80

2019 is 72.08 (February 2019 is 69.0) and is 72.8 for the rolling 12 month period ending March
2019.

Relative Risk

100

60



The rolling 12 month HSMR for the Shelford Peer group is 87.5



The crude rate is 1.9% vs 2.4% for the peer group



The Trust is 1 of 8 Trusts, within the Shelford peer group of 10, with an HSMR within the ‘lower
than expected’ range.
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There are no new alert s this month



Several groups continue to alert: Short gestation, low birth weight and fetal growth retardation;,
Intracranial injury and renal calculus. There is considerable work ongoing with Dr Foster in
respect of the statistical modelling used for short gestation intracranial injury. All continue to be
reviewed and discussed through the LfD committee

SHMI


SHMI

12

National Benchmark

ED and inpatient deaths per 1000 admissions
April 16 - May 19

10

UCL

8

Mean
7.13

6

LCL

4
2
0
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Crude Mortality Rate
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The Summary Hospital-level Mortality Indicator (SHMI) for the latest period available January
2018 to December 2018 is 86.89, CUH is one of the trusts with lower than expected number of
deaths and is the lowest in the Eastern Region.

 There are four alerts some of which have been previously investigated all continue to be reviewed
and discussed through the LfD committee:
1. Short gestation, low birth weight,
2. Allergic reactions, rehabilitation care, fitting of prostheses
3. Intracranial injury
4. Joint disorders and dislocations, trauma related, spinal cord injury,
skull and face fractures
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 in-hospital deaths); SHMI group is wider
(unspecified)
 Charlson Comorbidity Index is weighted differently for each
 HSMR includes specialist, mental health and community trusts;
 SHMI specialist acute trusts only
Page author: Sue Broster

Mortality - Learning From Deaths
Percentage of inpatient and ED deaths in-scope for an SJR
October 17 - May 19

30%
25%

Executive summary
UCL

20%
Mean
16.3%

15%
10%

LCL

5%
0%

Unexpected/potentially avoidable death SIs reported to CCG
October 17 - May 19
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3

 In May 2019 there were 115 deaths; of these 26 deaths have met the nationally
agreed criteria for further review
 62% of SJR’s commissioned in May are complete, no problems in care have
been identified
 In May 2019 there were no deaths that triggered the SJR process from concerns
raised by the family. This is an area with the introduction of the ME role that
remains under constant review
 There was one SI report commissioned in May this related to a death in April
 There were 2 ‘Unexpected/potentially avoidable death’ SI investigation reports
completed in May 2019, both related to the deteriorating patient . Detailed action
plans are in place.
 There have been no Prevent Future Death orders for CUH in May 2019.
 The 4 additional Medical Examiner appointments are now in post supporting the
lead Medical Examiner. The pilot has extended into the ED from the 28th May
2019
Pareto graph of in-scope SJR triggers in last 12 months
June 18 - May 19
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Maternity Dashboard cont.
Maternity Morbidity
Source - QSIS
Source - QSIS

Eclampsia
ITU Admissions in
Obstetrics
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Currently checking consistensy of
data reporting and looking in further
detail nad delivery details for 1 - 2 litre
PPH. Working group planned.

HSIB investigation ongoing
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Number of birth injuries
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0
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ATAIN and MatNeo work on going QI
reviews of each case themes will be
reported

Quality
Number of times Rosie
Maternity Unit Diverted
Source - EPIC
Source - EPIC
Source - EPIC
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1-1 Care in Labour
Breast feeding Initiated at
birth
VTE
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Diverts due to capacity, and
additonally staffing on 3 occasions. X1
divert due to Epic interface with blood
bank.

Page author: Head of Midwifery

Stroke Care
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21

68.7%

13

214
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3
1
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Month Position (Target 80%)
83.3%

12

1

3
2

Number of breaches

Resource capacity

Failure to request stroke bed

51.1%

10

2

1
1

2

73.3%

22

1

1

4

2

2

12

1
1

1

Target compliance was not achieved for May = 68.7%.

Difficult diagnosis

Unclear presentation

Clinician's decision to place patient
on different ward

Delayed diagnosis

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

1

1

Nov-18

Summary

Difficult presentation

Clinical - Appropriate pathway for
patient

Delay in medical review in ED

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

Delayed transfer of care (DTOC)

Trust Bed Capacity * Outliers *

Month

Stroke Bed Capacity * No outliers *

Breach reasons 2018 and Monthly Stroke position

18

15

3

2

6

19

20

1

Key Actions
•

Difficult diagnosis (6) and Resource capacity (5) were the main
contributory factors resulting in a breach position for 21 patients.

•

Patients identified as 'difficult diagnosis' had a normal initial CT
head scan, but went on to have stroke confirmed at a later date
by MRI. Trust not currently in a position to offer MRI head scan
for all possible stroke patients, within 1 hour of presentation.

•

Patients identified as 'Resource Capacity' were not assessed by
the stroke bleep nurse, as this nurse was already attending to
another stroke patient (in ED or supporting
Thrombectomy/Thrombolysis). 2 of the 5 patients which
breached, presented OOH when fewer stroke specialist staff are
on duty.

•

Thrombectomy nurse post interviews held 17th June and
appointment to this post forms part of the solution to the above
resource issue. Stroke Registrar on site 09.00 – 17:00 , 7
days/week and sees other patients, but complex thrombectomy
and thrombolysis patients need both stroke nurse bleep and
Stroke Registrar. Stroke clinical research nurses back fill stroke
bleep 09.00- 18:00 where possible.

•

The agreement to ring-fence one bed in the SU to enable
admission within 4 hours from the emergency department
continues. However, this still proves to be difficult due to the bed
pressures across the Trust.

•

Early Supported Discharge (ESD) continues; the 5 beds at
Brookfields are utilised when appropriate patients are identified.
The future funding of ESD service is progressing and the CPFT
are recruiting into the frozen posts.

•

A clear pathway between CUH and WSH that enables the
repatriation of WSH patients within 24-48 hours, has been in
operation since 8th April 2019. The CUH team continue to focus
on improving the repatriation process of patients to other local
hospitals.

•

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

•

The results of the recently submitted SSNAP data show further
performance improvement and remain at Level B.

Stroke Patients Spending >90% of Time on Stroke Unit
90%
80%
70%
60%
50%
40%

% Within Standard
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Target 80%

Red

Green

70-79%

% Within Standard

Target 80%

70-79%

Page author: Christine Rowland

Maternity Dashboard
Rosie Maternity Dashboard May 19
Goal
Sources/Refer KPI
ences
Activity
Births (Benchmarked to
Source - EPIC
< 476
5716 per annum)
Antenatal Care
Health and social care
NICE quality
> 90%
assessment <GA 12+6/40
standard
[QS22]

EPIC

98%

94%

Rosie KPI's

56%

53%

Rosie KPI's

0%

1%

Rosie KPI's

22%

17%

Rosie KPI's

27%

29%

Rosie KPI's

13%

12%

< 85%

Booking
Appointments

Source - EPIC

Home Birth

>2%

<1%

Source - EPIC

MLBU Birth

>22%

<20%

Source - EPIC

Induction of Labour

< 24%

> 29%

Source - EPIC

Ventouse & Forceps

< 10-15% <5%>20%

Source - EPIC

435

Births per month

< 55%

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

415

> 520

> 55%

< 25%

Rosie KPI's

Data Source

Normal Birth

National CS rate (planned
& unscheduled)

May-19

Measure

Source - EPIC

Source - EPIC

Apr-19

Red Flag

SVD's in all birth
settings
Planned home births
(BBA is excluded)
MLBU births
Women induced for
delivery
Instrumental Del rate

> 28%

C/S rate overall

Rosie KPI's

>11%

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

30%

36%

7%

8%

1:30.0

1:29.0

1:27.0

1:26.7

Jun-19

Jul-19

Aug-19

Sep-19

Oct-19

Nov-19

Dec-19

Jan-20

Feb-20

Mar-20

Actions taken for Red/Amber
results

A lower than expected number of
women suitable for delivery on low risk
birth unit.

1) Montgomery ruling states that we
should offer patients the choice of
induction and caesarean section.
2) Our rates are consistent and our
perinatal outcomes are not outlying so
potentially this rate is right for our
population.
3)) Population factors – we have a
higher than average number of women
who are older mothers who have a
higher rate of caesarean section.
4) Increase in LSCS rate in May is for
Em LSCS during this month

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

Midwife/birth ratio (actual)

1:30

>1:34

Midwife/birth ratio (funded)

1:27

>1:34

Source CHEQS

Staff sickness as a whole

< 3.5%

> 5%

ESR Workforce Data

CHEQs

2.96%

2.99%

Source CHEQS

Education & Training attendance at mandatory
training (midwives)

>92%
YTD

<75% YTD

Training database

CHEQs

97%

96%

38

Integrated Report

Figures produced by Finance
Department
Figures produced by Finance
Department
This is reported 1 month behind from
CHEQ's
This is reported 1 month behind from
CHEQ's

Page author: Head of Midwifery

Clinical Studies

100
90
80

NIHR Performance in Initiating Research Q4
2018-19
27.6

Failed to
recruit
within 70
days (%)

41.1

70
60
50
40
30

Recruited
within 70
days or
appropriate
reasons for
delay (%)

72.4
58.9

20
10
0

Q3

Q4

NIHR Performance in Delivering Research Q4
2018-19

12

15

7

Excluded
Met target
Did not meet target
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Situation as at 31/03/2019 reported to the NIHR
[quarterly update only]
While the National Institute for Health Research (NIHR) has now abolished the time and
target initiative (70 days from the date we received the document pack from the Sponsor
to the date the 1st patient was recruited), we continue to report on our performance
against it for consistency. 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.
The performance in delivery target for commercial studies remains unchanged, and is
for trials closed to recruitment in the preceding 12 months and whether they met their
target recruitment in the agreed timeframe.
70 days (Initiating):
 Data on 125 non-commercial and commercial clinical trials was submitted this
quarter.
 Of all analysed trials, 58.9% (33/56) met the target, which is a decline in performance
from the previous three quarters. We did anticipate this drop, as we were solely or
jointly responsible with the Sponsor for more studies falling outside the target.
 86 studies did not meet the target, but appropriate reasons have been given for 63 of
them, which will exclude them from the analysis.
 6 studies are still able to meet the target and are excluded from the analysis.
Delivering to target:
 Data was submitted on 34 commercial trials this quarter.
 With 12 studies not having an agreed target, 22 trials have been analysed, giving a
performance of 32% (7/22).
 This is down from Q3’s performance of 48% (12/25).
 Of the trials not meeting the recruitment target, 33.3% (5/15) were withdrawn by the
Sponsor before having the opportunity to meet the recruitment number/range
agreed.
Actions in progress
 While our performance in initiating research studies is no longer matched against the
70-day target, the NIHR are focusing on measurement, reporting and improvement,
with an emphasis on transparency. We therefore will continue to supply information
on times taken to set up studies and recruit, to aid their high level analysis of
recruitment issues and developing trends, while focusing on resolving any issues
internally where possible.
 There continues to be inherent tension in the system, whereby funders set arbitrary
start dates without proper appreciation of the Trust’s processes of due diligence. This
causes problems with studies being submitted to HRA for review, as fundamental
issues need resolving prior to study commencement.
Page author: Stephen Kelleher

I&E Overview
Month 2 Commentary:

Dashboard YTD at Month 2 (April 2019) £m
Actual YTD Variance YTD

Performance
vs Budget

Income and Expenditure

Budget YTD

Total Income

159.0

153.5

(5.5)

X

Pay

88.2

86.9

1.3

Drugs expenditure

22.3

21.1

1.2

Other Non Pay expenditure

57.7

54.6

3.1

EBITDA

(9.3)

(9.2)

0.1






EBITDA %

(5.8%)

(6.0%)

(0.2%)

X

Net (Deficit)

(9.3)

(9.2)

0.1



Balance Sheet

Budget

Actual

Variance to
Budget

Performance
vs target

Cash at bank

3.3

24.5

21.2



Capital expenditure

2.4

2.0

(0.4)

X

Debtor days

35.9

32.6

3.3

Creditor days

(108.1)

(110.4)

(2.3)

Liquidity metric

144.0

143.0

1.0

Use of Resources Rating

3

3

0.0






Direction of
travel since
last month

 Year to date Month 2 the Trust had a deficit of £9.2m,
which is £0.1m favourable to a planned deficit of
£9.3m.
 Total income was £5.5m lower than plan.
 Total expenditure was Favourable by £5.6m and
Capital spend was £0.4m less than plan.

Direction of
travel since
last month

 The Trust’s cash position stands at £24.5m, £21.2m
ahead of budget.

Performance improved
Performance declined
Performance maintained
Performance not meeting budget
Performance meeting budget
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X
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I&E Overview by Division
Month 2 Commentary:
£millions

In month

Year to Date

Variance

Variance

Division A

(0.4)

(0.5)

Division B

0.3

(0.2)

Division C

0.1

0.1

Division D

0.2

0.0

Division E

(0.2)

(0.4)

Corporate Areas

0.3

1.1

Net adverse variance

0.3

0.1

 At the end of Month 2, the Trust’s clinical divisions excluding
Corporate Areas had a total YTD adverse variance of £1.0m,
and an in month adverse variance of £0.2m.
 Divisions A and E posted adverse variances in the month.
Corporate areas, B, C & D had favourable in month variances.
 For Division A non-pay £0.2m & Pay £0.2m are favourable
variances in month. Clinical Income (£0.8m) is an adverse
variance in month.
 For Division B Non-pay (£0.4m) & devolved income (£0.4m)
are both adverse variances. Pay £0.2m, Drugs £0.2m and
Clinical Income £0.7m are all favourable variance in month.
 For Division C Non pay £0.1m & Drugs £0.5m are favourable
variances in month. Devolved income (£0.1m) & clinical
income (£0.4m) are adverse variances in month.
 In Division D Pay £0.1m, Non-pay £0.8m & Drugs £0.8m are
all favourable variances in month. Devolved income (£0.1m) &
clinical income (£1.4m) are both adverse variances in month.
 In Division E Pay £0.1m and devolved income £0.1m are
favourable variances in month. Clinical income (£0.4m) is an
adverse variance in month.
 Corporate Areas are showing a total favourable variance of
£0.3m.
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Page author: Paul Scott

Cost Improvement Programme

Year to date May 2019

Month 2 Commentary:
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The table shows the net benefits excluding project
management support costs.
Year to date Cost Improvement Programme (CIP)
performance is £0.1m greater than plan.
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Workstream

£m

£m

£m

Budget

Actual

Variance

Capacity & Demand
Income Generation
Outpatients
Pharmacy
Procurement
Surgery
Workforce
Divisional
Unidentified

0.7

0.5

(0.2)

1.4

1.4

(0.0)

0.3

0.1

(0.2)

0.5

0.5

0.0

0.4

0.3

(0.1)

0.3

1.1

0.8

0.4

0.3

(0.1)

0.3

0.2

(0.1)

0.1

0.0

(0.1)

Net Total

4.2

4.3

0.1
Page author: Paul Scott

Balance Sheet and Cash Flow
£millions
Budget
Non-current assets
Intangible assets
Property, plant and equipment
Total non-current assets

Year to date
Actual
Variance

28.6
340.1
368.7

29.4
339.0
368.4

0.8
(1.1)
(0.3)

11.8
82.8
3.3
97.8

11.8
74.3
24.5
110.6

0.0
(8.5)
21.2
12.7

(121.1)
(120.0)
0.0
(0.7)

(128.4)
(120.4)
0.0
(0.5)

(7.3)
(0.4)
0.0
0.3

(23.7)

(21.9)

1.7

Total current liabilities

(265.6)

(271.2)

(5.6)

Net current assets / (liabilities)

(167.7)

(160.6)

7.1

(277.4)

(283.8)

(6.5)

(2.3)

(2.5)

(0.2)

Total non-current liabilities

(279.6)

(286.3)

(6.7)

Total net assets employed

(78.6)

(78.6)

0.1

Current assets
Inventories
Debtors
Cash and cash equivalents
Total current assets
Current liabilities
Trade Creditors
Borrowings
Other financial liabilities
Provisions
Other liabilities: deferred income

Month 2 Commentary
 The Trust plans to borrow sufficient funds from the
Department of Health during 2019/20 to cover both its
planned revenue deficit and the balance of its capital
programme that cannot be met from internally
generated resources.
 However, the availability of capital loans from the
Department of Health is uncertain and so the Trust is
likely to have to slow down its capital spending pending
clarity on funding. At Month 2 the capital programme
is slightly behind plan.
 The cash position is better than plan due to; debt
recovery exceeding plan; the re-phasing of loan drawdowns from the Department of Health following the
annual plan resubmission; and current liabilities and
provisions crystallising later than originally planned.

Non-current liabilities
Borrowings
Provisions
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FTE by Staff Group
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Page author: David Wherrett

Turnover by Staff Group and Monthly Trust Trend

*Please note that Leavers/Starters figure include both permanent and Fixed term contract staff while the Turnover rate include Permanent staff only
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Source

Target

Trust

Division A

Division B

Division C

Division D

Division E

R&D

Corporate

Sickness by Staff Group

% Sickness absence rate

ESR

2.7%

3.3%

3.8%

3.4%

3.1%

2.8%

3.0%

2.9%

3.3%

Number of episodes in 12 months

ESR

24,442

4,700

6,828

3,523

2,798

2,950

754

2,889

ESR

0.3%

0.3%

0.4%

0.2%

0.3%

0.3%

0.1%

0.3%

ESR

0.9%

1.0%

0.9%

0.9%

0.7%

0.8%

0.9%

0.8%

58,914
(1.69%)
56,453
(1.62%)

11,828
(1.8%)
13,682
(2.1%)

16,167
(1.8%)
14,918
(1.6%)

8,108
(1.6%)
7,621
(1.5%)

6,292
(1.4%)
6,297
(1.4%)

7,301
(1.8%)
4,843
(1.2%)

1,743
(1.3%)
2,214
(1.6%)

7,476
(1.7%)
6,879
(1.6%)

Figure 7.1: Sickness absence

% of employees with 6 or more short episodes of sickness in the last
six months (<28 days)
% of employees with long episodes of sickness in the last six
months (>=28 days)
Days lost due to short term sickness in the last 12 months
(Percent of time lost in brackets)
Days lost due to long term sickness in the last 12 months
(Percent of time lost in brackets)
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ESR
ESR

Page author: David Wherrett

Temporary Staffing
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Mandatory Training by Division and Staff Group
Induction
Non-Medical
Corporate
Induction

Local
Induction

Mandatory Training Competency (as defined by Skills for Health)

Corporate
Induction

Local Induction

Frequency

Compliance by Division

Delivery Method
Staff Requiring Competency

cl
2,171

f2f
1,113

Information
Governance
including
GDPR and
Cyber Security

Moving &
Handling

Resuscitation

Safeguarding
Adults

2 yrs%

1 yr

2 yrs/1yrs

1year

3 yrs

3 yrs

3 yrs

3 yrs

3 yrs

3 yrs

cl/e/
9,741

cl/e/
9,741

cl/e/
9,898

cl/el
6,637

cl/e/
9,741

cl/el
7,097

cl/el
9,741

cl/el
7,098

cl/el
1,679

cl
1,679

Medical

cl/
464

f2f
464

Conflict
Resolution

Equality &
Diversity

Health &
Safety

Infection
Control

Fire Safety

3 yrs

3 yrs

cl/e/
9,741

cl/e/
9,741

2 yrs/1yr

3yrs

cl/e/
9,896

cl/e/
9,741

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

Prevent Level
Total
Three
Compliance
(WRAP)

Division A

(2)99.4%

(20)89.3%

(3)97.4%

(26)77.4%

(36)98.0%

(37)98.0%

(172)90.8% (46)97.5%

(50)97.3%

(199)89.1%

(158)91.5%

(175)89.5%

(49)97.3%

(92)94.6%

(55)97.0%

(82)95.2%

(12)90.9%

(9)93.2%

94.6%

Division B

(3)99.5%

(35)89.9%

(2)96.4%

(6)89.3%

(25)99.0%

(24)99.1%

(117)95.4% (29)98.9%

(43)98.3%

(143)94.4%

(110)95.7%

(95)92.7%

(35)98.6%

(92)94.1%

(35)98.6%

(69)95.6%

(4)97.0%

(1)99.3%

97.0%

Division C

(5)98.6%

(13)93.4%

(5)96.2%

(18)86.5%

(24)98.3%

(27)98.1% (153)89.5% (35)97.5%

(44)96.9%

(146)89.6%

(155)89.3%

(179)86.5%

(40)97.2% (107)92.2%

(45)96.8%

(78)94.3%

(28)88.3%

(16)93.3%

93.8%

Division D

(0)100.0%

(14)89.8%

(12)85.7%

(22)73.8%

(35)97.2%

(35)97.2%

(108)91.5% (35)97.2%

(50)96.0%

(185)85.2%

(109)91.4%

(115)88.7%

(40)96.8%

(93)91.3%

(45)96.4%

(74)93.1%

(17)87.5%

(10)92.6%

93.5%

Division E

(3)98.6%

(22)81.5%

(3)95.7%

(11)84.3%

(15)98.7%

(14)98.8%

(70)94.0% (20)98.3%

(31)97.3%

(116)89.9%

(83)92.8%

(81)92.1%

(22)98.1%

(71)93.3%

(18)98.4%

(50)95.3%

(59)94.2%

(105)89.7%

95.0%

Corporate

(3)98.7%

(15)83.1% (0)100.0%

(0)100.0%

(13)98.9%

(13)98.9%

(48)96.0%

(14)98.8%

(30)97.5%

(76)93.6%

(35)97.1%

(9)93.0%

(25)97.9%

(7)95.7%

(26)97.8%

(9)94.6%

(0)100.0%

(0)100.0%

97.2%

R&D

(1)98.9%

(9)75.7%

(3)99.2%

(3)99.2%

(25)93.6%

(4)99.0%

(3)99.2%

(44)88.6%

(27)93.0%

(15)90.6%

(4)99.0%

(13)92.9%

(5)98.7%

(11)94.0%

(11)98.3% (32)95.0%

(19)97.0%

(79)87.8%

(30)95.3%

96.0%

Breakdown of Medical staff compliance
Consultant

Compliance by Staff Group

Non Consultant

(3)93.9%

(5)89.8%

(13)98.0%

(16)97.5%

(34)94.7%

(88)86.3%

(39)93.9%

(40)93.8%

(22)94.7%

(78)81.2%

(92)86.0%

(99)85.0%

(129)80.4% (120)81.8%

(137)79.2%

(342)48.0%

(146)77.8%

(245)65.6%

(15)94.1% (3)98.8%

(5)98.0%

(10)96.1%

(12)95.3%

(11)90.5%

(4)98.4%

(15)93.8%

(4)98.4%

(140)88.7%

(6)99.6%

(56)95.9%

(11)99.3%

(43)93.4%

(131)80.1% (203)71.5% (117)82.2% (171)76.0%

(22)88.8%

(17)91.3%

94.0%

(41)74.1%

(47)70.3%

77.0%

(15)93.8%

(0)100.0%

(0)100.0%

96.5%

(53)96.1%

(6)96.3%

(15)90.7%

95.8%

Add Prof Scientific and Technic

(0)100.0%

(4)85.2%

(3)98.8%

(3)98.8%

Additional Clinical Services

(8)98.5%

(34)89.0%

(8)99.5%

(6)99.6%

(159)90.5%

(8)99.5%

(16)99.0%

(150)90.8%

(150)91.0%

Administrative and Clerical

(4)99.1%

(30)86.4%

(12)99.4%

(12)99.4%

(24)98.8%

(13)99.4%

(26)98.7%

(135)93.3%

(32)98.4%

(1)75.0%

(30)98.5%

(18)86.6%

(26)98.7%

(22)83.9%

(2)66.7%

(1)83.3%

98.0%

Allied Health Professionals

(2)98.5%

(2)97.2%

(2)99.6%

(2)99.6%

(28)94.7%

(2)99.6%

(4)99.2%

(12)97.7%

(21)96.0%

(10)98.1%

(4)99.2%

(9)98.3%

(4)99.2%

(6)98.9%

(1)98.3%

(0)100.0%

98.4%

Estates and Ancillary

(1)98.2%

(2)88.2%

(3)98.9%

(3)98.9%

(18)93.5%

(3)98.9%

(9)96.8%

(12)95.7%

(2)99.3%

Healthcare Scientists

(0)100.0%

(12)78.6%

(2)99.6%

(2)99.6%

(4)99.2%

(4)99.2%

(2)99.6%

(17)96.8%

(15)97.2%

(3)96.6%

Medical and Dental

(25)94.6%

Nursing and Midwifery Registered

(2)99.8%

Trust Total

(17)99.2% (128)88.5% (25)94.6%

(83)82.1%

(44)89.4%

(83)82.1%

(5)98.2%

(105)91.9%

(110)91.5% (161)87.6% (136)89.5%

(171)86.8% (430)66.9%

(185)85.8%

(285)79.1%

(16)99.5%

(15)99.5% (284)91.4% (14)99.6%

(18)99.4%

(143)95.6%

(260)92.2%

(219)93.4%

(151)98.4% (153)98.4% (693)93.0% (183)98.1%

(251)97.4%

(909)90.7%

(672)93.2%

(657)90.1%

(3)99.4%

(10)96.4%

(5)96.5%

(0)100.0%

(0)100.0%

98.5%

(150)88.5% (282)79.3% (147)88.7% (214)84.3%

(63)82.2%

(64)81.9%

85.0%

(58)98.3%

(51)95.3%

(63)94.2%

96.9%

(215)97.8% (475)93.3% (229)97.6% (373)94.7%

(123)92.7%

(143)91.5%

95.29%

(13)99.6%

(6)95.8%

(89)97.3%

(5)99.0%

97.4%

(22)99.3%

Page author: David Wherrett
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Appraisal Compliance / Vacancy Rate

Self Reported Vacancies for wards and main clinical areas (Pay Band 2-7 inclusive)

51

Integrated Report

Page author: David Wherrett

Staff Engagement

2% less than Trust score
Equal to or up to 1% more/less than Trust score
2% more than Trust score

2018-19 Q4 FFT EIS - Division Comparison
ENGAGEMENT SURVEY
(EIS is average score of the 6 EIS statements)

Division A

Division B

Division C

Division D

Division E

R&D

Participation Rate
39% (486)
(actual number of participants)

19% (358)

24% (650)

20% (300)

21% (272)

22% (272)

29% (91)

23% (2,587)

Engagement Index Scores (EIS) Q4 Jan -Mar 2018/19

80%

79%

81%

80%

81%

81%

79%

81%

EIS Q2 Jul - Sep 2018/19
EIS Q1 Apr - Jun 2018/19
EIS Q4 Jan - Mar 2017/18
EIS Q2 Jul - Aug 2017/18
EIS Q1 Apr - Jun 2017/18
EIS Q4 Jan - Mar 2016/17
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EIS Q1 Apr - Jun 2016/17
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I would recommend this organisation as a place to work. (EIS)
Overall, I enjoy working in this organisation. (EIS)
I am proud to work for this organisation. (EIS)
I am motivated to make a difference to patients (even if I don't have direct contact with patients). (EIS)
I willingly do more than is required of me at work. (EIS)
I feel valued and recognised within my area of work. (EIS)
Staff FFT -Likelihood to recommend for care or treatment
Staff FFT -Likelihood to recommend as a place to work
Senior managers here try to involve staff in important decisions.
Senior managers act on staff feedback.
The support I get from my immediate manager.
When errors, near misses or incidents are reported, my organisation takes action to ensure that they do not happen again.
I am confident that my organisation would address my concern.
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Trust
Overall Q4
Jan-Mar
2018/19

Corporate
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50%
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Planned versus Actual Staff in Post (SIP) & Temporary Staff

This month the Trust’s planned vs. actual staff in
post (SIP) combined with temporary staff figures
shows that the actual figure is above the planned
figure by 16.2 FTE, resulting in -0.6% growth
from March 2019. There is close alignment to the
overall plan at this stage, actions are in place for
monitoring and controlling growth in staffing
numbers.

Please note that the workforce plan was based on NHSI staff groups which is slightly different from the way it is grouped for internal/Board reporting.
*Total NHS infrastructure support Includes all non-patient facing admin & clerical and Estates & facilities staff group and all managers or co-ordinators *Support to clinical staff include all additional clinical
staff group, all clinical staff that are awaiting their professional registration and all admin & clerical and estates & facilities staff group with patient facing roles. E.g. ward clerk, porters, receptionists e.t.c)
Page author: David Wherrett
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Health and Safety Incidents affecting staff, patients & others ie visitors,
contractors and members of the public (May 19)
No. of health and safety incidents reported by division:
No. of health and safety incidents reported in a rolling 12 month period:
Accident
Blood/bodily fluid exposure (dirty sharps/splashes)
Environmental Issues
Equipment / Device - Non Medical
Moving and Handling
Sharps (clean sharps/incorrect disposal & use)
Slips, Trips, Falls
Violence & Aggression
Work-related ill-health

Trustwide
1559
382
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200
6
105
111
100
330
46
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Sharps
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Slips, Trips, Falls
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Equipment / Device - Non…
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5
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9

13

7

13
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15
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16

6

6

13

4

10

8

7

2

2

A total of 1,559 health and safety incidents were reported in the previous 12 months.
771 (49%) incidents resulted in harm. The highest reporting categories were accidents (25%), violence and
aggression (21%) and blood/bodily fluid exposure (18%).
74% (1,156) of incidents affected staff, 19% (304) affected patients and 6% (99) affected others ie visitors, contractors
and members of the public.
The highest reported incident categories for staff were: blood exposure (23%), violence and aggression (23%) and
accidents (19%).
The highest reported incident categories for patients were: accidents (45%), environmental issues (27%) and
violence and aggression (18%) .
The highest reported incident categories for others were: accidents (31%), slips, trips and falls (30%) and
environmental issues (16%).
Staff incident rate is 12.1 per 100 members of staff (by headcount) over a rolling 12 month period.
The highest reporting division was division C with 382 health and safety incidents. Of these, 45% related to violence &
aggression.
In the last 12 months, the highest reported RIDDOR category was over 7 day injuries (50%). 63% of RIDDOR
incidents were reported to the HSE within the appropriate timescale. This was due to late reporting to the health and
safety team.

7
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4
3
2
1
0
Jun 18

Jul 18

Aug 18

Sep 18

Dangerous Occurrence
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Oct 18

Nov 18

Over 7 days

Dec 18

Jan 19

Feb 19

Specified Injury

Mar 19

Apr 19

May 19

Occupational Disease

In May 2019, 7 RIDDOR incidents were reported to the HSE:
Over 7 day absence
• Staff member sustained a sprained wrist whilst transferring a patient.
• Staff member slipped over whilst doing a drugs round in a dark ward bay.
• Staff member hit their head on pipework whilst carrying out pre-planned maintenance.
Dangerous Occurrence
• Staff member sustained a mucocutaneous exposure. Patient was Hep C positive.
• Staff member sustained a sharps injury . Patient was Hep B positive.
Specified Injury
• Patient fall resulting in a fractured NOF
• Patient fall resulting in a fractured left patella.
Page author: Louise Payne

Health & Safety
No. of health and safety incidents affecting staff:
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Blood/bodily fluid exposure (dirty sharps
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Moving and Handling
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15
20
11
9
2
11
12
5

17
22
23
6
5
8
20
4

22
20
10
11
10
3
18
5

10
22
7
8
3
3
17
2

17
23
4
1
10
6
30
5
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No. of health and safety incidents affecting others ie visitors, contractors and members of the public:
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Accident
Blood/bodily fluid exposure (dirty sharps
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Sharps (clean sharps/incorrect disposal
Slips, Trips, Falls
Violence & Aggression
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Appendix – Directorates & Divisions
MSK
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Orthogeriatrics
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Endoscopy
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B
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Gynae Onc
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C

ED
DME

Rehab

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

Psychiatry
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Pain

Clinical Support
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Executive Summary
The paper sets out the regular nursing and midwifery retrospective staffing report for May 2019
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The safe staffing report for May 2019.
Registered Nurse vacancy rate for May was 6.16%.
Registered children’s nurse vacancy rate for May was 17.40%
There was a decrease in the number of temporary staffing shifts requested in May.
CHPPD for May 2019 was 9.61.

Cambridge University Hospitals NHS Foundation Trust
Board of Directors
Monthly Nurse Safe Staffing
Lorraine Szeremeta, Chief Nurse

10 July 2019

1.

Executive Summary

1.1

The Chief Nurse’s Office and Heads of Nursing continue to work together to ensure our
wards and departments are safely staffed at Cambridge University Hospitals (CUH). Working
closely with divisional and workforce colleagues we continue to look for opportunity for
efficiencies within the workforce while also monitoring any impact on safety and quality of
care.

2.

Purpose

2.1

The purpose of this paper is to present the Board of Directors with an overview of nurse
staffing capacity for the month of May 2019 in line with the National Institute for Clinical
Excellence (NICE) safe staffing and National Quality Board (NQB) standards.

2.2

The report gives an overview of nurse staffing for May 2019 including, actual versus
planned hours worked, temporary staffing usage, reports of NICE red flag staffing issues as
well as details of care hours per patient day (CHPPD) and cost per care hour (CPCH).

3.

Background – National and Local Context

3.1

Since April 2014 all hospitals have been required to publish information about the number
of nursing and midwifery staff working on each ward, together with the percentage of shifts
meeting safe staffing guidelines. This was in response to the Francis report which called for
greater openness and transparency in the health service.

3.2

The Carter report (2016) identified that one of the obstacles to eliminating unwarranted
variation in the deployment of nursing and healthcare support workers has been the
absence of a single means of recording and reporting how staff are deployed. Care hours
per patient day (CHPPD), is the total number of hours worked on the roster (clinical staff),
divided by the bed state captured at 23.59 each day. For the purposes of reporting, this is
aggregated into a monthly position. CHPPD is now the principal measure of nursing,
midwifery and health care support worker deployment and from September 2018, CUH
publish data on CHPPD on My NHS and NHS Choices. Data from all hospitals are stored on
the model hospital dashboard which allows comparison against peers to be made.

3.3

October 2018 saw the publication of ‘Developing Workforce Safeguards’ by NHS
improvement. Trusts compliance with safer staffing, from April 2019, will be assessed with a
triangulated approach which combines evidence based tools (e.g. SNCT), professional
judgement and outcomes. By implementing the documents recommendations together with
strong and effective governance, boards can be assured that workforce decisions will
promote patient safety and compliance with regulatory standards.

3.4

CUH is continuing to work with the Supply and Education Group (sub group of the Local
Workforce Action Board - LWAB) with the support of HEE in reviewing capacity for student
nurses across the region to support our pre-registration nursing programmes. CUH is
planning to accommodate an increase in student nurse capacity of 25% from September
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2019. This is in line with National expectations of increasing the number of student nurse
places as outlined in the NHS long term plan.
3.5

At CUH we continue to support our international and European nurses obtain NMC
registration.

3.6

HCSW vacancy rate has decreased to 17.77% in May, (April 20.97%). The current RN
vacancy rate for May is 6.16%, (April 7.0%).

3.7

The vacancy rate in paediatrics for registered children’s nurses (RCN) for May is 17.40% a
slight increase from April (16.87%).

3.8

The current RM vacancy rate in May 2019 was 8.38% which is an increase from April
(7.41%).

4.

Actual and Planned Staffing Report for May 2019

4.1

Appendix 1 gives an overview of the planned versus actual coverage in hours for the
calendar month of May 2019. To ensure that the Board is given sight of the staffing within
all areas the planned versus actual staffing hours are included within the relevant divisional
table.

4.2

Throughout the data monitoring period, for 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; an individual written summary is reported.

4.3

The overall daytime fill rate for registered nurses for May was 97.1% (April 95.8%). The
overall day time fill rate for registered midwives was 96.1 %, (April 95.2%).

4.4

Night shift RN fill rate for May was 98.0% (April 97.1%). Night shift RM fill rate was 96.9%
(April 94.9%).

4.5

Three wards reported <90% fill rate for registered nurses (RN) and 3 ward areas reported
< 90% fill rate for HCSW’s.

4.6

Exception reporting for fill rates in excess of 110% is included in Appendix 2. No ward/unit
exceeded fill rates of >110% for RN’s. The average fill rate for HCSW’s was 135% with the
highest being 290% fill rate. The primary reason being given for this is the high
requirement for specialling of patients either at risk of harm to themselves or others. Work
is underway to take forward recommendations from a recent specialling review.

4.7

Further detail analysis and outcome measures are included in the exception report in
Appendix 2.
Trend data is included in charts below.
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Chart 1: Ward rota fill rates
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4.8

Adult Critical Care Units
The Critical Care units have consistently remained compliant with Intensive Care Services
guidelines (ICS) with a fill rate of 99% on JF ICU and 100% on NCCU.

4.9

PICU & NICU
The daytime RN fill rate for PICU in May was 72%, a decrease from April (76%) & a night
time fill rate of 84.1%.This was mitigated by low occupancy rates in PICU in May. NICU
daytime fill rate was 97.8% (April 98%).

4.10

Emergency Department (ED)
Adult ED had an overall RN fill rate for May of 96.76% which is a slight increase from April
(96%).
Paediatric ED fill rate in May was 92.48% which is an increase from April (88%).

4.11

General Paediatric fill rate was 92% which was an increase from April (89%).

4.12

There has been a requirement to increase use of paediatric agency nurses to support all
paediatric areas.

4.13

Chart 2 and 3 shows the trend in fill rates across paediatric ED and ward areas. The fill rate
on day shifts is lower than that on nights. Low fill rates by day are being mitigated by the
presence of the supervisory Band 7 and contributions from specialist nurses when required.
Patient acuity and capacity was low in May which also mitigated the lower fill rates
maintaining safety.
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Chart 2: Paediatric ED % fill rate
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Chart 3: Paediatric ward % fill rates
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5.

Maternity

5.1

Chart 4 shows the trend in % fill rate for the Rosie according to current establishment. RM
fill rate was 96% in May which is higher than April (94%).
Chart 4: Maternity - Rosie % fill rate
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Source: CUH MAPS data

6.

Operational Exceptions

6.1

The Board is asked to note the frequency of using contingency beds. These are beds that
require to be opened generally out of hours to accommodate increased capacity.
Contingency beds were used on 21 occasions in May with the average being 16 per
occasion. There were 48 closed beds on 16 occasions during the month for infection control
reasons.

6.2

There were 12 occasions in May when patients were bedded in ED at night due to capacity
constraints. This ranged from 9 -20 patients per occasion.

6.3

The contingency areas are supported by the bed management bank rota and through the
movement of staff from ward areas.

7.

Safety and Risk

7.1

The trend in Safety Learning Reports (SLRs) completed in relation to nurse staffing is shown
in chart 5 below. All incidents continue to be reviewed via the safety and quality processes.
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Chart 5: Incidents reported relating to nurse staffing
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7.1

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 by 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.

7.2

Movement of staff across wards to support safe staffing can be seen in chart 6. It shows
that 5110 (1.74 %) nursing hours were reallocated in the month of May (equivalent to
circa. 681 shifts at 7.5 hours). This was a decrease from April (5673 hrs).
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Chart 6: Percentage of staff moved to other areas

8.

Red Flags

8.1

Chart 7 describes the red flag report for May. Trends for all red flags remain unchanged in
April. A review of staffing red flags was undertaken in May and was presented along with
recommendations to NMAAC in June. A task and finish group has been established to take
forward recommendations to improve accuracy and compliance with red flag reporting.

8.2

Chart 8 describes the maternity red flags for May. A midwifery red flag event is a warning
sign that something may be wrong with midwifery staffing. If a midwifery red flag event
occurs, the midwife in charge of the service should be notified and necessary action taken
to resolve the situation.
Chart 7: Red flags
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Chart 8: Maternity red flags
Summary
Missed or delayed care (includes delay in FH auscultation on admission in labour over 15
minutes)
Missed medication during an admission
Delay of more than 30 minutes in providing pain relief
Delay of 30 minutes or more between presentation and triage
Full clinical examination not carried out when presenting in labour
Delay of 2 hours or more between admission for induction and initiation of process or
subsequent prostaglandin administration where required
Delay of 6 hours or more in transfer to delivery unit during IOL process once ARM is
indicated
Delayed recognition of and action on abnormal vital signs (for example, sepsis or urine
output)
Any occasion when 1 midwife is not able to provide continuous 1:1 care and support to a
woman during established labour
Unable to facilitate staff break
Unable to facilitate supernumerary status of labour ward coordinator
Total

April 2019
77 (31%)

May 2019
111 (40%)

4
3
30 (5%)
0
60 (34%)

11
2
30 (4%)
0
90 (48%)

10 (6%)

35 (19%)

0

0

0

0

12
0
196

12
0
291

9.

Care Hours per Patient Day (CHPPD) & Cost per Care Hours (CPCH)

9.1

The CHPPD metric is calculated by adding the hours of registered nurses to hours of nursing
assistants and dividing the total by every 24 hours of inpatient admissions. NHS
Improvement began collecting care hours per patient day formally in May 2016 as part of
the Carter Programme. All trusts are required to report this figure externally.

9.2

The overall CHPPD for the month of May was 9.6. This is a slight decrease from April 2019
(9.7). Comparison data with the Shelford group CHPPD, in December and January, to be
higher than other Shelford Trusts. This is thought to be due to the higher specialling
requirements during these months.

9.3

Cost per care hour shows CUH as being closely aligned to the Shelford group and national
median at just under £26 per hour.

10.

Forecast of Nurse Staffing Position

10.1

Chart 9 shows the nurse vacancy rate for both RNs and HCSWs. The vacancy rate for RNs
(bands 5, 6, 7) is 6.16% and the HCSW (bands 2,3,4) vacancy rate is 17.77% (from the
unit reported Vacancy data). The vacancy data is self-reported from divisions against their
establishment. Work is being undertaken to reconcile changes to establishment due to in
year service changes to reflect vacancy picture going forward.

10.2

The confirmed vacancy rate for the start of June 2019 from the self-reported vacancy data
for Nursing bands 5, 6 and 7 is 6.16%. However, it must be noted that the number of
international nurses awaiting NMC registration and, therefore, working as HCSW rather than
nurses does impact on the overall actual and available band 5 RNs. Taking this into account
the perceived vacancy rate for Band 5’s RN’s on wards is 13%.
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Chart 9: Vacancy rate % for RN and HCSWs

10.3

Chart 10 shows the WTE gap yet to be filled for both RNs and HCSWs. There are 494 Band
5 Nurses in the pipeline (those who have been made offers); 375 international and 119
from the UK. In line with the proactive focus on recruitment, the actual vacancy rate and
trajectory of new starters is an improving picture for RNs.
Chart 10: WTE Gap RN and HCSW

10.4

The current vacancy rate for Healthcare Support Workers (bands 2,3,4) is currently 17.77%
according to the self reported vacancy data. International recruits who have not yet secured
their registration are rostered as substantive HCSWs, which reduces the impact on the ward
areas. If the number of overseas nurses awaiting PIN’s is added to the number of Band 2’s
in post this reduces the vacancy rate for Band 2’s to 21 vacancies (from ESR)

10.5

Appendix 3 provides detail on the forecasted position in relation to the number of RN
vacancies based on FTE and included UK experience, UK newly qualified, EU and
international recruits up to March 2020. Numbers based on those interviewed and offered
positions in addition to planned campaigns.

10.6

Appendix 3a provides detail of Band 2 HCSW recruitment numbers.
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11.
11.1

Bank Fill Rate and Agency Usage
Bank Fill Rate
The Trust’s Staff Bank continues to support the clinical areas with achieving safe staffing
levels. During May, the total number of requests for RN Bank shifts was 6,753 this is a
decrease of 271 shifts which is was expected with an average fill rate of 81.1% (5,263
shifts filled with 1,219 unfilled), Chart 11. The percentage fill rate has increased by
4%. The total number of requests for HCSW Bank shifts has decreased to 7,067 with an
average fill rate of 84.1% (5,930 shifts filled with 1,137 unfilled).
Chart 11: RN Bank shift fill
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Chart 12: HCA Bank shift fill

11.2

We continue with the use of agency nurses to support safe staffing across the Trust they
are in Division B, Paed EAU and all Paediatric wards. Division B agency finished on 31 May
but we continue to source Paediatric nurses.
In May, the total number of hours worked by agency nurses was equivalent to 7.6 WTE
based on total number of hours worked which is a drop of 1.5WTE.

12.

Recommendations
The Board of Directors is asked to note:

•
•
•
•
•

The safe staffing report for May 2019.
Registered Nurse vacancy rate for May was 6.16%.
Registered children’s nurse vacancy rate for May was 17.40%.
There was a decrease in the number of temporary staffing shifts requested in May.
CHPPD for May 2019 was 9.61.
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Appendix 1: Actual and Planned Staffing Report (May 2019)
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.
Day

Division A

Main Speciality

May-19

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

95.3%

108.0%

87.0%

127.7%

D8

Trauma and Orthopaedics

97.7%

138.9%

99.4%

147.1%

IDA

Intermediate Critical care Unit

99.5%

144.5%

100.0%

103.4%

JOHN FARMAN ICU

Critical Care

99.4%

96.9%

100.0%

99.4%

L2 overnight stay

23 hour Stay Day Surgery

98.7%

116.2%

L4

Colorectal Surgery

99.2%

144.4%

96.9%

154.2%

M4

Gastroenterology

98.8%

125.1%

99.5%

149.7%

NCCU

Neuro Critical Care

99.3%

104.8%

98.8%

112.3%

OIR

Overnight Intensive Recovery

Overall divisional fill

100.0%

99%

Division B

C9
D6 HAEM
D9

99%

Day

Main Speciality

C10

124%

Haematology
Teenage Cancer Trust
Haematology
Oncology
Overall divisional fill %
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133%

RN/RM
average
fill rate

Care staff
average fill
rate

92%
98%
100%
100%
99%
98%
99%
99%
100%
99%

114%
142%
131%
98%
116%
149%
136%
108%
127%

Total % hours
filled
(registered
and care staff)
100%
118%
105%
100%
104%
116%
111%
100%
100%
105%

May-19

Night

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
and care
rate
fill rate
(%)
staff (%)
(%)
staff (%)
staff)
99.7%

119.1%

99.4%

95.0%

100.0%

100.0%

100.0%

96.8%

99.9%

155.5%

92.1%

347.7%

98.1%

96.7%

96.3%

98.7%

99%

106%

97%

106%

100%
100%
96%
97%
98%

107%
98%
196%
98%
106%

101%
99%
111%
97%
101%

Division C

Day

May-19

Night

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

Main Speciality

C4

Geriatric Short Stay Medicine

97.5%

125.2%

99.0%

222.6%

98%

157%

120%

C5

Nephrology

99.8%

126.7%

99.2%

142.9%

100%

133%

112%

C6

Geriatric Medicine

100.0%

143.9%

100.0%

162.8%

100%

152%

124%

C7

General Medicine

99.1%

105.1%

99.3%

132.8%

99%

115%

105%

CDU

Clincal Decisions Unit

100.0%

95.8%

100.0%

97.6%

100%

97%

98%

D10

Infectious Diseases

99.3%

99.5%

100.0%

100.0%

100%

100%

100%

D5

Hepatology

97.8%

127.1%

97.5%

166.2%

98%

143%

113%

EAU 4

Medical Decisions Unit

96.2%

104.2%

93.0%

120.1%

95%

111%

101%

F4

Geriatric Medicine

99.4%

171.3%

100.0%

321.9%

100%

216%

136%

F5

Transplant and HDU

F6

Hepatobilary

97.3%

101.1%

97.8%

103%

100%

G3

Geriatric Medicine

99.7%

151.6%

100.0%

211.8%

100%

172%

130%

G4

Geriatric Medicine

99.7%

169.2%

99.9%

275.8%

100%

204%

143%

G5

Transplant and HDU

98.5%

96.4%

100.0%

101.8%

99%

99%

99%

G6

Geriatric Medicine

99.4%

157.2%

100.0%

231.8%

100%

181%

134%

MSEU

Medical Emergency Short Stay Unit

98.4%

217.1%

96.7%

184.1%

98%

201%

123%

N2

Infectious Diseases

99.2%

119.7%

100.0%

134.0%

100%

126%

112%

N3

Respiratory Medicine

98.5%

106.5%

98.8%

121.1%

98.8%

129.6%

98.6%

155.9%

99%
99%

111%
140%

103%
114%

100.0%

Overall divisional fill %

Division D

Day

Main Speciality

A3

100.0%

100%
106.5%

100%

May-19

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

97.4%

103.5%

161.6%

264.5%

A4

99.4%

148.7%

99.3%

185.2%

A5

Neurosurgery / oncology

99.5%

215.1%

99.5%

298.3%

D6 Neuro

Neurology

99.5%

138.3%

100.0%

107.4%

D7

Diabetes and General Medicine

97.0%

113.1%

100.0%

125.5%

J2

Neuro Rehabilitation

99.3%

232.0%

99.1%

473.3%

K3

Cardiology

99.6%

104.6%

97.8%

109.6%

K3 CCU

CCU

99.2%

103.0%

100.0%

L5

Vascular Surgery

95.7%

130.8%

96.8%

134.7%

LEWIN

Stroke Rehabilitation

96.3%

104.3%

99.1%

110.4%

M5

ENT & Ophthalmology

98.2%

111.5%

100.0%

143.5%

R2

Acute Stroke Unit

98.6%

127.1%

100.0%

179.2%

Overall divisional fill %

98.1%

140.6%

100.6%

170.3%
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97%

115%
99%
100%
100%

129%
164%
247%
125%

120%
128%
150%
112%

98%
99%
99%
100%
96%
97%
99%
99%
99%

118%
290%
106%
112%
133%
107%
123%
146%
152%

106%
170%
101%
101%
109%
101%
106%
119%
118%

Maternity

Day

Main Speciality

May-19

Night

Night DayDay 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

92.0%

92.3%

100.1%

100.1%

95%

95%

95%

Delivery Unit

Obstetrics

99.3%

94.6%

95.4%

95.8%

97%

95%

97%

Lady Mary Ward

Obstetrics

97.6%

92.1%

101.4%

93.5%

99%

93%

96%

RBC

Obstetrics

84.9%

101.4%

87.9%

168.4%

86%

132%

97%

Sara

Obstetrics (antenatal)

97.8%

95.7%

78.9%

96.5%

96%

94%

93%

104%

89%
95%

96%
99%

91%
96%

RN/RM
average
fill rate

Care staff
average
fill rate

Total % hours
filled
(registered
and care
staff)

Overall divisional fill %
Childrens

Day

Main Speciality

C2

May-19

Night

DayNight Day Night Average
average
Average
average fill
fill rate
fill rate
fill rate RN
rate RN /
care staff
care staff
/ RM (%)
RM (%)
(%)
(%)
90.3%

97.1%

90.5%

94.9%

90%

96%

91%

90.8%

147.3%

97.8%

72.0%

94%

117%

98%

Charles Wolfson Ward

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

91.0%

78.0%

100.0%

95.5%

95%

85%

91%

D2

Paediatric medicine & surgery

94.3%

123.4%

98.1%

81.3%

96%

107%

99%

F3

Paediatric DoSA + Cont

100.0%

97.7%

100%

98%

99%

Neonatal Unit

Neonatal Critical Care

97.8%

69.9%

98.3%

95.2%

98%

81%

96%

PICU

Paediatric Critical Care

72.5%

109.4%

84.1%

74.4%

78%

92%

80%

90%

101%

94%

86%

92%

94%

92%

C3

Overall divisional fill %

Day

Emergency Department

Main Speciality

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

CDU

Clinical Decisions Unit

100.0%

95.8%

EAU3 Assessment

Assessment

121.9%

96.8%
95.6%

100.0%

ED Adult

ED

96.0%

ENP

ED

104.7%

ED

88.5%

100.7%

98.6%

98%

96%

98%

Paed ED

Overall divisional fill %
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May-19

Night

97.6%

97.6%
96.9%

Care staff
average
fill rate

100%

97%

98%

122%

97%

112%

97%

96%

105%
97%

Total % hours
filled
(registered
and care
staff)

RN/RM
average
fill rate

97%
105%

92%

101%

94%

98%

97%

98%

Appendix 2: Staffing Exception report (May 2019)
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

May-19
Division

E

Speciality

% fill registered

% fill care staff

Overall filled %

Rosie Birth
Centre

Paed

86%

132%

97%

Sara

Paed

89%

96%

91%

PICU

Paed

78%

92%

SCN = Senior Clinical Nurse

FFT = Friends and Family Test

ONP = Overseas Nurses Programme

WTE = Whole Time Equivalent
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80%

Analysis of gaps

Impact on Quality / outcomes

There are current vacancies plus additional
pressure form maternity leave and long term
sickness.
Recent increase in establishment to ensure
better night time cover. Currently these posts
are vacant and being back filled with bank.
Current vacancies of 17 WTE, 13.41 WTE under Currently no impact on safety audits or NQM. No
offer, awaiting 4 WTE staert dates overseas . Due increase in SLR. Positive report from infection
to staffing constraints within the rest of the
control and divisional peer review
service challenges to offer cross cover.PICU
activity was lower in May.
ST = Safety Thermometer

NQMs = Nursing Quality Metrics

Actions in place

Unfilled shifts out to bank. Escalation rate 1 for
night shifts in place.
Redeployment from other area to maintain
safety when needed.
Rate 3 bank enhancements. Utilisation of
agency with critical care experience. Currently
staffing meets the capacity criteria

NMC = Nursing and Midwifery Council

Report from the Divisional Head of Nursing

May-19
Over 110% RN and HCA fill rates
Speciality

Div

% fill
registered

% fill care
staff

Endoscopy

A

114%

98%

109%

ATC Pre Ad

A

THEATRES

119%

135%

122%

Cambridge Eye
Unit

A

THEATRES

112%

91%

104%

MT Unit 1

A

THEATRES

111%

86%

100%

MT Unit 3

A

THEATRES

111%

84%

101%

Neuro Recovery

A

THEATRES

112%

100%

111%

C8

A

110 - TRAUMA & ORTHOPAEDICS

92%

114%

100%

D8

A

110 - TRAUMA & ORTHOPAEDICS

98%

142%

118%

IDA

A

192 - CRITICAL CARE MEDICINE

100%

131%

105%

L2 overnight stay

A

100 - GENERAL SURGERY

99%

116%

104%

L4

A

100 - GENERAL SURGERY

98%

149%

116%

M4

A

301 - GASTROENTEROLOGY

99%

136%

111%

E10 Apheresis
Unit

B

112%

136%

116%

D6 HAEM

B

96%

196%

111%

Division

823 - HAEMATOLOGY
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Overall filled Analysis of overfill
%

Impact on Quality / outcomes

Additional lists to support 2 week wait and cancer
Nil impact on quality
pathway diagnostics
Additional clinics to support effective theatre
Nil impact on quality.
utilisation and waiting lists. 4 RN new starters working
towards competencies pre-assessment.
Theatre over runs
Nil impact on quality cancellations prevented and
patients safe.
Theatre over runs
Nil impact on quality cancellations prevented and
patients safe.
Theatre over runs
Nil impact on quality cancellations prevented and
patients safe.
Theatre over runs
Nil impact on quality cancellations prevented and
patients safe.
Specialling.
Nil impact on quality. Patients assessed and safe.

Actions in place
Moving towards 7 day working and oversight by 8a
lead.
All vacancies full and a current review of shift
patterns to ensure effective utilisation of staffing
and effeicent rosters.
Theatre modelling in progress and roster reviews.
Theatre modelling in progress and roster reviews.
Theatre modelling in progress and roster reviews.
Theatre modelling in progress and roster reviews.

Pool roster inplace to reduce additional bank
across division. Matron review of SST's and
oversight of rosters.
Pool roster inplace to reduce additional bank
Specialling Elderly Trauma patients specialling.
Nil impact on quality. Patients assessed and safe.
across division. Matron review of SST's and
oversight of rosters.
Pool roster inplace to reduce additional bank
Specialling patients with dementia / MH issues.
Nil impact on quality. Patients assessed and safe.
across division. Matron review of SST's and
oversight of rosters.
Pool roster inplace to reduce additional bank
Overseas nurses 3 RNs. 1 recent pass will reduce.
Nil impact on quality. Patients assessed and safe.
across division. Matron review of SST's and
oversight of rosters.
Pool roster inplace to reduce additional bank
Specialling Overseas Nurses without PIN.
Nil impact on quality. Patients assessed and safe.
across division. Matron review of SST's and
oversight of rosters.
Low specialling requirement, on average 0.8 WTE per
Nil impact on quality. Patients assessed and safe.
Pool roster inplace to reduce additional bank
shift. Fill rate and WTE's put out to special have reduced
across division. Matron review of SST's and
by 50% since March.
oversight of rosters.
This establishment increased recently as a result of a
This establishment has been increased as a result
successful business case.
of a successful business case but this is reflected
in MAPS.
Over-established on HCAs due to nurses awaiting pin Additional HCAs sometimes used to compensate for a Creation of a Divisional pool.
and a nursing apprentice. HCA establishment is small
shortage in RNs and aditional created shifts for
(2.6 WTE) so this exaggerates any over-estblishment
specialling.
This has resolved with the introduction of a Divisional
pool. Additional HCAs sometimes used to compensate
for a shortage in RNs. In addition this mitigates the
needs for additional shifts for specialling.

Discharge Lounge

C

115%

100%

108%

C4

C

430 - GERIATRIC MEDICINE

98%

157%

120%

C5

C

361 - NEPHROLOGY

100%

133%

112%

C6

C

430 - GERIATRIC MEDICINE

100%

152%

124%

C7

C

300 - GENERAL MEDICINE

99%

115%

105%

D5

C

300 - GENERAL MEDICINE

98%

143%

113%

EAU 4

C

300 - GENERAL MEDICINE

95%

111%

101%

F4

C

430 - GERIATRIC MEDICINE

100%

216%

136%

G3

C

300 - GENERAL MEDICINE

100%

172%

130%

G4

C

430 - GERIATRIC MEDICINE

100%

204%

143%

G6

C

430 - GERIATRIC MEDICINE

100%

181%

134%

MSEU

C

300 - GENERAL MEDICINE

98%

201%

123%

N2

C

350 - INFECTIOUS DISEASES

100%

126%

112%

HCSW showing increased demand due to rosters not
being realigned in the template from 2 to 3 on a day
shift. High specialling due to acuity of patients all direct
admissions from the emergency department.
High specialling for confused patients needing to be

N3

C

340 - RESPIRATORY MEDICINE

99%

111%

103%

Specialling requirement
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Weekend opening
Increased fill rate due to specialling which is reducing.
Ineffective rostering

Specialling remains high.
Specialling
Normal specialling requirements for this ward in the
month.
Specialling due to acute admissions direct from the
emergency department.
High additional duties due to ward move to J3 for
essential 'fire works' and beds increased by 3 with
additional staffing required for layout.
Amendment to roster template required. Specialling
remains high but showing a downward trend since
December.
Specialling is high with one longterm 1:1 special on the
ward.
High specialling demand

Support and education being given on rostering.
Ward relocated to J3 for 'works' resulting in
reduction of 8 beds. Specialling is reduced from
last month and continues in a downward trend.
Specialling is being reviewed by the senior
nursing team to 'check and challenge'.

Matron to ensure that the roster template is
amended and staff moved accordingly. Specialling
reviewed by the senior nursing team daily for
'check and challenge'.
HON and Matron reviews to provide 'check and
challenge'. Matron will spend some rostered time
on the ward over the next couple of weeks.
Focus by Senior Sister/Matron to reduce
specialling which has seen an impact.
Roster support have amended the template from
July. Senior Sister on longterm sickness absence
and matron overseeing the ward.

A4

D

400 - NEUROLOGY

99%

164%

128%

A5

D

150 - NEUROSURGERY

100%

247%

150%

D6 Neuro

D

400 - NEUROLOGY

100%

125%

112%

D7

D

302 - ENDOCRINOLOGY

98%

118%

106%

J2

D

314 - REHABILITATION

99%

290%

170%

K3 CCU

D

320 - CARDIOLOGY

100%

112%

101%

L5

D

100 - GENERAL SURGERY

96%

133%

109%

M5

D

120 - ENT

99%

123%

106%

R2

D

328 - STROKE MEDICINE

99%

146%

119%

C3

E

420 - PAEDIATRICS

94%

117%

98%

Clinic 24

E

124%

121%

123%

F3 COU

E

Board of Directors: 10 July 2019
Nurse Safe Staffing
Page 19 of 20

111%

130%

117%

High specialling requirement, on average 4.7 specials
per shift. Number of WTE's put out to special has
decreased by 15% compared to April's data and fill rate
decreased.
High specialling requirement, on average 4.8 specials
per shift. Number of WTE's put out to special has
decreased by 15% compared to April's data and fill rate
decreased.
Specialling requirement much lower than A4, A5 and J2.
Number of WTE's put out to special has decreased by
just under 10% compared to April's data and
Specialling requirement has significantly decreased
over the last 3 months by 25% since April.
High specialling requirement, on average 3.6 specials
per shift. Number of WTE's put out to special higher
than April, however the fill rate has remained the same
for both months.

No adverse effect on NQM/ST/FFT. Acquired C.diff
(RCA Panel outcome - Unavoidable). 2 x complaints

1. Robust process in place for validating specials

No adverse effect on NQM/ST/IC. No complaints but 2. Bank approval process in place for additional
fall in FFT scores
duties

No adverse effect on ST/FFT. Improved NQM scores.
No complaints. 1 x PU (category 2)

3. Recruiting to all vacant substantive posts

No adverse impact on ST/NQM/FFT. 1 complaint.
4. Daily data collection of number of specials in
Acquired C.diff (waiting RCA outcome)
the Division
No adverse effect on NQM/FFT. Poor ST score but this
was due to patient with a PE and one with a DVT being
classed as new harms,despite neither being acquired
on this ward (they had been transferred in from other
wards already diagnosed). 1 x PU (category 1). 1 x
complaint
Minimal specialling on the ward. Less than 1 WTE put
No adverse effect on NQM/ST/FFT. 1 x PU (cat 2). No
out to special and only half of this filled by bank.
complaints
Number of WTE's put out to special and fill rate has
No adverse effect on NQM/ST/FFT. 1x PU (cat 1). No
doubled since April. Fluctuating number of specials per complaints. SI regarding correct insulin procedures
month.
not being followed.
Fill rate and WTE's put out to special have reduced by No adverse effect on NQM/ST/FFT/IC. 1 x complaint
50% since March. Low requirement for specialling.
Low specialling requirement, on average 0.8 WTE per
No adverse effect on NQM/ST/FFT/IC. 1 x complaint
shift. Fill rate and WTE's put out to special have reduced
by 50% since March.
Increased acuity on C3 13 night shifts covered with a
C3 have maintained audit standards
The HCSW have ensured we have supported the
band 2 HCSW. C3 have 3.3 WTE in establishment with
trained staff within C3.
0.5 vacancy rate.
Increased specailling requirement across the service in No adverse effects for audits and metrics.
May.F3 has been supporting all paediatric areas with
staff deployment. Pre admission has vacant HCSW and
registered posts and F3 has backfilled from the current
roster.

Staffing discussed daily within paediatrics.

Appendix 3: Nurse staffing data

Month

UK based
exp.
applicant
s

UK NQ

EU

Overseas

Total
New
Starters
FTE

Leavers
FTE

Staff in
post FTE

ESR
Establishmen
t FTE

Vacancy
rate based
on
establishe
d FTE

Apr-19
May-19
Jun-19
Jul-19
Aug-19
Sep-19
Oct-19
Nov-19
Dec-19
Jan-20
Feb-20

6
10
4
5
7
9
10
6
7
10
6

4
2
0
0
0
13
52
4
3
2
2

0
3
0
0
2
2
2
2
2
2
2

29
25
21
19
22
1
0
6
0
19
0

40
40
25
24
31
25
64
18
12
33
10

24
16
17
24
17
23
23
14
19
18
20

1,734
1,761
1,760
1,751
1,756
1,749
1,781
1,775
1,759
1,765
1,746

1,895
1,895
1,895
1,895
1,895
1,895
1,895
1,920
1,920
1,920
1,920

8.5%
7.1%
7.1%
7.6%
7.4%
7.7%
6.0%
7.5%
8.4%
8.1%
9.0%

Mar-20

5

15

1

19

40

22

1,755

1,895

7.4%

85

97

18

161

361

238

1,755

1,895

7.4%

TOTAL

Appendix 3a: HCSW staffing data

Month

Total
New
Starters
FTE

Leavers
FTE

Staff in
post FTE

ESR
Establishment
FTE

Vacancy
rate based
on
established
FTE

Apr 19
May 19
Jun 19
Jul 19
Aug 19
Sep 19
Oct 19
Nov 19
Dec 19
Jan 20
Feb 20

16
23
18
23
18
28
19
19
19
19
19

14
8
13
19
22
13
20
9
10
11
11

649
669
674
678
674
689
688
698
707
715
723

795
795
795
795
795
795
795
805
805
805
805

18.4%
15.9%
15.3%
14.8%
15.3%
13.4%
13.5%
13.3%
12.2%
11.2%
10.2%

Mar 20

19

10

732

805

9.1%

240

160

732

805

9.1%

TOTAL
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Title

Finance Report

Sponsoring executive director

Paul Scott, Chief Finance Officer

Author(s)

Tim Glenn, Director of Finance

Purpose

To update the Trust Board on performance
in May 2019.

Previously considered by

Performance Committee, 3 July 2019

Executive Summary
The report provides details of financial performance during 2019/20 month 2 and in the
year to date. A summary is set out in the Chief Finance Officer’s message on pages 3 and
4 of the report.

Related Trust objectives

Strengthening the organisation

Risk and Assurance

The report provides assurance on financial
performance during Month 2.

Related Assurance Framework Entries

BAF ref: 010, 011

Legal implications/Regulatory requirements

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 Finance Report for May 2019 (2019/20 Month 2).
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Trust performance summary - Key indicators

Forecast Surplus/
(Deficit)

Trust
Surplus/(Deficit)

(33.1)
(33.1)

(3.1) actual
(3.4) plan
(9.1) actual
(9.3) plan

plan

1.1

Recurrent

Non recurrent
Total

Net current
assets/(liabilities)
(p.15) and debtor
days

Cash (p.13) and
EBITDA
Net current liabilities

Cash

actual
plan

(4.2)

forecast

(3.1)

CIP (p.7-8)

2.0
1.9
4.3
4.2

Run rate in
month (p.9)

24.5
3.3

(160.6)
(167.6)

actual

plan

actual
plan

actual
EBITDA
plan

Legend
£ in million
In month
YTD

(3.1) actual
(2.9) plan

Debtor days

33
32

This month
Previous month

2

CFO message
In month and YTD financial performance
•
During M1 of FY19/20, the Trust was able to accept its control total of £33.1m for FY19/20. A revised annual budget plan was
submitted to NHSI on 15 May 2019.
•
Accepting the control total means that the Trust’s annual plan now assumes receipt of £33m of PSF, FRF and MRET funding
throughout the year.
•
The Trust’s financial position at the end of M2 is £0.2m favourable to the Trust’s planned YTD deficit of £9.3m.
•
The in month variance is favourable by £0.3m and mainly due to underspends in pay and non-pay areas (including drugs), which
offset the clinical income underperformance year to date. The YTD adverse variance in Clinical Income is £4.1m. This is split into
the following elements:
– £1.3m out of area work and specialist commissioning has been displaced by C&P activity
– £1.2m Drugs and Devices underperformance
– £0.7m of provisions to reflect risk inherent in the new grouper and new pricing structures vs a planned release of £1.0m
of gains
Risks and Opportunities in the FY19/20 Plan
Existing risks
•
A number of risks were known when the control total of £33.1m was accepted, and were included in the planning assumptions
behind this plan.
•
11 July 2019 has been set as the next milestone deadline. After this date, further progress in terms of outstanding cost
reductions in clinical and corporate areas will be known and shared with the Board of Directors.
•
Unmitigated risk at M2 is £12.2m.

3

CFO message
Emergent risks/opportunities
•
There are emergent risks which may prove to have a material impact on FY19/20 plan (e.g. in relation to capacity (flu/fire/non
elective admissions) and the potential adverse financial consequences of a recent court ruling in relation to overtime and
annual leave allowances.
•
In terms of IT transition risk, more work is needed to assess and reduce the risk.
•
An informal forecast with review of FY19/20 outturn will take place in M3, and will be shared with the Trust’s Performance
Committee.
CIP delivery
•
At the close of M2, there remains a gap of c. £10m of cost reductions and savings yet to be identified, split into £3m of cost
reductions and £7m of CIP yet to be identified. Mitigating actions need to be sought urgently on in order to ensure the Trust is
able to meet its control total for FY19/20. The CIP summary to date and CIP proposed deliver plans are set out on pages 7 and
8.
Cash and Capital position
•
The next pressure point in the cashflow forecast is w/e 30 August. No further cash support was required in June, but an
application has been made for July, which is supported by NHSE and NHSI. Without additional loans, the Trust’s cash position
remains unsustainable.
•
The Trust’s 2018/19 capital loan application has still not been approved and no further capital loan financing has yet been
approved for 2019/20. Lack of capital financing continues to represent the greatest risk to the Trust’s cash position. Provided
revenue loans are received as normal, however, the cash position at the end of August 2019 looks manageable. Given the
obvious risk of running out of cash, Management Executive is therefore currently seeking to curtail further capital commitments
as far possible without compromising the safety of patients and staff. This position will, however, become increasingly
untenable as the year progresses.
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CFO message- summary financials
(£'m)

Clinical Income - exc. D&D*
Clinical Income - D&D*
Devolved Income
Total Income

In month
Budget Actual Variance
56.3
53.4
(2.9)
8.9
7.8
(1.2)
16.1
15.3
(0.8)
81.3
76.5
(4.8)

Budget
109.1
17.8
32.1
159.0

YTD
Actual Variance
106.2
(2.9)
16.7
(1.2)
30.7
(1.4)
153.5
(5.4)

Pay
Drugs
Non Pay
Operating Expenditure

43.7
11.2
26.7
81.5

42.8
9.6
24.1
76.6

0.9
1.4
2.6
4.9

88.2
22.3
51.3
161.8

87.0
21.1
48.6
156.6

1.2
1.2
2.8
5.2

EBITDA

(0.2)

(0.1)

0.1

(2.9)

(3.1)

(0.2)

Depreciation, Amortisation & Financing

3.2

3.0

0.2

6.4

6.0

0.4

Deficit (excluding T&T Expenditure*)

(3.4)

(3.1)

0.3

(9.3)

(9.1)

0.2

0.0

0.0

0.0

0.0

0.0

0.0

(3.4)

(3.1)

0.3

(9.3)

(9.1)

0.2

T&T Expenditure
Deficit
Table 1 - CUH Financial Position at Month 2
*D&D = Drugs & devices
*T&T = Termination & transition
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Plan phasing by quarter
Income, expenditure and deficit in the FY19/20 plan are set out below without PSF/FRF/MRET funding, which is shown separately below
(bottom right).

Deficit

Income

0k
232,318k

233,000k

Q1

Q2

Q3

-5,000k

232,000k
231,000k

-10,000k

-12,257k

230,000k

£3.1m

229,789k

229,000k

228,000k

-16,456k

-15,000k

229,201k
228,247k

-17,469k

-20,000k

-19,920k

227,000k
-25,000k

226,000k
Q1

Q2

Q3

Q4

Expenditure

PSF/FRF/MRET

-242,000k
-243,000k

Q1

Q2

Q3

-244,000k

Q4

12,000k

-244,575k

10,000k

-245,657k

9,602k

-247,258k

-247,000k

6,904k

6,000k

-246,000k

-249,000k

10,951k

8,000k

-245,000k

-248,000k

Q4

4,000k

Income
weighted
heavily
towards Q4

5,555k

2,000k
-248,167k

£0.9m

£2.5m

£3.6m

0k
Q1

£7.0m

Q2

Q3

Q4

6

Trust wide CIP - overview
The Trust has delivered recurrent CIPs of £3.4m YTD

7

Trust wide CIP Delivery
PMO risk adjusted CIP delivery risk of £7.1m identified against CIP delivery plan of £30m, comprising identification gap to plan of £2.9m
and a performance gap against CIP delivery opportunities identified of £4.7m.
Identification and performance gaps variances
Division
Division A
Division B
Division C
Division D
Division E
Cross Divisional
Corporate
Unidentified
Total

A
Target
£000
5.7
5.8
4.8
4.7
3.0
6.0
(0.0)
30.0

Target to Plan
B (C-A)
Identification
gap £000
(0.7)
(2.6)
(0.3)
(1.9)
(1.6)
5.9
(1.7)
2.9
0.0

C
Plan
£000
5.0
3.2
4.5
2.8
1.4
5.9
4.3
2.9
30.0

An initial target established for CUH to deliver £30m of CIP was allocated
between divisions as indicated in column A of table above.

FOT M2
D (E-C)
E
Performance
Forecast
gap £000
£000
3.3
8.2
(2.7)
0.5
(2.2)
2.3
1.4
4.2
1.6
3.0
(0.4)
5.5
(2.7)
1.5
(2.9)
(4.7)
25.3

PMO Adjusted FOT M2
F (G-C)
G
Performance
Forecast
gap £000
£000
0.2
5.2
(0.3)
2.8
(0.8)
3.8
(0.0)
2.8
0.7
2.1
(3.5)
2.4
(0.5)
3.7
(2.9)
(7.1)
22.9

Unadjusted and Risk Adjusted FOT CIP Delivery v Plan

Further development of ideas by each division resulted in an adjustment of CIP
target for each division to arrive at a CIP plan due to identification gap variance
of £2.9m (column B above).
Mitigation of Risk Adjusted CIP Delivery

Unadjusted and risk adjusted FOT CIP delivery is summarised in the chart against
plan.
A range of recurrent and non-recurrent mitigations are under development to
address the PMO risk adjusted CIP delivery risk of £7.1m.
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Deficit run rate at M2

The underlying deficit in month is (£4.2m)
Deficit Run Rate
Jun

Jul

FY18/19

Aug

Sep

Oct

Nov

Dec

Jan

Feb

FY19/20

Mar

Apr

May

10.0

5.0

0.0

(£'m)

(5.0)
Underlying (ie
recurrent)
deficit
(10.0)

Total Monthly
Deficit

(15.0)

(20.0)

(25.0)

Chart 1 – CUH Underlying deficit versus reported deficit
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Clinical and Other income in M2
At the end of month 2, the Trust’s YTD Income position is £5.4m
less than plan. Clinical income is £4.1m less than plan, with
Devolved income £1.4m less than plan.
The Clinical Income variance is split into the following elements:
• £1.3m out of area work has been displaced by C&P
activity
• £1.2m Drugs and Devices underperformance
• £0.7m of provisions to reflect risk inherent in the
new grouper and new pricing structures vs a
planned release of £1m prior year benefit

M2
£'m

YTD

Budget

Actual

Variance

Budget Actual Variance

Admi tted Pa ti ent Ca re

51.0

52.1

1.1

51.0

52.1

1.1

Outpa ti ent

19.1

19.4

0.3

19.1

19.4

0.3

3.6

3.7

0.1

3.6

3.7

0.2

52.3

49.8

(2.4)

52.3

49.8

(2.4)

CQUIN, Fi nes & Cha l l enges

0.0

(1.2)

(1.3)

0.0

(1.2)

(1.2)

Non-Rec. Benefi ts & Adj.

0.9

(1.1)

(2.0)

0.9

(1.1)

(2.0)

126.9

122.8

(4.1)

126.9

122.8

(4.1)

Devol ved Income

16.1

15.3

(0.8)

32.1

30.7

(1.4)

Total Trust Income

143.0

138.1

(4.9)

159.0

153.5

(5.4)

Acci dent a nd Emergency
Other Acti vi ty

Total Clinical Income

The table below splits out the budget and actual income in relation to Cambridge and Peterborough CCG before any GIC is applied.
Income from all other associates is also shown pre GIC. The total column then illustrates the impact the GIC has had.
YTD
£'m
Admitted Patient Care
Outpatient
Accident and Emergency
Other Activity
Total Activity

Budget C&P
23.03
9.07
2.65
6.29
41.04

CQUIN, Fines & Challenges
Non-Rec. Benefits & Adj.
Billable D&D
GIC adjustment
Total Clinical Income

-

Actual C&P
(excl GIC)
Var.
24.55
9.27
2.74
6.29
42.84

0.55 1.93
42.42

0.53
1.78 44.10

1.52
0.20
0.08
0.00
1.80
0.03
0.15
1.68

Budget Other
28.73
10.03
0.98
27.36
67.10

Actual Other
(excl GIC)
27.53
10.15
1.00
26.87
65.56

0.57 0.92
15.87
84.46

0.63
0.22
14.87
80.01

Var.
-

-

GIC adj
Budget total Actual total
1.19 1.52
50.96
52.08
0.11 0.20
19.11
19.42
0.02 0.08
3.63
3.74
0.48
0.68
34.44
33.16
1.54 1.12
108.14
108.40
1.20 0.70
1.00 4.45 -

0.03
0.15
1.30

0.02 0.92
17.81
126.88

1.16
0.22
16.65
122.82
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Pay expenditure in M2

At the end of month 2, the Trust’s YTD pay position is £1.2m lower
than plan. This is mainly due to the non-consolidated Agenda for
Change payment in April to staff at the top of their respective pay
bands (totalling c.£0.8m) having been partially absorbed by
existing pay budgets for FY19/20.

46,000

Pay costs by Staff Group

Pay: 24 months to M12 FY18/19
AFC Back Pay

CEA & One-off AFC bonus

44,000

`

£ Millions

In Month

Year to Date

Budget Actual Variance Budget Actual Variance

Administrative & Clerical

4.60

4.11

0.48

9.36

9.12

0.24

Allied Healthcare Professionals

2.52

2.27

0.25

5.13

4.64

0.49

Clinical Scientists & Technicians

3.56

3.86

(0.29)

7.23

7.19

0.04

Medical and Dental Staff

13.77 13.52

0.26

27.60

27.36

0.24

36,000

Nursing

18.19 18.07

0.13

37.00

36.68

0.32

34,000

Other Pay Costs

0.94

0.93

0.01

1.80

1.96

(0.17)

43.59 42.75

0.84

88.12

86.95

1.17

42,000
40,000
£'m

Actual

38,000

M3
M4
M5
M6
M7
M8
M9
M10
M11
M12
M1
M2
M3
M4
M5
M6
M7
M8
M9
M10
M11
M12
M1
M2

Budget

TOTAL PAY
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Non Pay expenditure in M2

At the end of month 2, the Trust’s non pay position is £3.9m lower
than planned.
The main underspend is driven by a favourable variance in ‘Other
non pay’ costs, miscellaneous other operating expenses and Drugs.

Non Pay costs
In month
£millions

Budget

Year to Date
Actual Variance

Budget

Actual Variance

Drugs

11.2

9.6

1.5

22.3

21.1

1.2

Clinical Supplies

11.9

11.7

0.3

22.9

23.3

(0.3)

Misc Other Operating expenses

6.8

6.1

0.7

13.1

11.5

1.6

Premises

4.0

4.1

(0.1)

8.0

7.8

0.2

Clinical Negligence

1.6

1.6

0.0

3.1

3.1

0.0

Other non pay costs ( including CIP )

1.4

2.0

(0.6)

2.6

3.2

(0.6)

Total Recurrent

36.9

35.2

1.8

72.1

70.0

2.1

eHospital

0.0

0.0

0.0

0.0

0.0

0.0

Other non pay costs

0.9

(1.4)

2.2

1.6

(0.3)

1.8

Total Non-recurrent

0.9

(1.4)

2.2

1.6

(0.3)

1.8

Total Non Pay

37.8

33.8

4.0

73.6

69.8

3.9
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Cash flow and creditor payment days
Weighed average creditor payment days
M9
61

M10
49

M11
57

M12
61

M1
50

90,000
80,000
70,000
60,000
50,000
40,000
30,000
20,000
10,000
(10,000)

Prior week incl. WCF

Current week incl. WCF & additional support

Current week incl. WCF

Headroom

Chart 2 – CUH 13 week rolling cash flow forecast (£000)

Pressure point in the cashflow forecast is w/e 30 August. No further cash support was required in June, but an application has
been made for July, which is supported by NHSE and NHSI. Without additional loans, the Trust’s cash position remains
unsustainable. The Trust’s 2018/19 capital loan application has still not been approved and no further capital loan financing has
yet been approved for 2019/20. Lack of capital financing continues to represent the greatest risk to the Trust’s cash position.
Provided revenue loans are received as normal, however, the cash position at the end of August 2019 looks manageable.
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Capital expenditure by programme
The Trust has contractually committed to capital expenditure greater than the current
funding available
Year to Date (M2)

Forecast

Capital Commitments 2018/19
Planned

Budget

Actuals

Variance

Budget

Expenditure

Variance

£m

£m

£m

£m

£m

£m

Estates

0.9

0.7

0.2

12.7

12.7

0.0

Medical Equipment Replacement

0.3

0.1

0.1

3.3

3.3

e Hospital / Legacy Systems

0.3

0.2

0.1

3.6

Histopathology

0.7

0.7

0.0

C5 (Dialysis)

0.0

0.1

Other Developments

0.3

Programme Total

2.4

Budget Committed
£m

£m

Estates

12.7

1.6

0.0

Medical Equipment Replacement

3.3

0.2

3.6

0.0

e Hospital / Legacy Systems

3.6

1.7

1.0

1.0

0.0

Histopatholgy

1.0

0.9

-0.1

2.7

2.7

0.0

C5 Dialysis

2.7

1.8

0.2

0.1

9.6

9.5

0.1

Other Developments

9.6

0.3

2.0

0.4

32.9

32.8

0.1

32.9

6.5

Programme

Key Issues/Notes Year to Date

Key Issues/Notes Forecast

Capital Commitments 2018/19

● Spending frozen other than brought forword 18/19 schemes plus C5

● Available Funds £9.9m

● 2019/20 committed expenditure reflects contractual

● CAB approval process to permit spending.

● Funding shortfall from 18/19 £13m

commitments (unavoidable) against this years budget

● Loan application made for £5m
● Current Permitted spend £12.8m
● Current committed spend £6.5m
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Trust balance sheet at M2
Balance Sheet at M2
£millions
Budget
Non-current assets
Intangible assets
Property, plant and equipment
Total non-current assets

Year to date
Actual
Variance

28.6
340.1
368.7

29.4
339.0
368.4

0.8
(1.1)
(0.3)

11.8
82.8
3.3
97.8

11.8
74.3
24.5
110.6

0.0
(8.5)
21.2
12.7

(121.1)
(120.0)
0.0
(0.7)

(128.4)
(120.4)
0.0
(0.5)

(7.3)
(0.4)
0.0
0.3

(23.7)

(21.9)

1.7

Total current liabilities

(265.6)

(271.2)

(5.6)

Net current assets / (liabilities)

(167.7)

(160.6)

7.1

(277.4)

(283.8)

(6.5)

(2.3)

(2.5)

(0.2)

(279.6)

(286.3)

(6.7)

Total net assets employed

(78.6)

(78.6)

0.1

Financed by
Public dividend capital

138.1

138.0

(0.1)

Revaluation reserve

38.3

38.3

(0.0)

(255.1)

(254.9)

0.2

(78.6)

(78.6)

0.1

Current assets
Inventories
Debtors
Cash and c ash equivalents
Total current assets
Current liabilities
Trade Creditors
Borrowings
Other financ ial liabilities
Provisions
Other liabilities: deferred inc ome

Non-current liabilities
Borrowings
Provisions
Total non-current liabilities

Inc ome and expenditure reserve
Total taxpayers' and others' equity
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Cambridge University Hospitals NHS Foundation Trust
Report to the Board of Directors: 10 July 2019

Agenda item
Title
Sponsoring executive director
Author(s)
Purpose
Previously considered by

10
Workforce Race Equality Standard (WRES)
progress report

David Wherrett, Director of Workforce

Monica Jacot, Equality, Diversity and
Inclusion Lead
To receive an update and progress report
on the latest WRES metrics and action
plan.
Management Executive, 27 June 2019

Executive Summary
To give a progress report on the WRES: the latest metrics for the 2019 data submission,
activity, progress on the WRES action plan and the reporting timetable.

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”?

Improving patient journeys
Strengthening the organisation
The report provides assurance on the work
being undertaken to implement the WRES
action plan.
BAF ref: 005
Public Sector Equality Duty of Equality Act
2010; CQC Well-Led framework. WRES is
mandated in the NHS contract
n/a
Yes

Action required by the Board of Directors
The Board is asked to:
•
Note and discuss the progress report and the WRES metrics for 2019.
•
Note that the current WRES action plan 2017-2019 is being refreshed, updated and
revised for consultation with the BAME staff network in July 2019.

Cambridge University Hospitals NHS Foundation Trust
Board of Directors
Workforce Race Equality Standard (WRES) progress report
Monica Jacot, Equality and Diversity Lead
1.

Purpose
1.1

2.

10 July 2019

The purpose of this report is to provide an update on the latest set of
WRES metrics for the 2019 submission to NHS England for data as at 31
March 2019 and actions in the WRES action plan since the last update to
the Board in January 2019.

Strengthening equality, diversity and inclusion
2.1

The Trust has established five priority improvement areas for staff
engagement and experience. These being:
•
•
•
•
•

Strengthening Equality, Diversity and Inclusion
Tackling bullying, harassment and abuse
Staff feel support to have a healthy and safe work experience
Meaningful staff appraisals at CUH
Staff feel listened to, valued, appreciated, confident to speak up and
report concerns

Equality, Diversity and Inclusion is our top priority for 2019/20 as we have
seen little or no improvement in the indicators that we are tracking on an
annual basis.
We are focusing on race equality as evidence from the national NHS
Workforce Race Equality Standard (WRES) work indicates that a clear
focus on this area will have a positive impact on the experience of all staff
including those covered by a range of protected characteristics.
The WRES is the recognised tool we are using to address the gap in the
experience of our Black, Asian and Minority Ethnic (BAME) staff to that of
our white staff. The WRES action plan is a five year plan and has been codesigned with our BAME staff.
The current WRES action plan has been co-produced by the BAME staff
network and directors in 2017 and subsequently updated in January 2019
with the latest iteration of the plan agreed at Management Executive in
May 2019. This follows various discussions at the Board.
The deadline for the annual submission of CUH WRES data to NHS England
is 31 August 2019. In addition, the data and an updated action plan are
required to be published on the Trust website by 27 September 2019.
2.2

WRES metrics for 2019
The data for 2019 WRES Indicators 1-4 and 9 are set out below with
further information in Appendix 1.
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The metrics for Indicators 5-8 are taken from the 2018 national staff
survey and results are included as Appendix 2.
2.2.1 WRES indicator 1: Staff in post as at 31 March 2019
21.6% of our staff are from Black and Minority Ethnic (BME) groups
(an increase of 2.5% on the previous year). This is more diverse
than the community we serve; Cambridgeshire has a population of
7.4% from black and minority ethnic groups (2011 census) and
Cambridge City population is made up of 17.5% BME groups. The
ethnicity of 7.3% of our staff is unknown on ESR.
The latest data shows that once again there are a higher proportion
of BME staff in Bands 2 and 5.
In
7,
•
•
•
•

the last year there has been an increase of BME staff in bands 6,
8a and 8c:
Band 6 from 262 to 315
Band 7 from 111 to 120
Band 8a from 32 to 38
Band 8c from 5 to 6

There are no BME staff employed by the Trust at Bands 8d, 9, or in
Very Senior Manager (VSM) Director and NED roles.
NHS England WRES team published a report in January 2019 A
Model Employer : Increasing black and minority ethnic
representation at senior levels across the NHS which sets out
proposed targets trusts need to set for recruiting BME staff at very
senior manager levels by 2028 to align with the NHS Long Term
Plan. The report asserts:
“There is robust evidence for the effectiveness of having an
ambition that is based upon a commitment to specific goals,
monitored by frequent feedback. Organisations are more likely to
focus on an issue at hand if an official goal or aspiration exists to
act as a reminder of what needs to be achieved”
The report requests trusts that have for instance 1 in 4 staff who
are BME should set a target for 1 in 4 VSM directors by 2028. The
CUH WRES action plan updated at January 2019 had a target 19%
at all levels of the organisation and VSM to be BME. This should be
updated now to 22% at all levels reflecting the new staff in
position; 1 in 5 of our staff are BME so the ambitious target needs
to be 1 in 5 VSM at CUH to be BME by 2028.
2.2.2 WRES indicator 2: Appointment rates after shortlisting
Between 1 April 2018 to 31 March 2019 the relative likelihood of
white applicants being appointed from shortlisting compared to BME
applicants: White <0.79 BME shortlisted applicants to be appointed.
This includes medical and non-medical recruitment. (This means
that across all appointments white applicants are less likely to be
appointed than those BME applicants.
This is a marked change from the previous year, which showed
White candidates were 1.46 times more likely than BME candidates
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to be appointed. At face value the data suggests that white
candidates are now less likely to be appointed. A more detailed
analysis suggests that this significant change is in part due to the
high levels of international recruitment for nursing.
As this
recruitment is undertaken by a third party agency on behalf of the
Trust, the demographic details of successful candidates only, are
retrospectively uploaded onto the Trust’s recruitment system and
therefore the total number of applicants in the denominator is
incomplete.
2.2.3 WRES indicator 3: Relative likelihood of entering disciplinary
investigation
Between 1 April 2018 to 31 March 2019, BME staff are 0.98 x>
than white staff to enter the formal disciplinary investigation
process.
Again this is a marked change from the previous year, when BME
staff were 1.57 times more likely than white staff to enter a formal
disciplinary investigation.
A further breakdown by medical and non-medical staff is as follows:
•
•

Medical staff: BME staff are 0.62 x> white staff to enter formal
disciplinary investigation process
Non-medical staff: BME staff are 1.06 x> greater than white
staff to enter formal disciplinary investigation process

There are a number of factors that are likely to have contributed to
this change. In particular, there has been sustained engagement,
communication and education with Divisional management teams
and leaders on the WRES indicators over the last two years and at
various leadership forums. The EDI lead & BAME staff network
representatives have been working with Divisional Heads of
Workforce and the Employee Relations team to promote awareness
and understanding. Leaders have been encouraged to consider
whether proceeding to a formal disciplinary process is
proportionate, equitable and necessary in all of the circumstances.
More recently work has commenced to develop and make
appointments to the roles of Cultural Ambassadors at CUH. In
addition both the Employee Relations and Medical Staffing Teams
are developing a more formalised approach for the triage of all
cases, when considering whether they should proceed to a formal
disciplinary process. This is in line with a culture of continuous
improvement and to seek to ensure that such decisions are and are
seen to be “Just” for all parties.
2.2.4 WRES indicator 4: Relative likelihood of accessing non-mandatory
training/CPD
From April 2018 to 31 March 2019, white staff are 0.88 times
greater than BME staff to access non-mandatory training (as
captured on DOT). A figure below “1” indicates that white staff
members are less likely to access non-mandatory training.
•
•

This indicator is calculated as follows:
Workforce Profile: White = 7562; BME = 2302
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•

Staff accessing non-mandatory training: White 4482; BME =
1548

This data is taken from DOT, the learning management system. It
is important to note that not all non-mandatory training/CPD is
recorded on DOT. To seek to be able to provide comprehensive
data and analysis, the WRES implementation group has carried out
deep dive exercise in this metric. As a result The Funded Learning
Advisory Group (FLAG) now approves applications for funding for
training and CPD for nurses, allied health professionals and
scientific health professionals and all other non-medical staff. Initial
analysis has been undertaken to review the number of applications
by ethnic group and other protected characteristics and the number
of applicants approved. All applications from BME staff have been
approved. Further work is required to periodically promote the
availability of this funding to all eligible staff and line managers.
In addition, an analysis will be under taken into the take up of
leadership programmes.
These improvements in the metrics 1-4 are very encouraging and
efforts are continuing to ensure that they are sustained.
2.2.5

WRES indicators 5-8 staff survey metrics
The 2018 National staff survey results provide the data set for
indicators 5-8. There has not been any substantial improvement
for these indicators, in particular indicator 7 which is ‘the proportion
of BME staff who believe that the organisation provides equal
opportunities’ where the position has deteriorated.
•
17.5% fewer BME staff than white staff believe the Trust has
equal opportunities for career progression promotion, 1.5%
fewer than the previous year.
•
17% of BME staff reported experience of discrimination
compared to 7% white colleagues.
These metrics, WRES 5-8, require sustained cultural change to
challenge perceptions.

2.2.6 WRES indicator 9: Board representation
The Trust does not currently have BME representation at the Board
of Directors, including Non-Executive Directors.
The Trust is currently undertaking a NED recruitment exercise,
using an external search organisation, Audeliss, to recruit to a new
NED role which places an emphasis on identifying a candidate who
can support the Board with its equality and inclusion aspirations.
The lack of improvement in the metrics 5 – 9 is extremely disappointing
and efforts are continuing to ensure that progress is made in these
experiential indicators.
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2.3

WRES action plan progress
Since the last update the WRES implementation group has met regularly
with leads on the WRES action plan to ensure traction and measure
progress. The updated position against the WRES action plan at June 2019
is detailed in Appendix 3. Key activity to highlight includes:
Recruitment
•
All acting up and secondment opportunities have been advertised
centrally since October 2018
•
Introduction of diverse interview panels for senior posts above band
8a.
Disciplinary processes
•
Recruitment process to the role of Cultural Ambassador underway with
the first cohort of training scheduled for July 2019
•
A programme of ongoing support is being developed
•
Both the Employee Relations and Medical Staffing Teams are
developing a more formalised approach for the triage of all cases
•
CUH is actively contributing to the development of region-wide best
practice
Reverse mentoring
Funding was approved in March for Prof Stacy Johnson, MBE, University of
Nottingham to scope and implement a reverse mentoring scheme at CUH,
based on her ReMEDi framework. CUH is one of 10 trusts to do so. In
May, Stacy delivered briefing session for interested staff and we are
currently seeking expressions of interest and recruiting from BME, LGBT+
and disabled staff to be trained as reverse mentors. To date expressions
of interest have been received from 9 BME staff, 3 disabled staff and 4
LGBT+ staff. Training dates are planned in September. Mentors and
mentees will receive 1 hour briefing sessions from Stacy, who will match
mentors to mentees and meet regularly with mentors to support them in
action learning sets.
The BAME staff network meets regularly to review progress and is involved
in the WRES implementation group and engaging with their divisions.
As confirmed in previous WRES reports the NHS WRES team has shared
the evidence base, of the most effective ways in which to improve race
equality in organisations. Dr David Williams, Harvard Professor and a
researcher of major equality change programmes states that “in order for
the culture in organisations to improve on workforce race equality,
organisational attention needs to be paid simultaneously to ensure that
there exists:
•
Demonstrable and robust leadership from the Board
•
Accountability of the CEO and senior leadership team
•
Mandated metrics (in the NHS, the WRES indicators)
•
Meaningful and sustained communication
•
Visible black and minority ethnic role models
•
Resources and support
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Research tells us that the implementation of a strategy that covers these
cited areas over a sustained period of time (a minimum of five years is
suggested) can produce continuous and system wide improvements in
workforce race equality.
This is the strategic approach of the NHS WRES team, of best practice
trusts and also the approach at CUH. Over the past year, the WRES
implementation group has been a key factor in ensuring the WRES action
plan has and maintains traction. We are pleased to report that we are
currently recruiting an additional post of a 1wte EDI project manager to
support the EDI function as part of the Trust’s commitment to address
inequality.
3.

Recommendation
The Board of Directors is asked to:
• Note and discuss the progress report and the WRES metrics for 2019.
• Note that the current WRES action plan 2017-2019 is being refreshed,
updated and revised for consultation with the BAME staff network in July
2019.

4.

Appendices
Appendix 1: WRES staff profile by trust and by division
Appendix 2: WRES indicators table – CUH 2018 and national average
Appendix 3: WRES action plan updated as at June 2019
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Appendix 1: Staff profile Trust and by Division

Trust overall as at 31 March 2019
Excludes TPP, Bank, Honorary, Agency, ACT staff
HC
Staff Group
Apprentice
Band 1
Band 2
Band 3
Band 4
Band 5
Band 6
Band 7
Band 8 - Range A
Band 8 - Range B
Band 8 - Range C
Band 8 - Range D
Band 9
M&D
Directors
Grand Total

1|Page

White
32
2
1,009
752
692
1,286
1,288
1,026
343
113
77
27
26
876
16
7,562

BME

% of HC
White
1
86.5%
1
33.3%
66
75.0%
38
75.3%
19
87.8%
377
52.6%
110
75.2%
48
85.9%
6
88.6%
91.1%
2
90.6%
3
90.0%
2
92.9%
97
60.8%
100.0%
773
71.1%

Not stated
4
3
271
209
77
781
315
120
38
11
6

467
2,302

Total HC
BME
10.8%
50.0%
20.1%
20.9%
9.8%
32.0%
18.4%
10.1%
9.8%
8.9%
7.1%
0.0%
0.0%
32.4%
0.0%
21.6%

Not stated
2.7%
16.7%
4.9%
3.8%
2.4%
15.4%
6.4%
4.0%
1.6%
0.0%
2.4%
10.0%
7.1%
6.7%
0.0%
7.3%

37
6
1,346
999
788
2,444
1,713
1,194
387
124
85
30
28
1,440
16
10,637

Appendix 1: Staff profile Trust and by Division

Trust overall
Excludes TPP, Bank, Honorary, Agency, ACT staff
HC
Staff Group
Apprentice
Band 1
Band 2
Band 3
Band 4
Band 5
Band 6
Band 7
Band 8 - Range A
Band 8 - Range B
Band 8 - Range C
Band 8 - Range D
Band 9
M&D
Directors
Grand Total

2|Page

White
22
6
882
721
669
1,278
1,251
970
308
108
73
18
24
851
15
7,196

BME

% of HC
White
4
73.3%
1
60.0%
79
71.9%
143
70.2%
22
86.3%
410
57.6%
102
77.5%
46
86.1%
8
88.5%
4
87.8%
5
88.0%
3
85.7%
1
96.0%
67
62.4%
100.0%
895
71.9%

Not stated
4
3
266
163
84
529
262
111
32
11
5

445
1,915

Total HC
BME
13.3%
30.0%
21.7%
15.9%
10.8%
23.9%
16.2%
9.8%
9.2%
8.9%
6.0%
0.0%
0.0%
32.6%
0.0%
19.1%

Not stated
13.3%
10.0%
6.4%
13.9%
2.8%
18.5%
6.3%
4.1%
2.3%
3.3%
6.0%
14.3%
4.0%
4.9%
0.0%
8.9%

30
10
1,227
1,027
775
2,217
1,615
1,127
348
123
83
21
25
1,363
15
10,006
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Appendix 2 WRES indicators 5-8 and 9 CUH 2017 , 2018 and national
WRES
Indicator
Ethnic
CUH Trust
CUH
indicator Description
group
2017 staff
2018 staff
survey
survey

Indicator
5

Indicator
6

Indicator
7

Indicator
8

Indicator
9

Percentage of
staff
experiencing
harassment
bullying or
abuse from
patients,
relatives or the
public in the
last 12 months
Percentage of
staff
experiencing
harassment ,
bullying or
abuse from
staff in the last
12 months
Percentage of
staff believing
the Trust
provides equal
opportunities
for career
progression or
promotion
Percentage of
staff
experiencing
discrimination
at work from
their
manager/team
leader or other
colleagues in
the last 12
months

Percentage
difference
between the
organisations’
board
voting
membership
and its overall
workforce

average
National
Average
2018 staff
survey
Acute
trusts

White

22.9%

24.0%

28.2%

BME

24.3%

28.0%

29.8%

White

24.4%

24.3%

26.4%

BME

29.2%

26.9%

28.6%

White

86%

87.0%

86.5%

BME

70%

69.5%

72.3%

White

7.7%

7.9%

6.6%

BME

16.8%

17.0%

14.6%

CUH Trust
2017/2018

CUH Trust
2018/19

National
Average
/2018

White

100%

100

7.4%

BME

0 Board
members

0 Board
members

7%
1 Board
member

Appendix 2 WRES indicators 5-8 and 9 CUH 2017 , 2018 and national average
Table taken from NHS WRES 2018 data analysis report

Appendix 3

WRES Action Plan 2018 to 2020 update as at June 2019
WRES indicator
and objective

Gaps as at 31
March 2019

Actions

Current status update

Owner

Target dates

Indicator 1:
Percentage of staff
in each of the AfC
Bands 1-9 or
Medical and Dental
subgroups and
VSM compared
with the
percentage of staff
in the overall
workforce

Overall 22% of CUH
staff are BAME

1. Advertise all acting up,
secondment and work
shadowing opportunities for
all staff to apply to ensure
equity to develop work
experience.

1. Recruitment services process
in place since September
2018 whereby no contracts
will be issued for Acting up
positions or secondments
unless these have been
advertised first

1. Annesley
Donald,
Deputy
Director
Workforce

1. Completed

Objective: To
address the under
representation of
BME staff in senior
roles
22% BME
workforce to be
represented at all
levels in the
workforce
Target of 1 in 5
VSM BME by 2028

No BME staff in
bands 8d and 9 or
VSM

2. Establish a BAME Staff
Network to offer support to
address impact of racism and
discrimination with CEO as
board champion - to monitor
and report to MSF and Board
3. Develop WRES dashboard
KPIs for each division and
corporate area for sharing
with those teams. Establish
hot spots for focused action
4. BAME staff network reps for
each division to be recruited
to attend Divisional board
meeting
5. EDI training programme for
all Divisional and corporate
directorates senior
management teams and
middle managers

2. BME Staff Network in place
since April 2017 launched July
2017. Term of reference
agreed. Board champion is
CEO. Network meets
regularly and reps attend
WRES implementation group.
Roland attended network
meeting in November
3. WRES staff profile, staff
survey data for indicators 5-8
and disciplinary data for
indicator 3 shared with
divisions in 2017 and now
repeat presentations for 2018
data to B and D so far
4. Divisions are in the process of
identifying representatives
5. 9 half day Demystifying
Equality Diversity and
Inclusion Workshops held
February to September 2018
with a total of 109 attending.
11 more workshops
commissioned for 2019 with
space for 20 per session

2. Monica
Jacot, EDI
Lead
3. Monica
Jacot, EDI
Lead
4. Monica
Jacot, EDI
Lead with
BAME
network
reps

5. Monica
Jacot, EDI
Lead

Action
RAG
rating

2. Completed

1.
GREEN

3. Completed

2.
GREEN

4. On-going
5. Completed

3.
GREEN
4.
AMBER
5.
GREEN

WRES Action Plan 2018 to 2019 update as at April 2019
WRES indicator
and objective

Gaps as at 31
March 2019

Actions

6. Divisional Director
representative to attend
BAME staff network to
report on WRES
7. BAME Staff Network
representatives to be
given protected time to
attend monthly network
meetings, 2 hours
8. BAME Staff Network
representative to be
invited to attend Board
meetings
9. Divisional Director
representative to attend
Equality, Diversity &
Dignity Steering Group
meetings
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Current status update

6. BAME network to invite
Divisional Directors

Owner

Target dates

6.

6. May 2019

7. January 2019 Email from
Director of Workforce sent
to all Divisional Directors
8. BAME Staff Network
Chair and representatives
verbally advised at BAME
staff network meeting in
February

7.

8.

Erica
Chisanga,
Chair
BAME
Staff
network
David
Wherrett,
Director of
Workforce
Ian
Walker,
Director of
Corporate
Affairs

Action
RAG
rating

7. Completed

6.
AMBER

8. Partial
May 2019

7.
GREEN
8.

WRES Action Plan 2018 to 2019 update as at April 2019
WRES indicator
and Objective

Gaps as at 31
March 2018

Actions

Current status update

Owner

Target dates

Indicator 2:
Relative likelihood
of BME staff being
appointed from
shortlisting
compared to that
of white staff
being appointed
from shortlisting
across all posts

White staff 1.46 times
greater than BAME
staff to be appointed
after shortlisting
across all posts.

1. Executive Director mentoring
programme in place for BAME
staff in bands 7 to encourage
development and
understanding

1. Mentoring scheme in place. 5
of the 25 staff mentored have
gone on to be promoted

1. Monica
Jacot, EDI
Lead

1. Completed

2. Scoping underway

The national average
is 1.6

2. Career coaching, mentoring
and interview preparation for
BAME staff promoted across
the Trust

3. Audits and spot checks of
sample job files carried out
monthly by division have
been carried out by the
Recruitment data manager
which have revealed poor
note taking, inconsistency of
scoring, not clear why some
candidates were chosen over
others and no evidence of
what feedback has been
given to unsuccessful
candidates.

2. Joan Milne
& Karen
Clarke
Associate
Directors of
Workforce

Objective:
White and BME
staff have
consistent
appointment rates
Improve feedback
to unsuccessful
candidates

Shelford group
ranking: CUH is 5th
out of 10 for this
indicator

3. Interview notes and outcomes
processes are audited. Audit
results to the WRES
Implementation Group and to
the Workforce and Education
Committee
4. Detailed root cause analysis
to drill down recruitment data
by division/ job type to be
discussed with divisions
5. Review of Recruitment and
selection training after
outcome of audit
6. Continue to promote
Understanding bias e-learning
programme to achieve 90%
take up
7. Completion of
Understanding bias e- learning
to be mandatory for all
recruiting managers and
interviewers.
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4. To look at WRES recruitment
indicator 2 data by division to
focus attention on recruitment
to posts 8 posts and above,
Consultants and direct reports
to ME. Produce monthly
reports now set up
5. Recruitment and selection
training has been reviewed
at January and the new
programme from May is to
be delivered by subject
matter experts to incorporate
anti-discrimination training,
the content of the person
specification and the giving

3. Annesley
Donald,
Deputy
Director of
Workforce
4. Julie
Chapman,
Head of
Resourcing
5. Annesley
Donald,
Deputy
Director of
Workforce
6. Monica
Jacot, EDI
Lead
7. Annesley
Donald,
Deputy
Director of
Workforce

2. June 2019
3. On-going
4. June 2019
5. January
2019

Action
RAG
rating
1.
GREEN
2.
RED
3.
GREEN

6. On-going
7. On-going

4.
AMBER
5.
AMBER
6.
AMBER
7.
AMBER
8.
AMBER
9.
AMBER
10.
AMBER

WRES Action Plan 2018 to 2019 update as at April 2019
WRES indicator
and Objective

Gaps as at 31
March 2018

Actions

8.

9.

Ensure that we have
diverse interview panels:

9a

Ensure that interview
panels are prompted to
consider a diverse panel
(as part of the overall
equality agenda, in the
first instance this will
focus on gender)

9b

Recruit and train pool of
BME staff/ service
users/wider STP area to
sit on interview panels to
enable no all-white
interview panels for all
band 8a and above
Identify a date when
diverse interview panels
in terms of race (as well
as gender) are in place

10.

Shorter version of
unconscious bias training
to be implemented for all
staff

11.
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Develop the Exec
Mentoring scheme into a
full Reverse Mentoring
programme at scale
including for lower banded
roles (not just Band 7 and
8a).

All recruiting managers to

Current status update

of constructive feedback will
be mandatory
6. 80% compliance rate for
completion of Understanding
bias.
7. Completion of
Understanding bias elearning is now mandatory
for all recruiting managers
and interviewers.
8. Initial scoping of
implementation of Reverse
Mentoring scheme with
Associate Professor Stacy
Johnson, MBE using
ReMEDI framework. 5
March funding agreed by
FLAG.
Planning communication
recruit, train, Reverse
Mentors BME staff and
mentees and potential to
expand to other protected
characteristics
8a. Train Mentors / mentees
8b. Match pairs
8c. Launch 6 – 9 month
mentoring
9a Since October all Recruiting
panels are prompted on
TRAC to consider diverse
panel
9b BME reps on all interview

Owner

Target dates

8. Monica
Jacot, EDI
Lead

8a. May
8b. June
8c, Sept

9. Annesley
Donald,
Deputy
Director
Workforce

9a Oct 2018
9b. April
2019
9c.Jan 2020

10. Monica
Jacot,
EDI Lead
11.Annesley
Donald,
Deputy
Director of
Workforce
/Linda Hering
Employee
Development
Manager

10.March
2019
11. May
2019

Action
RAG
rating
11.
AMBER

WRES Action Plan 2018 to 2019 update as at April 2019
WRES indicator
and Objective

Gaps as at 31
March 2018

Actions

undertake recruitment
training (mandatory) and
every 3 years

Current status update

panels on 8c and above
recruit and train
9c. No all White interview panels
for all band 8a and above
10.

Short video link Royal
society Unconscious
bias sourced to be
shared with all interview
panels sent ahead by
Recruitment service. M

11.

New revised R&S
training 2 hours for all
recruiting managers/
interviewers to attend
between 6-9 months.
Lecture theatre style.
Pilots held in January
2019.
To be advertised and
launched April now put
back now to May. To be
supplemented by bite
size practical skills
training sessions from
L&D team : on interview
skills; Writing job
descriptions & person
specifications
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Owner

Target dates

Action
RAG
rating

WRES Action Plan 2018 to 2019 update as at April 2019

WRES indicator
and Objective

Gaps as at 31
March 2018

Actions

Indicator 3:
Relative likelihood
of staff entering
the formal
disciplinary
process as
measured by entry
into a formal
disciplinary
investigation

BAME staff 1.57
times greater than
white staff to enter
the formal
disciplinary
investigation

1. Introduce cultural
ambassador (CA)
programme for BAME CAs
be involved in disciplinary
investigations and
disciplinary hearings
where actions against a
BAME individual is a
possible outcome

Objective:
To eliminate
difference
between BAME
and white
individuals

2. Introduce a review
process panel (a ‘triage’
process), before entering
a formal investigation
process to discuss the
necessity for a formal
investigation, who will
undertake any
investigation and the
scope of the investigation

Current status update

1. CA programme being
scoped. Job role and
training programme
discussed. RCN and
CCS cultural ambassador
attended meeting in
further November with
ER team DHoWs and
BAME staff
RCN have given M Jacot
dates for training 22 23
24 July and draft advert
to use
29 April 2019 advert
open
Close applications: 24
May
To phase in CA role in
disciplinary processes
from September initially
in Triage process
2. Disciplinary procedure –
to be amended to include
triage process – when
allegations made a
meeting of member of
Divisional board with
Head of ER/Team before
any investigation
proceeds to agree
necessity for a formal
investigation, who will
undertake any
investigation and the
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Owner

1.

2.

Target dates

Richard Lewis, 1. Sept 2019
Associate,
Director of
2. May 2019
Workforce
Richard
Lewis,
Associate
Director of
Workforce/
Claire
Sorenson,
Head of
Employee
Relations

Action
RAG
rating
1.
AMBER
2.
AMBER

WRES Action Plan 2018 to 2019 update as at April 2019
scope of the investigation
As currently – all cases
involving potential
safeguarding issues
assessed by Chief Nurse
before any investigation
proceeds
Royal Free has sent
proforma they use.
Revision to Disciplinary
procedure - New section
to be included to be
drafted by Head of
Employee Relations for
Policy sub group
discussed May and June
2019
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WRES Action Plan 2018 to 2019 update as at April 2019

WRES indicator
and Objective

Gaps as at 31
March 2018

Indicator 4:
Relative likelihood
of staff accessing
non-mandatory
training and CPD

White staff 1.13 times
more likely to access
non-mandatory
training than BAME
staff.

Objective:
No difference in
likelihood of
accessing nonmandatory
training between
White and BME
staff

Page 8 of 16

Actions

1. Identify reasons with a root
cause analysis of data and
establish where there is
variation across divisions
and Corporate areas
2. WRES implementation
group to examine data
drilled down by Division
3. Track applications for
training to the new central
Funding Learning
Application group (FLAG)
that was formed in 2018

Current status update

Owner

Target dates

1. Initial progress report provided
by Associate Director of
Workforce

1. Karen
Clarke,
Associate
Director of
Workforce

1. April 2019

2. Initial progress report provided
by Associate Director of
Workforce
Report on analysis
applications to
apprenticeships/training to
share at next WRES
implementation group
3. Initial progress report provided
by Associate Director of
Workforce
Analysis of FLAG applications
from April 2018 received
February 2018
20.9% applications from BME
staff none declined
70.5% white
8.6% undefined

2. Karen
Clarke,
Associate
Director of
Workforce
3. Karen
Clarke,
Associate
Director of
Workforce

2. April 2019
3. April 2019

Action
RAG
rating
1.
AMBER
2.
AMBER
3.
AMBER

WRES Action Plan 2018 to 2019 update as at April 2019
WRES
indicator and
Objective
Indicator 5:
KF25
Percentage of
staff
experiencing
harassment,
bullying or abuse
from patients,
relatives or the
public in the last
12 months
Objective
To reduce
percentage
experiencing
harassment
abuse from
patients and
provide support
to staff with
mechanisms to
raise concerns

Gaps as at 31
March 2018
23% of white staff
and 24% of BAME
staff experiencing
harassment and
abuse (2017 staff
survey)
Latest
Staff survey 2018
24% white staff
and 28% BME staff
experiencing
harassment and
abuse

Actions

1. Zero tolerance campaign
with re-launch of “Please
respect us we are here to
help you” posters
campaign updated key
messages on procedure
and Intranet and public
website and briefing
training for staff to
challenge
2. Implementation of “yellow
card” “red card”
communication to
patients to set
expectations of
behaviour and
consequences
3.

Escalation of serious
concerns, including hate
crimes, to police or via
legal processes

Current status update

1.

Hate crime reporting sessions
held as part of NHS Equality and
Human rights week 2018.
Delayed revamp of please
respect us poster
February 2019 meeting:
MJacot/Maura Screaton to review
process of reporting harassment
by patients and the public and
what communication should be
displayed

2. Review of numbers of yellow card
/red card issue
Violence and Aggression
procedure has been re-drafted by
Director of estates and facilities
and strategy refreshed; new
training programme, and building
internal capacity in Estates and
facilities bring external staffing in
to deliver new training
programme
Datex reports show small
numbers of incidents report racial
harassment/ harassment and
abuse.
3. True vision hate reporting link is
on Trust website
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Owner

Target dates

1. Maura
Screaton,
Deputy
Chief Nurse
and Monica
Jacot, EDI
lead

1. September
2019

2. Maura
Screaton,
Deputy
Chief
Nurse/
Carin
Charlton
Director of
Estates
Facilities
3. Carin
Charlton
Director of
Estates
Facilities

Action
RAG
rating
1.
AMBER

2. June 2019
3. On-going

2.
AMBER

WRES Action Plan 2018 to 2019 update as at April 2019
WRES
indicator and
Objective
Indicator 6:
KF26
Percentage of
staff
experiencing
harassment
bullying or abuse
from staff in the
last 12 months
Objective:
Improved staff
survey results to
be better than
the trust average

Gaps as at 31
March 2018

Actions

2017 staff survey
24% White staff and
29% BAME staff
experienced
harassment bullying
or abuse from staff
in the last 12
months.

1. Collective Call to Action
MSF sub group agreed
a range of interventions
co-designed Call to
action Bullying and
Harassment pledge
building on values and
behaviours

2018 Staff survey
24.3% White
26.9% BME
experienced
harassment bullying
or abuse from staff
in the last 12
months.

2. Bullying and Harassment
and incivility action plan

Owner

Target dates

1.

1. Annesley
Donald,
Deputy
Director
Workforce

1. May 2019

2.

3. Root cause analysis to
establish hot spots
shown in the Divisional
WRES data dashboards
4. Training managers to
deal with inappropriate
behaviour through EDI
development programme
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Current status update

The new Anti-Bullying and
Harassment “The Hold Up The
Mirror” campaign is being launched
in Spring 2019 to ask staff and
leaders to reflect on the behaviour
of themselves and others. This
campaign will use real, anonymised
stories to support the campaign
messages.
The bullying and harassment and
incivility action plan agreed with ME
seeks to address incivility, microbehaviours and creating a “Just
Culture” learning from the work of
NHS Mersey Care with training
programme

3.

WRES data shared with
divisions and triangulated with
patient data. This information will
be the focus of the next deep dive
exercise by WRES implementation
group in January

4.

9 half day Demystifying Equality
Diversity and Inclusion Workshops
held February to September 2018.
11 workshops commissioned for
2019 - 20 places per session

2. January
2019
3. Completed

2. Richard
Lewis,
Associate
Director
Workforce
3. Monica
Jacot, EDI
Lead
4. Monica
Jacot, EDI
Lead

Action
RAG
rating
1.
AMBER
2.
AMBER

4. On-going
3.
GREEN
4.
GREEN

WRES Action Plan 2018 to 2019 update as at April 2019
WRES
indicator and
Objective
Indicator 7:
KF21
Percentage of
staff believing
that organisation
provides equal
opportunities for
career
progression or
promotion
Objective:
To close the gap
in experience
and perception
of White and
BME staff. For
CUH to be in the
top quartile for
this indicator.

Gaps as at 31
March 2018

Actions

Current status update

Owner

Target dates

86% white
70% BAME
16% difference (in
2017 staff survey)

As for indicator 2 above
1. BAME Mentoring
programme

1. Mentoring scheme in place. 5 of the
25 staff mentored have gone on to
be promoted

1. Monica
Jacot,
EDI Lead

1. Completed

2. Career coaching,
mentoring and interview
preparation for BAME
staff promoted across
the Trust

2. Scoping underway

2. Karen
Clarke,
Associate
Director of
Workforce/
Joan Milne,
Associate
Director
Workforce

2018 staff survey:
87.0% White
69.5% BME
believing that
organisation
provides equal
opportunities for
career progression
or promotion
Now:
17.5% fewer BME
staff believe trust
provides equal
opportunities for
career progression
or promotion

3. Opportunities for
shadowing, work
experience,
secondment, for all
bands to be advertised
openly across the Trust
available for all to see
and all to apply to
ensure transparency and
combat favouritism
4. Continue to promote
Understanding bias elearning training
mandatory for line
managers for 90%
compliance
5. BAME staff network to
offer support to address
the impact of
experiencing racism
6. Celebrating BAME role
models & cultural
diversity
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3. Recruitment services process in
place since September 2018
whereby no contracts will be issued
for acting up positions or
secondments unless these have
been advertised first.

6. Promotion of NHS Windrush 70
awards in June 2018. 10 CUH staff
nominated 9 shortlisted & 1 won. 2
Oct 2018 Windrush 70 film night;
9 Nov 2018 cultural diversity
celebration. Planning events for
NHS Equality & Human Rights
week 13-17 May 201 & on 8 Nov
2019
Cherron Inko-Tariah, MBE author of
The Incredible Power of Staff
Networks to facilitate workshop for
network representatives
7. EDI lead continue to work with
Cambridge Global Health
Partnerships and link in for
partnership working include in
Diversity celebration events

3. Completed
4. On-going

3. Annesley
Donald,
Deputy
Director of
Workforce
4. Monica
Jacot,
EDI Lead
5. Monica
Jacot,
EDI Lead
6. Monica
Jacot,
EDI lead
7. Monica
Jacot,
EDI lead

1.
GREEN
2.
AMBER
3.
GREEN

5. On-going
6. On-going

4. 83.6% compliance currently
5. BAME staff network in place meets
bimonthly

2. June 2019

Action
RAG
rating

7. On-going

4.
AMBER
5.
GREEN
6.
AMBER
7.
GREEN

WRES Action Plan 2018 to 2019 update as at April 2019
WRES
indicator and
Objective
Indicator 7:
KF21
Percentage of
staff believing
that organisation
provides equal
opportunities for
career
progression or
promotion
(continued)
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Gaps as at 31
March 2018

Actions

8. Promote Cambridge
Global Health
Partnerships as a
vehicle for meaningfully
building cultural
awareness and
sensitivity both overseas
and in the UK for
members of the CUH
workforce

Current status update

Owner

Target dates

Action
RAG
rating

WRES Action Plan 2018 to 2019 update as at April 2019

WRES
indicator and
Objective
Indicator 8:
Q17b In the last
12 months have
you personally
experienced
discrimination at
work from
manager/leader/
or other
colleagues
Objective:
To close the gap
in experience
between White
and BME staff in
responses to this
question .
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Gaps as at 31
March 2018
2017 staff survey 8%
White and 17%
BAME staff have
experienced
discrimination at
work from
manager/leader or
other colleagues.
2018 staff survey
7.9% white and
17.0% BME
experienced
discrimination at
work

Actions

1. Continuation of
Understanding bias elearning training
mandatory for line
managers
2. Introduce Quarterly
equality complaint
monitoring
3. Empower the BAME
staff network in
partnership with equality
lead to develop a “safe
space” for staff to
discuss discrimination &
access support and
share their stories at
senior forums

Current status update

Owner

Target dates

1. 80% compliance rate for completion
of Understanding bias

1. Monica
Jacot, EDI
Lead

1. On-going

2. To progress with ER team and
Workforce information
3. BAME staff network meets
bimonthly. BAME staff network
online survey out in September and
October to all BME staff to promote
the network. Erica Chisanga, Chair
of network and EDI lead meeting
with divisions to promote network
and share WRES results. CEO has
met Freedom to Speak up guardian
to recruit diverse listeners in
December 2018

2. Monica
Jacot, EDI
Lead
3. Monica
Jacot, EDI
Lead

2. October
2019
3. On-going

Action
RAG
rating
1.
AMBER
2.
AMBER
3.
GREEN

WRES Action Plan 2018 to 2019 update as at April 2019
WRES indicator
and Objective

Gaps as at 31
March 2018

Actions

Current status update

Owner

Target dates

Indicator 9:
Percentage
difference
between the
organisations’
Board
membership and
its overall
workforce.

At 31 March 2018
there are no board
members that are
BME.

Board to support actions to
address talent management
of BAME staff

1. Board members are mentoring BME
staff

1. Monica
Jacot, EDI
Lead

1. Completed

Objective:
To increase BME
board
representation

Currently CUH is 1
of 5 Shelford group
trust with no BME
representation on
the Board

1. BAME Reverse
Mentoring Scheme. All
Board members will be
invited to participate in
this scheme (see page 5
Indicator 2 action 8)
2. Diversity related seminar
training sessions for the
board
3. Take steps that builds a
more diverse board
4. Apply to host NExT
director placement a
BAME delegate under
NHSI scheme
5. BAME staff network
member to be invited to
attend Board meetings
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2. Jagtar Singh gave Board EDI
training session to November board
with EDI lead, further speakers
planned

2. Monica
Jacot, EDI
Lead

2. November
2018 to
September
2019

Action
RAG
rating
1.
GREEN
2.
AMBER

3. March 2019
3. The Directors of Workforce and
Corporate Affairs are identifying
routes to build diversity at board

3. Ian Walker,
Director of
Corporate
Affairs

4. Email sent to NHSI scheme

4. September
2019
5. May 2019

4. Ian Walker,
Director of
Corporate
Affairs
5. Ian Walker,
Director of
Corporate
Affairs/
Monica
Jacot, EDI
Lead

3.
AMBER
4.
AMBER
5.
AMBER

WRES Action Plan 2018 to 2019 update as at April 2019
WRES indicator
and Objective
Governance

Gaps as at 31
March 2018

Actions

1. Workforce and Education
Committee and the
Board to oversee
delivery of WRES action
plan and overall EDI
strategy.
2. Equality & Diversity lead
is sharing learning from
taking part in first cohort
of NHS WRES experts
development programme
which ends November
2018
3. Review of EDI / WRES
governance
arrangements to be
undertaken
4. Ensure all corporate
publications have diverse
staff representation
5. Develop communications
strategy for WRES

Current status update

Owner

Target dates

1. WEC receive regular reports

1. Monica
Jacot, EDI
Lead

1. On-going

2. EDI lead completed first cohort NHS
England WRES experts programme
and is sharing learning within CUH,
wider system & working
collaboratively across the Midlands
East region and STP with other
WRES experts
3. Review of governance arrangements
has been undertaken. As a result:
A new WRES implementation group
was set up in Aug 2018. The group
includes BME network reps with
leads for each section of WRES
action plan, representation from
each division and a senior workforce
analyst.

3. Monica
Jacot
EDI Lead
and Roland
Sinker, CEO
4. Ian Walker,
Director of
Corporate
Affairs
5. Ali Bailey,

WRES implementation group has
met 3 times since August 2018 and
completed two deep dive sessions
on indicator 2 and 7 with proposed
additions to WRES action plan
CEO is BAME network Board
champion. He met with BAME
network on 28 November. On-going
engagement being discussed
Equality, Diversity & Dignity Steering
Group (covering both staff and
patients) to be chaired jointly by the
CEO and Chief Nurse.
WRES implementation group and

Page 15 of 16

2. Monica
Jacot, EDI
Lead

Director of
Communications

2. On-going

Action
RAG
rating
1.
AMBER

3. Completed
4. On-going
5. Date to be
agreed

2.
AMBER
3.
GREEN
4.
AMBER

WRES Action Plan 2018 to 2019 update as at April 2019
Equality, Diversity & Dignity Steering
Group will report to the Management
Executive
4. On-going
5. Joan to invite Ali Bailey to WRES
implementation group to consider
communications strategy
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Executive Summary
This paper provides an update on multi-professional education, learning and
development activity. The content of this paper sets out progress since the last Board
report aligned to the key themes set out in the Trust’s Education, Learning and
Development Strategy.
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”?

Improving patient journeys
Strengthening the organisation
Inadequately trained staff
Inability to recruit and retain staff
Inability to develop shortage skills and
staff

BAF ref: 004
In order to maintain professional
registration staff need to receive
continuous professional development.
There are a number of regulatory
requirements relating to staff training
requirements.
In order to have sustainable services the
Trust needs to ensure a supply of suitably
qualified and trained staff.
Yes

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

Cambridge University Hospitals NHS Foundation Trust
Board of Directors
Multi-professional Education, Learning, Development and Training
Dr Arun Gupta, Maura Screaton, Karen Clarke
1.

Introduction/Background

1.1

This paper provides an update on multi-professional education, learning and
development; its purpose is to provide information about a number of key
developments since the last report in March, 2019. It uses the eight themes of
the Multi-professional Education, Learning & Development Strategy (MELDS) work
plan to set out a range of developments since the last Board report.

1.2

The eight themes of the Trust’s multi-professional education, learning and
development strategy and work plan are:
Theme 1: Good learning experience for all students/learners
Theme 2:

Sustainable Continuous Professional Development (CPD) and multidisciplinary learning

Theme 3: Maximise the opportunities of the Apprenticeship Levy
Theme 4: Great leadership and management development
Theme 5: Innovation leading to new roles and routes to training and employment
Theme 6: Modern fit for purpose education facilities and resources
Theme 7:

Opportunity to learn and develop speciality skills in a world leading
environment

Theme 8: Strong partnership working with education providers
1.3

A focus on Pathology and Pharmacy
This report provides the Board with a particular focus on education, learning and
in pharmacy and pathology. These are attached at Appendices 1 and 2. Sue
Oddy, CUH Lead Clinical Scientist, will be present to outline the pathology
summary and respond to any questions from board members.

2.

Theme One: Good learning experience for all students / learners

2.1

Postgraduate Medical Education
2.1.1

GMC Trainee Survey - 2019
The 2019 trainee survey closed in May, with the results expected in early
July. Through this process three comments around patient safety and two
comments around undermining have been received.
The Trust has
investigated these concerns and formulated action plans which have been
returned to the GMC via HEE.
Shadow survey results have been disseminated at the Educational
Supervisors update meeting.
Areas of concern were addressed with
relevant groups at the start of the GMC survey itself.
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2.1.2 Guardian of Safe Practice – Exception Reports
12 education exception reports (where doctors in training did not access
relevant training) were received in quarter four (1 February – 31 April)
• Haematology – 6
• Medical microbiology and virology -4
• Obstetrics and Gynaecology – 2
The data can also be a good indicator of the specialties that may have red
outliers in the GMC trainee survey.
2.1.3

Foundation Training Annual Review
The Annual Review of Competency Progression (ARCP) which is the signoff for the Foundation Year doctors is taking place in June.
The programme is being finalised for the annual Preparing for Professional
Practice (PfPP) week which takes place in July for the next cohort of FY1
trainees.
HEE EoE has provided funding for two Virtual Reality Headsets and 107
user licenses to support the Foundation Training Programme at CUH
There are various ways that virtual reality can be adapted as an effective
educational tool for example:
• The VR system does not require faculty. Individuals can practise
scenarios at any time that suits the trainee.
• All VR sessions can fit in around the trainees’ schedule. As such, VR
simulation can be used if the trainee cannot attend some of their usual
educational sessions or if there is a requirement for additional training
or remediation. It can also be used for trainees returning to practice.

2.2

Pre-registration Nursing and midwifery
The Trust is working with partner Higher Education Institutions (HEIs) to
implement the new Nursing and Midwifery Council (NMC) standards for student
supervision and assessment in September 2019 in preparation for the Future
Nurse Standards. We continue to triangulate student experiences, evaluations
and feedback to ensure a quality learning environment. Student feedback through
the national education and training surveys (NETS) responses indicated the
importance of induction, orientation and support for our learners.
2.2.1 Future nurse
In line with HEE targets, the Trust has commissioned a 25% increase in
student midwives, adult and paediatric nurses for 2019/20. This increase
will help to secure our future workforce and is based on positive feedback
from HEIs, students and mentors. Work is underway to increase retention
of adult, paediatric and midwifery students. This is to meet the NHS Chief
Nursing Officer’s target of increasing students places 5000 by September
2019.

2.3

Allied Health Professionals (AHPs)
The Trust is keen to ensure that all professions have in place ways of receiving
feedback from students and the HEIs on the experience of training with CUH, and
where this is less than positive, or where there can be improvements this is
considered and addressed. As an indicator of numbers the Board is reminded
that we support the following AHP students each year:
•

Speech and Language therapy: 6-8 MSc 2 and 3 year level students from the
Universities of Essex and East Anglia.
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2.4

•

Physiotherapy: 60 students from the Universities of Essex, Hertfordshire and
East Anglia every year; 40 on BSc (3 years) and 20 on MSc (2 years). They
also encourage elective students from around the country as these are usually
students with a local link and with an increased likelihood of being applicants
for band 5 Physiotherapy roles. The Physiotherapy department has a high
level of applications from newly qualified graduates who trained elsewhere
and who are important to fill the 22 band 5 posts that turnover due to
promotion or relocation.

•

Dietetics: There are six Year 3 students from the University of Hertfordshire
(UoH) in a typical year.

•

Occupational Therapy: 27 students from the Universities of East Anglia,
Northampton and Essex. There have also been overseas students and an
elective placement from East Anglia.

Recommendation
The Board is asked to receive and note:
• The implementation of new Nursing and Midwifery Council (NMC) standards
for student supervision and assessment in September 2019.
• There is an increase in student nurse commissioning of 25%.
• The placements of students within the Allied Health Professionals (AHP)
professions.

3.

Theme Two: Sustainable continuous professional development and multidisciplinary learning

3.1

Continuous Professional Development (CPD) funding update
The CUH Funded Learning Authorisation Group (FLAG) continues to support
requests for CPD for non-medical staff. The Trust established a recurring CPD
budget of £800k. Consideration of requests for funding against this CPD budget
takes into account the training needs analysis (TNA) provided from the divisional
heads of nursing and professional heads of service for non-medical staff.
A total of 745 CPD applications were reviewed by FLAG in 2018/19, this is an
increase of 29% 2017/18. The total amount of funding allocated during 2018/19
was £858,433. During the year the Trust received one-off funding from HEE of
£256k. This was utilised ahead of Trust funds.
The graphs below represent the data collated from the year.
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Allocation by profession
80%
70%

70%

60%
50%
40%
30%

%

20%

10%

10%

5%

8%

7%

Pharmacy

Health Care
Scientists

Workforce,
Admin and
Estates

0%
Nursing and
Midwifery

AHP

The CUH current profile for the above staff groups is as follows:
•
Nursing and Midwifery
54.3%
•
AHPs
6.2%
•
Pharmacy
1.2%
•
Health Care Science
9.6%
•
Workforce, Admin and Estates 26.7%
There is a higher level of expectation for CPD funding for registered professionals which
explains the lower levels of funding for workforce, admin and estates who have other
routes for funding via leadership and apprenticeships and access to internally run
programmes.
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Type of CPD

5%
20%

7%

BSc Pathways
Conference
Course
MSc pathway
34%

21%

PG cert
Diploma
Post reg modules
Study day/Workshop

4%
3%

7%
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2%

2%
15%

11%

Themes
Education and training
Specialty
Pathways
Non-Medical prescribing
Leadership

70%

3.2

Additional funds to support training and development
There are opportunities for staff to apply to Addenbrooke’s Charitable Trust (ACT)
for funding; this applies where their ward/department has a designated fund in
place. These funds provided £347.5k to support a wide range of training and
development activities for staff across divisions in 2018/19.
ACT funding by Division – 2018/19
Division
Division
Division
Division
Division
Other

A
B
C
D
E

£37,781
£123,211
£34,501
£69,006
£50,636
£32,404

3.3

Preceptorship course for Non-Medical Health Care Professionals
The multi-professional preceptorship programme (Nursng and AHPs) has been
reviewed and updated in partnership with the Preceptorship Committee and
Steering Group in line with National standards and Trust evaluation and feedback.
In 2018/19, 445 newly registered non-medical health care professionals
commenced the programme. In addition to supporting the transition to working
in a substantive clinical role the retention of non-medical health care
professionals remains an important part of the success of the preceptorship
process. Further work is underway to ensure all preceptees have a named
preceptor.

3.4

Critical Care Course
CUH is required to meet the national standards set by the Guidelines for the
Provision of Intensive Care Services (GPICS) to have over 50% of the staff within
Critical Care (Adults) undertaking the Critical Care Course. Typically this has cost
in the region of £66k per annum. Through joint working with the University of
East Anglia the Critical Care team will be commencing its own accredited course
in September 2019 reducing the costs to c£15k for 20 staff funded via FLAG.
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3.5

Recommendation
The Board is asked to receive and note:
• The funding of CPD and distribution by staff group and type of training.
• ACT’s contribution to CUH employees’ education and training.
• Improvements to preceptorship programmes and the development and
funding of an accredited Critical Care course.

4

Theme Three: Maximise the opportunities of the Apprenticeship Levy

4.1

Nursing Apprenticeship Pathway (NAP)
The most recent cohort (cohort 5) commenced the BSc Nursing Degree (top up)
apprenticeship programme in May 2019. The total number of CUH nursing
apprentices has reached 117. The plan to recruit 100 for cohorts commencing in
September 2019 and January 2020 is well developed with 84 offers in place to
date.
CUH’s first cohort of BSc Nursing Degree (top up) apprentices will qualify by
February 2020; those on the cohort will be the first in the country to register with
the NMC through an apprenticeship route. We will ensure this is celebrated and
promoted.

4.2

Apprenticeship routes in other professions/job roles
There are 63 apprentices in business administration, customer service, pharmacy,
health care sciences, plumbing, carpentry and corporate.

4.3

CUH will achieve the government’s public sector target of 2.3% (246 employees)
of its workforce undertaking apprenticeships by the autumn of 2019.

4.4

CUH is working through the pathway routes for Operating Department
Practitioners, Occupational Therapists, Physiotherapists, Sonographers and
Radiographers (Therapeutic and Diagnostic); we await curriculums for these
Apprenticeship Standards and there will be joint working with NHS Trusts across
Cambridge and Peterborough to implement these pathways during 2020/21. The
focus will be on where investment of trust resources will address future staff
shortages.

4.5

The Trust is committed to investment in our current and future workforce that the
various Apprenticeship programmes offers. It should be noted however that the
work that the Trust is focussed on through this work (ensuring a sustainable
supply of staff) was previously primarily undertaken by Health Education England
and our focus on and investment in apprenticeships represents a significant step
change in the move of activity from HEE to us as an employer.

4.6

Recommendation
The Board is asked to note:
• Nurse Apprenticeship Pathway on-going developments.
• That CUH will achieve its public sector apprenticeship target by autumn 2019.
• Access to allied health professional routes and operating department
practitioner apprenticeship pathways are in sight.
• The significant step change in the move of activity from HEE to CUH through
apprenticeship routes.
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5

Theme Four: Great leadership and management development

5.1

Medical Leadership Programmes
5.1.1 Clinical Leadership Programme for Consultants in their first 2 years in their
Consultant role.
This new programme is in the final stages of development and aims to
ensure that all newly appointed consultants receive relevant information
and leadership development during the first two years of appointment.
The intention is to help enable new consultants to fully establish
themselves into their clinical teams and work effectively with others as
quickly as possible.
5.1.2

Medical Trainee Leadership Development Programme
The first one day leadership programme for all trainees in Addenbrooke’s
was delivered on 28 Feb with positive feedback. This is being followed by
a series of one hour masterclasses delivered throughout the year, which
will be open to all staff members.

5.1.3 CUH Senior Leadership Development Programme
All three cohorts (nine teams) of the Senior Leaders Programme (200
staff) have completed the Kings Fund modules. Cohort one has completed
the Cambridge Judge Business School (CJBS) masterclasses and cohort
two is nearing the end. Cohort 3 has recently commenced this part of the
programme. A cohort of 50 participants with the King’s Fund is planned
for late 2019/early 2020 and a different proposal is being discussed with
the CJBS to replace the current master class and workshops.
The feedback has been collated and is forming the basis for the on-going
planning and development of leadership development activities for staff
across the Trust in 2019/20 and beyond.
5.1.4

Learning to Lead - Cambridge University Health Partners (CUHP)
The end of programme celebration event took place at the end of
March. The fifth cohort of the nine month multi-professional education
programme commenced in June with eight CUH delegates.

5.1.5

Aspiring CD/DD Programme (CUHP)
We have had great interest in the above programme delivered by
CUHP. All existing CD’s who have not previously attended the programme
along with 19 senior consultants/speciality leads will make up the CUH
cohort. The programme will commence on 19 November 2019 and run
through to July 2020. This is a significant investment in Clinical
Leadership, at this stage we have briefed and interviewed 12 successful
participants and the remaining candidates and existing CD’s (8) will be
met on 23 July 2019. Given the investment, value and credibility the
programme carries candidates/participants are meeting with the Associate
Director of Workforce, a Divisional Director and a member of the CUHP
faculty.

5.1.6

The CUHP Chief Resident Programme
Recruitment to the 2019 programme has closed, with 34 applications from
senior trainees received for 15 places at CUH. This is the highest number
of applicants since the programme began. HEE EoE have confirmed
support to the 2019 programme, although have not confirmed the funding
arrangements.
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5.2

Nursing Leadership programmes
5.2.1 Matron Development Programme
The programme, which has a dual focus of aligning the matron’s role to
the ‘Matron’s 10 key responsibilities’ (DH, 2003) through a continuous
improvement approach; commenced in April with a second cohort to begin
in May. Participants in the first cohort have selected and are working
towards improvement projects based on four key themes which were
identified as priorities by the Trust:
•
Making sure patients get quality care
•
Ensuring staffing is appropriate to patient needs
•
Empowering nurses to take on a wider range of clinical tasks
•
Improving hospital cleanliness

5.3

Trust wide Leadership and Organisational Development
5.3.1 Work continues on designing and delivering leadership and management
development opportunities for staff across the Trust. This includes the ongoing delivery of the CUH Senior Leaders Programme, the Mary Seacole
Local Programme, and bespoke OD workshops for multiple teams across
the organisation, as well as the continuing development of a leadership
induction programme for newly appointed consultants and a suite of new
opportunities for senior teams, leaders and managers at CUH.
5.3.2 Senior Leaders Programme
The total number of senior leaders on the programme is now at 200.
Cohort 1 have now completed the final master class and this was
celebrated at the wider leadership team meeting in February. Cohort two
are part way through the CJBS and CUHP elements of the programme and
cohort 3 is starting the CJBS and CUHP elements. We intend to deliver
another cohort of 50 in February and discussions are currently underway.

5.4

5.3.3

Mary Seacole Local Programme
CUH continues to work in partnership with health and care organisations
across the region to deliver the Leadership Academy’s Mary Seacole
Programme on a local basis to participants in Cambridgeshire and
Peterborough. A further 6 cohorts have been planned for 2019, increasing
overall current and planned participant numbers to 320. Anecdotal and
recorded evaluations suggest that there has been a significant positive
impact on leadership behaviours as a consequence of the programme so
far.

5.3.4

Coaching and Mentoring ILM level 5
Recruitment is underway for the third cohort of the ILM Level 5 Certificate
in Effective Coaching and Mentoring as part of our ambition to increase the
pool of qualified internal coaches working across the organisation to
support leadership development. We currently have 20 internal coaches
across the Trust and a further 16 in training.

Recommendation
The Board is asked to receive and note:
•
The range of leadership programmes in place and on-going development of
these.
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6

Theme Five: Innovation leading to new roles and routes to training and
employment

6.1

Nursing Associates
The NMC regulated the Nursing Associate role in January 2019 and 5 Nursing
Associates are now in a variety of settings across the Trust. A steering group has
been established to ensure processes are in place to support and integrate the
Nursing Associate role into the organisation. CUH is currently considering its
workforce plan for Nursing Associates working with the divisional heads of
nursing.
Subject to funding arrangements and ensuring that we have a
sustainable workforce plan for Nursing Associates it is planned to have a Trainee
Nursing Associate apprenticeship in place for a December 2019 cohort.

6.2

Overseas nurses
The Objective Structured Clinical Examination (OSCE) programme is well
evaluated and there are currently 42 nurses in the pipeline awaiting successful
completion of their OSCE programme. Our overall pass rate has risen to 100%
due to additional training resources being put in place. The NMC has announced
that the overseas nurse OSCE will move to the new Future Nurses Standards of
Proficiency for Registered Nurses NMC in December 2019.

6.3

Allied Health Professionals
6.3.1 Dietetics
The team is developing new posts in Antenatal diabetes and Diabetes
technology to meet growing demand in this area.
6.3.2 Physiotherapy
The team will support the development of advanced clinical roles and with
the NHS 10 year plan promoting the use of First Contact Practitioners in
Primary Care we have a high need to ensure our musculoskeletal staff are
adequately trained to allow them to move quickly to higher band posts.
6.3.3. Radiography and Radiology
The Workforce and Education Committee had a presentation from the
leadership of the Trust’s Radiography and Radiology services at its June
meeting and a resulting plan, including new entry route and ways of
working was outlined.

6.4

Recommendation
The Board is asked to note:
• Developments to embed the Nursing Associate role and planned cohort for
new Trainee Nursing Apprenticeship apprentices in December 2019.
• Improvements to the OSCE pass rate to 100% for overseas nurses.
• New posts in dietetics and the development of advanced clinical roles within
physiotherapy.
• Developments and routes within radiography and radiology.

7.

Theme Six: Modern fit for purpose education facilities and resources

7.1

The Evelyn Cambridge Surgical Training Centre
A paper was submitted to the Commercial Services Board on the re-location of
the Centre from Melbourn to Great Chesterford Technology Park. There was
agreement that a full business case for the move should be submitted to the
Board of Directors in the near future. A positive meeting took place between the
developers of Great Chesterford Technology Park and senior members of CUH.
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7.2

A new classroom has been built on the ground floor of the Deakin Centre creating
much needed space that will be predominantly for nursing and health care
support worker training.

7.3

Recommendation
The Board is asked to receive and note:
• The latest position regarding the relocation of the Evelyn Cambridge surgical
training centre.
• Extension of facilities at the Deakin Centre.

8.

Theme Seven: Opportunity to learn and develop specialist skills in a
world leading environment

8.1

Technology Enhanced Learning
Over 1,000 health professionals attended the courses delivered via The Evelyn
Cambridge Surgical Training Centre (356 delegates) and The Cambridge
Simulation Centre (668 delegates) in the last financial year.
The courses
delivered are cadaveric and non-cadaveric courses for health professionals.
The Centres have been accredited by the Royal College of Surgeons (RCS).
Centre accreditation is an award of excellence from the RCS in recognition of the
delivery of outstanding surgery-related education.
The RCS gather annual
feedback on the courses and have congratulated the Centres on achieving an
overall average of 85% which is well above their national average.

8.2

Recommendation:
• To note the accreditation of the training centres by the Royal College of
Surgeons

9.

Theme Eight: Strong Partnership working with education providers

9.1

Pre-registration Nursing
The Trust continues to build strong collaborative working with HEI partners and
has successfully piloted students on placement from the University of East Anglia.
The Midlands, Yorkshire and East HEI’s are developing the NMC Future Nurse
Standards of Proficiency for Registered Nurses with a single assessment
document. This is a pragmatic initiative which will support students and staff
across the Trust.

9.2

Recommendation
The Board is asked to receive and note:
• The collaborative working towards developing
Standards of Proficiency for Registered Nurses.

10.

Overall recommendation

10.1

The Board of Directors is asked to note:
•
•

the NMC

Future

Nurse

This report is aligned to the themes set out in the Multi-Professional
Education, Learning and Development Strategy and Plan. Action against each
of the eight themes is included in this report.
The range of education, training and development opportunities in Pharmacy
and Pathology.
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Agenda item
Appendix 1
Board report: Pharmacy education, training and development summary

July 2019

The CUH Pharmacy department delivers pre-registration pharmacist training to 12
trainees per annum, with a consistent year on year GPhC registration exam success rate
of 100%. Our pre-registration pharmacist training programmes have a strong
collaborative content with placements provided in community pharmacy, mental health,
Papworth Hospital, CCG and general practice. The retention rate for the 2018 – 2019
trainee cohort within the Trust is 90%. Of the current CUH pharmacist workforce, 41%
undertook their training here; this includes a significant number of our lead pharmacists.
The training programme for pre-registration trainee pharmacy technicians is a 2 year
model of NVQ level 3 training. The annual intake is 4 trainees including a split post with
CPFT and it is intended to increase the number of trainees in future years. The retention
rate for the previous cohort within the Trust was 100% and more than 40% of our
registered pharmacy technicians undertook their training within CUH.
The Pharmacy department currently employs 5 apprentices and as a new group within
our workforce, we are ensuring robust learner support through the Pharmacy Apprentice
Group.
We have a range of quality assurance systems in place across our pre-registration
training programmes. These include end of rotation feedback surveys, tutor training and
e-portfolio moderation. The CUH Pharmacy department training programme for preregistration pharmacists was recently rated 3rd highest in the East of England based on
trainee feedback relating to the domains of the HEE quality framework.
We have a strong focus on trainee wellbeing and this is demonstrated through our
trainee wellbeing strategy, which includes novel initiatives to support the wellbeing of
trainees and the wider Pharmacy department.
The department has a strong ethos for supporting the ongoing CPD of all staff groups.
This is exemplified through the design and implementation of the Pharmacy staff
development posters (this model has now been widely adopted across the Trust and has
received both regional and national awards). We have accessed the CUH CPD funds to
support both essential and service developmental training across the department.
Specific examples include postgraduate diploma in Pharmacy practice, independent
prescribing course and the national accreditation for end checking for Pharmacy
technicians.
The recently ratified CUH Pharmacy workforce strategy (2019 -2021) includes a key
strategic theme relating to the progression and development staff which is underpinned
by a detailed action plan. This also aligns with the Pharmacy Education and Training
Strategy (2015 – 2020) and the CUH Pharmacy and Medicines Optimisation strategy
(2018 – 2021).

Gill Shelton – Principal Pharmacist
June 2019

Agenda item
Appendix 2
Board report: Pathology education, training and development summary - July 2019
1.

Introduction:
Healthcare Science
The term ‘Healthcare Scientist’ is used to describe a multitude of different scientific
professions within CUH. Healthcare scientists are not only responsible for routine
and specialist diagnostic services, but carry out cutting edge research and
development. They can be found in both patient facing and non-facing roles.
At CUH, Healthcare scientists are located in three main disciplines.
Life Sciences – all of these Healthcare Sciences sit within the Pathology
Directorate in Division B. The life sciences include disciplines such as Blood
Sciences, Genetics and Histopathology.
Physiological Sciences – Healthcare scientists in this discipline are located across
Divisions A, B, C and D. They are generally patient facing and include areas such
as Respiratory Physiology, Vascular Science, Cardiac Physiology, Neurophysiology
and Audiology.
Clinical Engineering and Medical Physics – Healthcare Scientists in this
discipline are located in areas such as medical electronics, nuclear medicine and
radiation protection. They are all situated in Division B.
Training in Healthcare Science is generally delivered by the Scientific Training
Programme (STP) or apprenticeship routes and some departments carry out their
own local training. All training includes a degree or a master’s qualification leading
to professional registration.

2.

Background
Pathology at CUH, since its creation in 1974, has always had a strong culture of
training, learning and development for staff and this continues today and has
adapted and transformed to accommodate changes to the service and professional
regulation and incorporate new national training programmes and frameworks.
More than ever it is essential for Pathology to continue to have this focus on
training and development in their workforce for a number of reasons including:





Nationally, recruitment of qualified and experienced staff is a struggle due to a
lack of availability but also the additional problem of attracting staff to
Cambridge which is an expensive place to live and work. Having a strong focus
on training and development enables us to be extremely flexible as to whom we
recruit from junior staff to train (grow-your-own), attracting students to CUH
and attracting qualified experienced staff to CUH who want to continue
developing their careers in a large regional centre of excellence.
Retention of staff within Pathology can be a struggle for a multitude of reasons.
However, a lack of opportunity or a promotion outside of CUH is a common
reason for resignation (16% of leavers).
Healthcare Science, but pathology specifically, is a fast paced area with an
almost constant evolution of technology or diagnostic capability especially with
the specialist areas. There is a requirement for CUH to ensure that their staff
are prepared for this and ready to deliver these new services when needed. A
fantastic example of this is the roll-out of Whole Genome Sequencing (WGS) as
part of the national Genomic Laboratory Hub (GLH) transformation led by
NHSE.

In total Pathology currently has 129 staff who are being supported to complete a
huge variety of training programmes, higher degrees, routes to professional
registration. We can demonstrate that this all has a positive effect on staffs career
progression by 56 staff in the past year (9% of total workforce) gaining a
promotion at a variety of bands across all departments.
3.

CPD
CPD is a requirement for any scientific or technical staff within Pathology that hold
professional registration. It is also good practice and a requirement of our UKAS
accreditation to ISO standard 15189:2012 to support and monitor CPD for all staff
(including non-registered).
Pathology offers a wide range of CPD opportunities for staff including:






4.

In-house introductory ‘Fascinating world of Pathology’ lecture series for new
starters
In-house educational seminars or lectures within each department
Attendance at national and international conferences
In-house involvement in service improvement or research projects
Attendance at local (or national) courses to update current skills or learn new
ones applicable to the workplace

Training programmes/providers
Many senior staff within Pathology are representatives on specialist national
committees and steering groups involved with training for Healthcare Scientists
including those affiliated with the National School of Healthcare Science (NSHCS),
the Institute for Biomedical Scientists (IBMS), Health Education East of England
(HEE) and the Royal College of Pathologists (RCPath). These roles include:





Creation of new training programmes or pathways for registration including
Certificate of Expert Practice in Point of Care Testing
Review and updating of current curriculum including STP curriculum in
Haematology and Transfusion
Advising on new national training schemes and the incorporation of
apprenticeship standards in to these including with the NSHCS
Advising on, writing and marking examinations within professional institutions
including the RCPath

CUH pathology is also one of the larger centres in the UK supporting both the
national Scientist Training Programme (STP) and Higher Specialist Scientist
Training (HSST) programme across a wide range of healthcare disciplines. On
average Pathology annually intakes 10 students on a wide range of STP and HSST
programmes including Cancer Genomics, Genomic Bioinformatics, Genomics,
Genomic Counselling, Haematology and Transfusion, Clinical Biochemistry, Clinical
Immunology and Histocompatibility and Immunogenetics.
Historically Pathology has always had a close interaction with a number of local
Higher Educations Institutions (HEIs) including the University of Essex, Anglia
Ruskin University and the University of Hertfordshire. We support the HEI’s in a
variety of ways including accommodating placement year students (currently eight
from the UofE), accommodating students for research projects and CUH staff acting
as visiting lecturers as part of the HEI programmes.

5.

Apprenticeships within Pathology
Pathology is currently supporting 11 staff to complete a variety of level 2 to level 5
apprenticeships within Healthcare Science, of these seven are existing employees
and four are direct entry.
Pathology has a strong track record of ‘growing your own’ experienced and
qualified staff and are looking to build on this utilising the wide range of
apprenticeship opportunities. We are looking to have a yearly intake of level 2
apprenticeships to have a continuous supply of staff to train up.
Pathology have been actively engaged with the development of a Level 6 Applied
Biomedical Science degree Apprenticeship over the past year with the University of
Hertfordshire and are also in the process of procuring similar degree courses with
other HEIs to offer choice to students. This course is due to start in September
2019 and we have a cohort of eight staff currently in substantive posts at CUH
keen to enrol. Pathology is looking to extend this offering to direct entry applicants
from September 2020.
Pathology is extremely supportive of higher degrees and courses with over 40 staff
actively studying on a range of courses funded by either central NHS funding or
directly from the CUH CPD fund including a number of higher degrees (MSc and
PhD level) and leadership courses.

6.

In-house training
Pathology has a strong history of training staff to aid career development. The
Pathology directorate management team are extremely supportive of training and
development and Pathology has hosted the previous and current CUH Lead
Scientist whom has a wider role in supporting Healthcare Scientist training across
the Trust. The Pathology directorate has a monthly training meeting with
representatives from all 16 departments with each department (or discipline)
having a designated training lead.









Pathology is committed to supporting a wide range of staff to achieve
professional registration with the Health and Care Professions Council (HCPC)
as Biomedical or Clinical Scientists. We also support staff to seek voluntary
registration with the Association of Healthcare Scientists, for example as
Genetic Technologists. Pathology currently has 67 staff undertaking portfolios
with the Institute of Biomedical Science (Certificate of Achievement,
Registration Portfolio and Specialist Portfolio).
In Audiology approximately 50% of the staff and 2/3rds of the band 8 team
were originally trainees; demonstrating a strong record of developing staff.
For staff who do not meet the criteria for traditional routes to registration,
Pathology support them to apply for ‘equivalence’ status with a number of
professional bodies as either Biomedical or Clinical scientists as appropriate.
Due to the wide range of pathways for career progression, Pathology is
launching an initiative in Summer 2019 to clarify these pathways and offer
universal support to all staff with career drop-in sessions and career coaching.
Improving the accessibility of learning and development opportunities by
including details of courses/training programmes/lectures in our quarterly staff
newsletter and our monthly Pathology learning and development bulletins (due
to launch Summer 2019).
Due to the issues surrounding recruitment of experienced qualified scientists
there are a number of ‘grow your own’ programmes in place throughout
Pathology looking to support junior staff to develop and achieve registration
over a specified period of time.




7.

Supporting staff/students to travel and expand their training horizons including
students engaging with Addenbrooke’s Abroad and engaging with
hospitals/HEIs around the world for research or elective learning placements.
Encouraging staff/students to undertake research and service development
projects and present data at national and international conferences (including
British Society of Haematology and International Society for Laboratory
Haematology) and in international peer-review journals.

Educational engagement with the public
Pathology has a long history of engaging with the public at a wide range of levels.
Regular activities that Pathology participate in to increase awareness of Pathology
and careers in Healthcare Science include attending the CUH Open Day and
Cambridge Science Festival, participating in careers events at local HEIs including
Cambridge Academy for Science & Technology and Hills Road 6th Form College. We
also have had great success over the past few years with interactive stands in the
concourse area during National Pathology Week and National Biomedical Science
Week with fantastic feedback from staff and visitors.
We also have a number of staff who act as STEM (Science Technical Engineering
and Mathematics) ambassadors and visit schools to speak to students at a variety
of ages and carry-out demonstrations or hands on learning activities to support the
national curriculum but also raise awareness of healthcare science at an early age.
All staff are encouraged to participate in these events for their own personal
satisfaction, CPD or as a required part of a professional training programme that
they are completing.
Pathology also support a number of work experience students each year and
participate in delivering the classroom based Healthcare Science work experience
programme run by the Trust.

8.

Summary
This summary report for the CUH Board has provided an overview of the strong
culture of training, learning and development for staff and how this is being
developed, adapted and transformed to accommodate changes to the service and
professional regulation and incorporate new national training programmes and
frameworks.

Lizz Grimwade – Associate Operations Manager
Sue Oddy – Lead Scientist
June 2019
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12.1
Quarterly Report on Safe Working Hours:

Title

Doctors and Dentists in Training (2018/19
Q4)

Sponsoring executive director

Dr Ashley Shaw, Medical Director

Author(s)

Dr Jane MacDougall, Guardian of Safe
Working

Purpose

To receive the report on safeguarding
working hours.

Previously considered by

Management Executive, 27 June 2019

Executive Summary
This is the fourth quarterly report for the year 2018-19, based on a national template, to
the Board of Directors by the Guardian of Safe Working. This role was introduced to
support the implementation and maintenance of the 2016 national contract for Doctors in
Training and provides an independent oversight of their working hours. The process of
exception reporting provides data on their working hours and can be used to record
safety concerns related to these and rota gaps. In addition it can identify missed training
opportunities. Reporting to the Board of Directors is a stipulated requirement of this role
and this report reflects the position at 31st March 2019. The Trust has 646 doctors in
training who have all transferred to the 2016 Terms and Conditions of Service.
Related Trust objectives

Improving patient journeys, Strengthening
the organisation

Risk and Assurance

Assurance involves the development of key
performance indicators, benchmarking,
peer review and audit.

Related Assurance Framework Entries

005

Legal / Regulatory / Equality, Diversity &
Dignity implications?

Safeguards around doctors’ hours are
outlined in national terms and conditions.
These stipulate that the Guardian of Safe
Working Hours “shall report no less than
once every quarter to the Board”.

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 note the 2018/19 Q4 report from the Guardian of Safe Working.

Cambridge University Hospitals NHS Foundation Trust
Board of Directors
Quarterly Report on Safe Working Hours: Doctors and Dentists in Training
Dr Jane MacDougall, Guardian of Safe Working
Key messages
•

The process of exception reporting is working at Cambridge University Hospital.
Under reporting remains a significant concern.

•

Exception reporting suggests that working hours are mostly compliant and safe
across the Trust, although there continue to be extra hours worked on some
rotas. Data from exception reporting continues to help to identify areas with
problems and is being used as a driver for improvement.

•

Gaps in rotas continue to be problematic as they take trainee doctors away from
training (both here and nationally). Even if posts are created & funded they often
cannot be filled and this has implications for working hours and patient safety.
Nearly all doctors submitting exception reports request payment for extra hours
rather than time off in lieu (TOIL) which again has implications for their working
hours.

•

Attendance at the monthly Junior Doctors’ Forum (JDF) has stabilised over the
last quarter and continues to facilitate discussion between junior doctors and
senior management. This has potential to improve the wider hospital environment
and culture.

1.

Introduction

1.1

Patient safety can be compromised by staff fatigue. Safeguards around doctors’
hours are outlined in the TCS for NHS doctors and dentists in training (2016). The
TCS stipulate that the Guardian of Safe Working Hours “shall report no less than
once every quarter to the Board on all work schedule reviews relating to safe
working hours with a copy to the Local Negotiating Committee (LNC)” (Schedule
5, 35). This report should also include data on rota gaps.

1.2

The Trust has 646 doctors in training, who by October 2017 had all transitioned
to the 2016 Terms and Conditions of Service (TCS). All of the Trusts medical
rotas have been redesigned with input from clinicians and trainees.

1.3

The process of Exception Reporting appears to be working. 1140 Exception
Reports (~ 1.76/trainee) have been submitted since the first trainees transitioned
to the new contract in December 2016. 187 reports have been submitted in the
latest quarter. Most reports submitted in this quarter relate to variations to work
schedule hours, working pattern or service support. 7 exception reports were
submitted this quarter for missed training opportunities (46 in total since
implementation –5%). 12 exception reports have been listed as “immediate
safety concerns” this quarter from trainees in General medicine, Renal, ENT,
Haematology, Urology and General surgery (UGI). No fines were applied this
quarter.
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1.4

The process around delivery of the new terms and conditions of service (TCS)
continues to evolve. The Board is asked to again note the following:
•
•
•
•

Failure to recruit into rota gaps.
Financial implications of filling rota gaps with locums.
Morale amongst some trainees, particularly the more junior trainees,
continues to be low following the contract negotiations in 2016 and is
exacerbated by current pressures on the NHS.
Eight of the twelve “immediate safety concerns” this quarter were related to
rota gaps, three were in relation to increased, perceived unmanageable
workload, and one was related to a meeting on a trainee’s day off.

High level data
Number of doctors / dentists in training (total):
Number of doctors / dentists in training on 2016 TCS (total):
Number of doctors / dentists on local contracts (Clinical Fellows):
Total junior doctor/ dentist establishment:

646
646
163
809

Reference period of report

Q4 2018-9

Total number of exception reports received
No. relating to immediate patient safety issues
No. relating to working hours / pattern
No. relating to educational opportunities
No. relating to service support
Total number work schedule reviews
Total value of fines levied

12
157
7
9
0
0

Amount of time available in job plan for Guardian to do the role:
Admin support provided to the Guardian:
Amount of job-planned time for educational supervisors:

2.

2 PAs/8 hrs/week
1 WTE
0.125 PAs per
trainee

Exception Reports (with regard to working hours)

Table 1: Exception reports by department
Specialty
No.
No.
exceptions
exceptions
carried over
raised
from last
(during Q3)
report

Acute Medicine
Anaesthesia
Cardiology
Diabetes and
Endocrinology
DME
Emergency
Department

No.
exceptions
closed

No.
exceptions
outstanding

3
2
0

7
0
9

5
0
3

5
2
6

4
1

5
0

2
0

7
1

1

0

0

1
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Gastroenterology
General Medicine
General
Paediatrics
General Surgery

1
41

0
16

0
10

1
47

2
52

16
22

14
19

4
55

Haematology
Infectious
Diseases
Neurosciences
NICU
Obstetrics &
Gynaecology
Oncology
Otolaryngology
(ENT)
Paediatric
Surgery
Renal Medicine
Radiology
Transplant
Trauma &
Orthopaedics
Grand Total

0

18

2

16

1
3
2

4
0
1

4
0
0

1
3
3

1
2

3
0

3
0

1
2

0

1

1

0

2
2
0
2

0
57
3
6

0
38
3
3

2
21
0
5

1
123

2
170

2
109

1
184

Please note that for Foundation and Core level doctors working within medical and
surgical specialties their department is identified in this table as ‘General Medicine’ or
‘General Surgery’ due to their training requirements and rota however they will be
allocated to a specialist area which will be identified within the detail of the report and
help to identify patterns.
Table 2: Exception reports by grade
Specialty
No.
No.
exceptions
exceptions
carried over
raised
from last
(during Q3)
report
Foundation
79
31
Junior Trainee
27
32
Senior Trainee
17
107
Total
123
170
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No.
exceptions
closed

No.
exceptions
outstanding

22
20
67
109

88
39
57
184

Table 3: Exception reports by rota
Specialty
Rota
No.
frequency
exceptions
(ie No. on
carried over
rota)
from last
report
1
GIM – 1:44
Acute inc
(3 blocks of
GIM 2017
GIM in each
FINAL
44 weeks)
Acute
Medicine –
1:6
1:6
2
Acute
Medicine Basic Only
4x 1:8
2
Anaesthesi
a Middle
Grade
0
GIM - 1:44
Cardio inc
(3 blocks of
GIM 2017
GIM in each
FINAL
44 weeks)
Cardiology 1:9
4
GIM - 1:44
Diab &
(3 blocks of
Endo inc
GIM in each
GIM 2017
44 weeks)
FINAL
D& E - 1:8
1
DME inc
GIM - 1:44
GIM 2017
(3 blocks of
GIM in each
44 weeks)
DME - 1:8
ENT Core
1:7
0
2016
1:2
1
Emergency
Department
FHO1 2016
Gastro inc
GIM - 1:44
1
GIM 2017
(3 blocks of
FINAL
GIM in each
44 weeks)
Gastro - 1:7
2x 1:14
11
General
Medicine
CMT rota
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No.
exceptions
raised

No.
exceptions
closed

No.
exceptions
outstanding

0

0

1

3

3

2

0

0

2

9

3

6

2

2

4

0

0

1

1

1

0

0

0

1

0

0

1

12

9

14

General
Medicine
Foundation
Rota
General
Medicine
GP ACCS
rota Aug
2017
General
Paediatrics
FHO2
August
2016
Gen Paed
Juniors
FINAL
Gen Paeds
Higher
2017 FINAL
General
Surgery
FHO1
General
Surgery
Junior
Haem Onc
Jnr Rota
Haematolo
gy Middle
Aug 18
ID SpR no
GIM FINAL
Neuroscien
ces Juniors
2016
NICU Junior
LTFT
Obs &
Gynae
Junior
Oncology
Middle
2017
Paediatric
Surgery
2017 FINAL

2x 1:17

30

13

7

36

1:13

0

2

0

2

1:4

1

1

1

1

1:9

0

4

2

2

1:16

1

11

11

1

1:18

48

18

15

51

1:10

4

0

0

4

1:18

0

4

0

4

1:14

0

14

2

12

1:9

1

4

4

1

1:12

3

0

0

3

1:13

2

1

0

3

1:9

1

3

3

1

1:16

2

0

0

2

1:7

2

0

0

2
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Radiology
Senior
Registrar
(Aug 18)
Renal SpR
inc GIM
2017 FINAL

1:14

0

3

3

0

GIM - 1:44
(3 blocks of
GIM in each
44 weeks)
Renal - 2x
1:8
1:10

2

57

38

21

1

1

1

1

0

1

1

0

2

0

0

2

0

6

3

3

123

170

109

184

T&O Junior
2016
T&O
1:17
Registrar
Urology
1:7
Junior
August
2018 (1:7)
Urology
1:9
Middle April 2018
Grand Total

Table 4: Exception reports outstanding (still requiring action)
Number
Number still
Number
overdue (+7
pending Trust pending
days)
review
doctor
clarification
Foundation
96
36
19
Junior Trainee
51
19
7
Senior Trainee
73
30
21
Total
220
85
47

Number
pending
doctor
acceptance
41
25
22
88

2.1

In accordance with the Terms and Conditions of Service, doctors are required to
submit exception reports within 14 days of the exception taking place or 7 days
when making a claim for additional pay.

2.2

There is no specific timeframe for response listed in the TCS however it is felt that
trusts should comply with the same timeframe and as most exception reports are
for additional hours where pay is a possible outcome, 7 days has been set as a
deadline for our response to the ER. The process was audited in January 2018
prior to the appointment of the current guardian administrator. We re-audited
this in January 2019. In 2019 there were 63 ERs. 62 ERs were returned by clinical
leads within 7 days which compares very favourably to 2018 when only 17%
were responded to within 7 days (13/75). 59/63 (94%) were closed this year
compared to 30/75 (40%) last year. The improvement can be credited to having
a guardian administrator in post.
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2.3

It is currently not possible to use the available software to archive reports that
are waiting for action by the doctor and that have not been closed, however this
functionality will be implemented shortly, and can therefore be used in the next
report. These account for most of the 133 outstanding reports listed in the above
tables requiring action by the doctor.

2.4

Where a work schedule review is requested by the doctor the TCS does stipulate
a timeframe of 7 days for the Trust to meet or correspond with the doctor. This
can however be done outside of the exception reporting system if the review is
likely to be lengthy.

2.5

Trend data is located at Appendix I.

3.

Work Schedule Reviews

3.1

There were no new work schedule reviews this quarter. There were three listed
on the last quarter’s Board report. Two were closed during the last quarter
(Neuroscience & Colorectal) One remains under review (Obstetrics &
Gynaecology).

3.1.1 The work schedule review for the Colorectal firm attached to the General Surgery
FY1 rota is now closed as the review is completed and no further ERs have been
received.
3.1.3 The work schedule review in Obstetrics and Gynaecology is on-going as there
remains a discrepancy between the rostered on-call hours and the actual working
hours resulting in a handover period being incorrectly accounted for. Liaison is
taking place between Medical Staffing, the Specialty Lead and the Junior Doctor
leads to address this.
3.2

There are no reports at a higher level or at the final review stage. .

4.

Vacancies

4.1

Vacancies and rota gaps are discussed with the JDF monthly and are a standing
agenda item on the LNC. Known hotspots of high vacancies or difficulties
recruiting at junior level this quarter are:
o Neurosurgery
o Oncology
o Renal medicine
o Vascular Surgery
o Breast Surgery
o Obstetrics & Gynaecology
o Paediatric Surgery
o Radiology
o General Surgery (Higher rota has been amended due to level of vacancies)

5.

Locum Use

5.1

Locum usage in the last 12 months across the Trust is as follows (all of the data
provided is in shifts):
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Medical Locums - Junior
1400
1200
1000
Total requests

800

Total filled
600

Agency
Bank

400

Unfilled

200
0

Month

Total
requests

Total filled

Agency

Bank

Unfilled

Fill rate

Apr-18

778

571

120

451

207

73.39%

May-18

887

602

155

447

285

67.87%

Jun-18

989

634

109

525

355

64.11%

Jul-18

1157

764

165

599

393

66.03%

Aug-18

668

529

105

424

139

79.19%

Sep-18

598

469

113

356

129

78.43%

Oct-18

657

522

111

411

135

79.45%

Nov-18

626

553

106

447

73

88.34%

Dec-18

739

568

87

481

171

76.86%

Jan-19

605

484

94

390

121

80.00%

Feb-19

599

524

98

426

75

87.48%

Mar-19

700

556

105

451

144

79.43%
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6.

Fines

Table 8: Fines (cumulative)
Balance at end of
Fines this quarter
last quarter
£6,058.74
£0

Disbursements
this quarter
£ £218.88

Balance at end of
this quarter
£ £5,839.86

6.1

The TCS specify that the money raised through fines must be used to benefit the
education, training and working environment of trainees. The funds must not be
used to supplement the facilities, study leave or IT provision defined by HEE as
fundamental requirements for doctors in training. The JDF, in liaison with the
Guardian of Safe Working, are using the above fine money to develop a series of
lunchtime generic talks on professional issues that affect and should be of
interest to all doctors in training. We are also funding some food to facilitate
attendance at the monthly lunchtime JDF meetings.

7.

Qualitative Information

7.1

Exception reporting has increased this quarter, 187 compared to 108 in the last
quarter. The grade split of doctors reporting also seems to be changing across the
grades and moving away from the foundation doctors submitting the primary
reports – see chart 2 in appendix I. Nearly all trainees who submit exception
reports are asking for payment for extra hours worked rather than time off in lieu
(TOIL) which is the preferred option to improve their wellbeing. This is partly
because there are insufficient doctors to fill any gaps so additional TOIL would
compound the problem and partly due to doctor request.

7.2

In the last 4 quarters, trainees have received generic work schedules updated to
include training opportunities offered by each department and for each level of
doctor. The medical staffing team in liaison with educational leads for each
department have worked to ensure that detailed information is provided to each
trainee. Despite this we continue to receive very few exception reports related to
missed training opportunities. We are still hoping that with more detailed
information of what is expected it will be easier for doctors to report variance.
Anecdotally and in the GMC trainee survey many trainees complain that they are
missing out on opportunities for training, so we would expect more exception
reports than are currently being submitted.

7.3

A survey of Core Medical trainees suggested that under reporting was
multifactorial – and included non-anonymised communication of exception
reporting to senior staff and difficulties accessing Allocate.

7.4

The Junior Doctors Forum (JDF) meets on the second Tuesday lunchtime of each
month in the Doctor’s Mess. The level of engagement has stabilised. The
attendance of the Medical Director and his deputies, Director of Workforce, Head
of Medical Staffing and the DME as well as the Guardian at the second half of the
JDF meetings is encouraging a useful dialogue with junior doctors at CUHFT. The
JDF chair is committed and continues to attend monthly meetings with Medical
Staffing and the Medical Directorate separate to the JDF.

7.5

Engaging educational and clinical supervisors in the process continues to be
challenging, although many are supportive of the process as they recognise that
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ER data can be used to drive change. However, some clinical teams continue to
be slow to respond to requests for information and approval of exception reports.
Although training has been given by the Medical Directorate and Postgraduate
Medical Education Centre (PGMEC) there is a continuing need for regular updates
and reviews.
7.6

The Regional Guardian of Safe Working Network for the East of England
(Cambridge University Hospitals Guardian is Chair) continues to meet 2-3 times/
year and is a useful forum for benchmarking and discussion of challenges
(engagement of trainers, trainees and management, rota gaps, sustainability of
JDFs) and success stories (improved rota design, development educational
templates, redistribution of tasks to other healthcare professionals, purchase of
equipment to facilitate work, improved communication between trainees and
management via JDFs, greater Board engagement).

7.7

Both the GMC and CQC recognise that the process of Exception Reporting and the
independence of the Guardian reporting process provide an opportunity to
improve the learning environment and culture within hospitals in addition to
addressing safety issues.
The CQC has confirmed that information on Guardians exception reporting will
now be collated as part of its inspections. Employers can expect to be asked for
some of the following in advance of their inspections:
• quarterly GoSW reports
• the trust’s quality account, including the annual report on rota gaps
and the plan for improvement to reduce these gaps
• exception reports issued to the board by the GoSW regarding
escalation of serious issues.

7.8
The Guardian was interviewed as part of the recent CQC visit to CUHFT. The
report is on the website.
https://www.cqc.org.uk/provider/RGT?referer=widget3
Full report:

https://www.cqc.org.uk/sites/default/files/new_reports/AAAJ0416.pdf
8.

Issues Arising and Actions Taken to Resolve Issues
Immediate safety concerns

8.1

There were twelve immediate safety concerns raised this quarter. Most, but not
all are related to illness and short term rota gaps, where it has not been possible
to secure appropriate locum cover. Clinical teams are usually aware of the issue
in advance of the shift and measures are put in place to ensure that patient
safety is maintained and as such there have been no obvious adverse patient
consequences related to any reported immediate safety concerns. Trainees are
aware that immediate safety concerns should continue to be reported and that
they should always be escalated at the time that they occur to the Clinical Lead.
There have been further discussions around rota arrangements in medicine which
can be problematic and continuing surveillance will be important.
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Inclusion of non-training, non-consultant doctors in ER process
8.2

There were several requests locally to enable non-training non-consultant doctors
(Clinical Fellow) to exception report. Our local terms for these grades have been
reviewed and they have been able to exception report from August 2018.

9.

Assurance methodologies

9.1

The following assurance processes are being put in place to provide assurance on
the Guardian role and the appropriate implementation of the new junior doctors’
contract:
•
•
•
•

•

Development of key performance indicators for example establishment and
sustainability of JDF and response times to exception reports.
Benchmarking via the Regional and National Guardians’ networks
Peer review – ask other trusts/Guardians to review our processes in 2018/19.
Audit of exception reporting process (annual).
Requesting trainee feedback – a survey of juniors

9.2

A Non-Executive Director, Shirley Pointer, provides support for the Guardian role.

10.

Conclusions

10.1

The process of exception reporting has improved in Cambridge University
Hospitals, although under reporting remains a concern. Exception reporting of
“immediate safety concerns” is considered in parallel with incident reporting by
outside bodies including the CQC.
We are keen to ensure that clinical and educational supervisors and trainees
remain engaged with the process of exception reporting and recognise its value in
providing data that can be used to effect change.

10.2

The Junior Doctors Forum (JDF) has the potential to identify, discuss and jointly
address, with the Medical Director, Medical Staffing, the Guardian and the
Postgraduate Medical Education Centre, rota and training issues as they arise.
Improving the working conditions and morale of junior doctors is important as it
will aid recruitment and retention, reducing rota gaps and will thus improve
patient safety.

10.3

Exception reporting suggests that working hours are mostly compliant and safe
across the Trust. There continue to be extra hours worked on some rotas. A few
areas have persistent problems. Action plans have been put in place. Gaps in
rotas continue to be a major concern - even if posts are created they often
cannot be filled and this has implications for working hours and patient safety.

11.

Recommendations

11.1

The Board of Directors is asked note the Q4 2018/2019 report to the Board from
the Guardian of Safe Working.
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Appendix I: Trend Data: 01 April 2018 to 31 March 2019 (Training and Educational)
Total number of exception reports submitted each month
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90
80
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Appendix II: Glossary of Terms and Abbreviations
F1
F2
StR
SpR
ACAS
CCT
COGPED
CQC
DME
FPP
GDC
GMC
GP
HEE
JLNC
LTFT
NHSI
NIHR
OOP
OOPC
OOPE
OOPR
OOPT
PIDA
SDM
SID
TCS
WTR

Foundation Doctor Year 1
Foundation Doctor Year 2
Specialty Registrar
Specialist Registrar
Advisory, Conciliation and Arbitration Service
Certificate of Completion of Training
Committee of General Practice Education Directors
Care Quality Commission
Director of Medical Education
Flexible pay premium / premia
General Dental Council
General Medical Council
General Practitioner
Health Education England
Joint Local Negotiating Committee
Less than Full Time
NHS Improvement
National Institute for Health Research
Out Of Programme
Out Of Programme (Career Break)
Out Of Programme (Experience)
Out Of Programme (Research)
Out Of Programme (Training)
Public Interest Disclosure Act 1998
Senior decision maker
Senior independent director
Terms and Conditions of Service
The Working Time Regulations 1998 (as amended)

Director of Medical
Education (DME)

Doctor or dentist in training

The DME is a member of consultant medical staff and an
employee of the employer / host organisation who leads on
the delivery of postgraduate medical and dental education
in the Local Education Provider (LEP), ensuring that doctors
receive a high quality educational experience and that
GMC/GDC standards are met, together with the strategic
direction of the organisation and Health Education England
(HEE). The DME is responsible for delivering the
educational contract between the LEP/ lead provider (LP)
and HEE local team.
For the purposes of these terms and conditions, where
reference is made to the DME, the responsibilities
described may be discharged by a nominated deputy to the
DME.
A doctor or dentist in postgraduate medical or dental
education undertaking a post of employment or a series of
posts of employment in hospital, general practice and/or
other settings.
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Educational review

Educational supervisor

Episodes of work

An educational review is a formative process which enables
doctors to receive feedback on their performance and to
reflect on issues that they have encountered. Doctors will
be able to raise concerns relating to curriculum delivery
and patient safety. This will include regular discussions
about the work schedule.
A named individual who is selected and appropriately
trained to be responsible for supporting, guiding and
monitoring the progress of a named trainee for a specified
period of time. The educational supervisor may be in a
different department, and occasionally in a different
organisation, to the trainee. Every trainee should have a
named educational supervisor and the trainee should be
informed of the name of the educational supervisor in
writing. This definition also covers approved clinical
supervisors in GP practice placements.
Periods of continuous work within an on call period
separated by periods of rest.

Exception reporting

Mechanism used by doctors to inform the employer when
their day- to-day work varies significantly and/or regularly
from the agreed work schedule. Primarily these variations
will be differences in total hours of work, pattern of hours
worked, in the educational opportunities and support
available to the doctor.

Guardian of safe working
hours

A senior appointment made jointly by the employer / host
organisation and junior doctors, who ensures that issues of
compliance with safe working hours are addressed by the
doctor and/or employer/host organisation, as appropriate
and provides assurance to the Board of the employing
organisation that doctors' working hours are safe.

On-call

A doctor is on-call when they are required by the employer
to be available to return to work or to give advice by
telephone but are not normally expected to be working on
site for the whole period. A doctor carrying an ‘on-call’
bleep whilst already present at their place of work as part
of their scheduled duties does not meet the definition of
on-call working.

On-call period

An on-call period is the time that the doctor is required to
be on call (as defined above) by their employer.

Placement

For the purposes of these TCS, a placement is a setting
into which a doctor is placed to work for a fixed period of
time in a post or posts in order to acquire the skills and
competencies relevant to the training curriculum, as
described in the work schedule.
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Post

For the purposes of these TCS, a post has approval by the
GMC/HEE for the purposes of postgraduate medical and
dental education. Each approved post is located within an
employer or host organisation.

Rota

The working pattern of an individual doctor or group of
doctors.

Rota cycle

The number of weeks' activity set out in a rota, from which
the average hours of a doctor’s work and the distribution of
those hours are calculated.
A rotation is a series of placements made by the HEE local
office into posts with one or more employers or host
organisations. These can be at one or more locations.

Rotation

Senior independent director

Non-executive director appointed by the board of directors
to whom concerns regarding the performance of the
guardian of safe working hours can be escalated where
they are not properly resolved through the usual channels.

Shift

The period which the employer schedules the doctor to be
at the work place performing their duties, excluding any
on-call duty periods.

Training programme

Training programmes and training posts are approved by
the GMC or (for dental programmes) HEE. Learning
environments and posts used for training are
recommended for approval by HEE for the purpose of
postgraduate medical/dental education. Time spent in
those posts/environments allows the doctor to acquire and
demonstrate the competencies to progress through the
training pathway for their chosen specialty (including
general practice) and to acquire a Certificate of Completion
of Training (CCT).

Work schedule

A work schedule is a document that sets out the intended
learning outcomes (mapped to the educational curriculum),
the scheduled duties of the doctor, time for quality
improvement, research and patient safety activities,
periods of formal study (other than study leave), and the
number and distribution of hours for which the doctor is
contracted.

Work schedule review

A work schedule review is a formal process by which
changes to the work schedule may be suggested and/or
agreed.
A work schedule review can be triggered by one or more
exception reports, or by a request from either the doctor or
the employer.
A work schedule review should consider safe working,
working hours, educational concerns and/or issues relating
to service delivery.
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WTR reference period

Reference period as defined in the Working Time
Regulations 1998 (as amended), currently 26 weeks.
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Cambridge University Hospitals NHS Foundation Trust
Report to the Board of Directors: 10 July 2019
Agenda item
Title

12.2
Annual Report on Safe Working Hours:
Doctors and Dentists in Training

Sponsoring executive director

Dr Ashley Shaw, Medical Director

Author(s)

Dr Jane MacDougall, Guardian of Safe Working

Purpose

To receive the report on safeguarding working hours.

Previously considered by

Management Executive, 27 June 2019

Executive Summary
This is the second annual report, based on a national template, to the Board of Directors
by the Guardian of Safe Working.
This role was introduced to support the
implementation and maintenance of the 2016 national contract for Doctors in Training
and provides an independent oversight of their working hours. The process of exception
reporting provides data on their working hours and can be used to record safety concerns
related to these and rota gaps. In addition it can identify missed training opportunities.
Reporting to the Board of Directors is a stipulated requirement of this role and this report
reflects the financial year 2018/19. The Trust has 646 doctors in training who have all
transferred to the 2016 Terms and Conditions of Service.

Related Trust objectives

Improving Patient Safety; Valuing our Staff
and Partners.

Risk and Assurance

Assurance involves the development of key
performance indicators, benchmarking,
peer review and audit.

Related Assurance Framework Entries

005

Legal / Regulatory / Equality, Diversity &
Dignity implications?

Safeguards around doctors’ hours are
outlined in national terms and conditions.
These stipulate that the Guardian of Safe
Working Hours “shall report no less than
once every quarter to the Board”.

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 note the second annual (2018/19) report from the Guardian of Safe
Working.

Cambridge University Hospitals NHS Foundation Trust
Board of Directors
Annual Report on Safe Working Hours: Doctors and Dentists in Training
Dr Jane MacDougall, Guardian of Safe Working
Key messages

1.

•

The process of exception
Hospitals as confirmed by
concern. Few exception
opportunities which does
trainee survey.

reporting is mostly working at Cambridge University
a re-audit. Under reporting is, however, a significant
reports have been submitted for missed training
not correlate with the findings of the annual GMC

•

Exception reporting (if it is being used whenever excessive hours are worked)
suggests that now that all trainees have transitioned to the new TCS, working
hours are mostly compliant and safe across the Trust. There do appear to be
some extra hours worked on a variety of different rotas, with a few areas with
persistent problems. ERs do provide us with data that can be used to drive
change.

•

Gaps in rotas continue to be a major concern (both here and nationally) - even if
posts are created they often cannot be filled and this has implications for working
hours, patient safety and training.

•

Attendance at the Junior Doctors’ forum has improved this year and has
facilitated discussion between junior doctors and senior management. This has
the potential to improve the wider hospital environment and culture.

•

Board engagement has improved this year.
Introduction

The process of exception reporting provides data on the working hours of doctors in
training and can also identify missed training opportunities. This provides an additional
mechanism to log safety concerns related to working hours and rota gaps. Reporting to
the Board of Directors is a stipulated requirement of this role and this report reflects the
position at completion of the second year since the implementation of the new 2016
Terms and Conditions of Service.
Please note that the detailed data below relates only to doctors directly overseen by the
Guardian of safe working for Cambridge University Foundation Trust.
2.
Board reporting
High level data
Number of doctors / dentists in training (total):
Number of doctors / dentists in training on 2016 TCS (total):
Number of doctors / dentists on local contracts (Clinical Fellows):
Total junior doctor/ dentist establishment:

646
646
163
809

With effect from August 2018 the ability to exception report was rolled out to all junior
doctors, including non-consultant non-training grade doctors.
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Amount of time available in job plan for Guardian to do the role:
Admin support provided to the Guardian:
Amount of job-planned time for educational supervisors:
3.

2 PAs / 8 hours
per week
1 WTE
0.125 PAs per
trainee

Annual data summary

The Trust Junior Doctor locum usage over the financial year 2018/2019 is as follows:
Month

Total
requests

Total
filled

Agency

Bank

Unfilled

Fill rate

Apr-18

778

571

120

451

207

73.39%

May-18

887

602

155

447

285

67.87%

Jun-18

989

634

109

525

355

64.11%

Jul-18

1157

764

165

599

393

66.03%

Aug-18

668

529

105

424

139

79.19%

Sep-18

598

469

113

356

129

78.43%

Oct-18

657

522

111

411

135

79.45%

Nov-18

626

553

106

447

73

88.34%

Dec-18

739

568

87

481

171

76.86%

Jan-19

605

484

94

390

121

80.00%

Feb-19

599

524

98

426

75

87.48%

Mar-19

700

556

105

451

144

79.43%

1400
1200
1000

Total requests

800

Total filled

600

Agency

400

Bank

200

Unfilled

0

4.

Issues Arising
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4.1

Exception Reporting

A questionnaire was sent to all doctors by the JDF in Q1. The survey had a response rate
of 16% (n=84). 40% had problems logging in to Allocate, 40% had submitted ERs. A
small minority reported that they had been discouraged from submitting an ER. Other
reasons for not reporting included a dislike of more paperwork, absence of a work
schedule or they felt uncomfortable submitting a report. Some trainees have reported
being reluctant to submit an ER as they felt that this would be perceived negatively by
their clinical supervisors.
4.2

Areas of concern

4.2.1 Paediatric oncology
Many exception reports were submitted and a work schedule review was arranged which
suggested that a new post was required on the rota.
4.2.2 Haematology department
Following transition to the new contract there were a number of exception reports and a
review of the rota identified the need for an additional doctor.
4.2.3 Colorectal Surgery FY1 working pattern
There have been longstanding concerns over the working pattern of foundation trainees
working in the colorectal surgery department and these were confirmed when trainees
transitioned to the new contract and submitted a number of exception reports.
4.2.4 Perioperative Care (Anaesthesia/ICU/NCCU)
All three areas are very hard to recruit to and rely on international recruitment. The
vacancies are a mixture of unfilled training posts and local Clinical Fellow post we have
been unable to recruit to. Where there are vacancies in local posts these have an impact
on the ability of the trainees to comply with hours regulations and potentially effect
access to training opportunities.
4.2.5 Obstetrics & Gynaecology
Several exception reports received and a work schedule review identified a failure to
include the handover period in hours worked.
4.2.6 Renal Medicine
A number of exception reports were submitted in Q4 related to rota gaps.
4.3
Immediate safety concerns
Immediate safety concerns
were mostly related to illness and short term rota gaps,
where it had not been possible to secure appropriate locum cover. This is a particular
problem in general medical rotas. Clinical teams do seem to be aware in advance of the
shifts and as far as we are aware there have been no obvious adverse patient
consequences related to any reported immediate safety concerns.
4.4
Recruitment and retention – particularly international recruitment
In the last annual report it was reported that there were problems with Tier 2
applications for visas for junior doctors. Specifically the number of certificates issued
each month was capped by the requirement for a minimum salary of £55K per annum.
This issue continued into this financial year and as the impact on the NHS as a whole
was so significant it attracted national attention. In July 2018 the government added an
amendment to the rules making applications for doctors and nurses exempt from the
cap. As a result recruitment and retention of junior staff improved significantly this year.
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5.

Actions taken to resolve issues

5.1
Exception reporting process
The guardian administrator has worked with medical staffing to ensure that problems
with logging in to Allocate are addressed. The software is also improving with further
updates expected. We have worked with educational and clinical supervisors to
demonstrate the benefits to patient care of exception reporting (ES updates, quarterly
newsletter and attendance at induction). We plan to repeat the questionnaire to trainees
soon.
5.2

Areas of concern

5.2.1 Paediatric Oncology
A new post was funded and a trust fellow appointed. The number of ERs is still being
monitored to assess the impact of this new post but so far the number submitted has
reduced.
5.2.2 Haematology department
A Trust doctor was employed and there were no further exception reports submitted.
5.2.3 Colorectal Surgery FY1 working pattern
An action plan was implemented and included two new consultant appointments, who
have now taken up post. These provide additional ward and emergency cover and
support the foundation trainees. We are monitoring the number of exception reports and
can confirm that these are reducing in number.
5.2.4 Perioperative Care (Anaesthesia/ICU/NCCU)
Work is on-going by Medical Staffing and the Specialty Leads to develop a perioperative
care recruitment strategy to address a number of challenges being faced in recruiting to
these areas. The Education Leads in the department are also doing their best to ensure
that training within the department is unaffected by these vacancies.
5.2.5 Obstetrics & Gynaecology
Support provided to alter the work schedules and re-organise process of handover.
5.2.6 Renal Medicine
Support being provided to improve recruitment to rota gaps.
5.3

Immediate safety concerns

We continue to emphasise the importance of trainees escalating short term rota gaps at
the time they occur to clinical leads so that gaps can be filled and patient safety ensured
– if necessary by senior doctors “acting down”. We are continuing to discuss rota
arrangements in medicine.
5.4

Recruitment and retention

It is widely acknowledged that there is an under supply of UK trained doctors and nurses
to fill all existing vacancies across the NHS and the reasons for this are multi-faceted and
complex. The Trust has a range of ever evolving initiatives to improve both recruitment
and retention, these include opportunities for training, career development, practical
assistance with accommodation, recruitment and retention premia. Medical Staffing
continue to work with areas experiencing specific issues. Examples during the last 12
months are the implementation of a new CESR Training Scheme in Anaesthesia and the
development of a partnership with the GMC by becoming a sponsor for English language
assessment in Peri-operative care.
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6.

Summary

6.1

In general working hours for doctors and dentists in training are compliant and
safe across CUHFT. Staffing levels are generally adequate to provide good quality
care. However there are areas with persistent problems and rota gaps. The
exception reporting process has been useful in highlighting departments and
rotas where there are issues; it also provides data that can be used to drive
change – extra posts or reallocation of tasks to other professional groups. It
should be noted that the process has not been cost neutral. In recognition of its
value the Trust extended the facility to exception report to all non-consultant
non-training doctors in August 2018.

6.2

There are continuing concerns over rota gaps on a variety of rotas which are
difficult to recruit into, with implications for working hours, workload and patient
safety combined with a reduction in training opportunities. The Board of Directors
has recognised these risks and the importance of improving trainee welfare (cf
NHSI Eight high impact actions to improve the working environment for junior
doctors) in order to attract and retain staff. We are hoping to work on this in
2019.

7.

Recommendation

7.1

The Board of Directors is asked note the second annual (2018/19) report from
the Guardian of Safe Working.
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Appendix I: Glossary of Terms and Abbreviations
F1
F2
StR
SpR
ACAS
CCT
COGPED
CQC
DME
FPP
GDC
GMC
GP
HEE
JLNC
LTFT
NHSI
NIHR
OOP
OOPC
OOPE
OOPR
OOPT
PIDA
SDM
SID
TCS
WTR

Foundation Doctor Year 1
Foundation Doctor Year 2
Specialty Registrar
Specialist Registrar
Advisory, Conciliation and Arbitration Service
Certificate of Completion of Training
Committee of General Practice Education Directors
Care Quality Commission
Director of Medical Education
Flexible pay premium / premia
General Dental Council
General Medical Council
General Practitioner
Health Education England
Joint Local Negotiating Committee
Less than Full Time
NHS Improvement
National Institute for Health Research
Out Of Programme
Out Of Programme (Career Break)
Out Of Programme (Experience)
Out Of Programme (Research)
Out Of Programme (Training)
Public Interest Disclosure Act 1998
Senior decision maker
Senior independent director
Terms and Conditions of Service
The Working Time Regulations 1998 (as amended)

Acting down

Acting down is where a doctor is requested by their
employer to cover the duties of a more junior colleague
within their contracted working hours, although it may
extend to covering the duties of a more junior colleague
during unplanned additional hours. This definition does not
apply, however, where the doctor undertakes duties as
part of their normal workload which a more junior doctor
might be competent to undertake; nor does it apply where
a doctor agrees to undertake locum work at a more junior
level.

Allocated Leave

Allocated leave is residual leave which is allocated to an
individual doctor after requests for leave have been
accommodated as best as possible.
Significant responsibilities to care for another person,
whether solely or as part of a group (for example of family
members). This may include but is not limited to acting as
a carer for a child or an ill or disabled family member.

Caring responsibilities
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Director of Medical
Education (DME)

Doctor

Doctor or dentist in training

Educational review

Educational supervisor

Employer

The DME is a member of consultant medical staff and an
employee of the employer / host organisation who leads on
the delivery of postgraduate medical and dental education
in the Local Education Provider (LEP), ensuring that doctors
receive a high quality educational experience and that
GMC/GDC standards are met, together with the strategic
direction of the organisation and Health Education England
(HEE). The DME is responsible for delivering the
educational contract between the LEP/ lead provider (LP)
and HEE local team.
For the purposes of these terms and conditions, where
reference is made to the DME, the responsibilities
described may be discharged by a nominated deputy to the
DME.
Wherever ‘doctor’ is used in these terms and conditions, it
is intended to mean a doctor or dentist in an approved
postgraduate training programme under the auspices of
HEE.
A doctor or dentist in postgraduate medical or dental
education undertaking a post of employment or a series of
posts of employment in hospital, general practice and/or
other settings.
An educational review is a formative process which enables
doctors to receive feedback on their performance and to
reflect on issues that they have encountered. Doctors will
be able to raise concerns relating to curriculum delivery
and patient safety. This will include regular discussions
about the work schedule.
A named individual who is selected and appropriately
trained to be responsible for supporting, guiding and
monitoring the progress of a named trainee for a specified
period of time. The educational supervisor may be in a
different department, and occasionally in a different
organisation, to the trainee. Every trainee should have a
named educational supervisor and the trainee should be
informed of the name of the educational supervisor in
writing. This definition also covers approved clinical
supervisors in GP practice placements.
The organisation by which the employee is employed and
which holds the contract of employment.

Episodes of work

Periods of continuous work within an on call period
separated by periods of rest.

Exception reporting

Mechanism used by doctors to inform the employer when
their day- to-day work varies significantly and/or regularly
from the agreed work schedule. Primarily these variations
will be differences in total hours of work, pattern of hours
worked, in the educational opportunities and support
available to the doctor.

Form B

Form B is a GMC document which approves a training post
at a specific point in time. It provides an outline of the
educational and service activities and the expected
learning outcomes from the post.
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Guardian of safe working
hours

A senior appointment made jointly by the employer / host
organisation and junior doctors, who ensures that issues of
compliance with safe working hours are addressed by the
doctor and/or employer/host organisation, as appropriate
and provides assurance to the Board of the employing
organisation that doctors' working hours are safe.

Host organisation

An organisation where a doctor is deployed to work in a
post for a fixed period of time under a lead employer
arrangement. The employer can also be, but is usually not,
the host organisation.

Integrated clinical academic
pathway

Integrated clinical academic pathway combines both
clinical and academic components within one training
programme (for example, those defined under the auspices
of the National Institute for Health Research (NIHR)).

Lead employer

An organisation that issues and holds the contract of
employment throughout a doctor’s training programme,
during which the doctor may be deployed into one or more
host organisations.

Long shift

For the purposes of these TCS, a long shift is any shift that
exceeds 10 hours in duration.

On-call

A doctor is on-call when they are required by the employer
to be available to return to work or to give advice by
telephone but are not normally expected to be working on
site for the whole period. A doctor carrying an ‘on-call’
bleep whilst already present at their place of work as part
of their scheduled duties does not meet the definition of
on-call working.

On-call period

An on-call period is the time that the doctor is required to
be on call (as defined above) by their employer.

Period of grace

6 months of continued employment after a doctor has
successfully completed their specialist training. Periods of
grace are not applicable to GP trainees.

Placement

For the purposes of these TCS, a placement is a setting
into which a doctor is placed to work for a fixed period of
time in a post or posts in order to acquire the skills and
competencies relevant to the training curriculum, as
described in the work schedule.

Post

For the purposes of these TCS, a post has approval by the
GMC/HEE for the purposes of postgraduate medical and
dental education. Each approved post is located within an
employer or host organisation.

Professional leave

Professional leave is leave in relation to professional work.
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Professional work

Professional work is work done outside of the requirements
of the curriculum and/or the employer/host organisation
for professional bodies such as Royal Colleges, Faculties or
the GMC/GDC. Non-trade union activities undertaken by for
a recognised trade union, for example work on an Ethics
Committee would count as professional work, however
trade union duties and activities are covered through
recognition agreements.

Public holiday

Holidays recognised by the NHS in England. Currently,
these are: New Year’s Day; Easter Friday (otherwise also
known as Good Friday); Easter Monday; the two May bank
holidays; the August bank holiday; Christmas Day and
Boxing Day.

The regulator

General Medical Council or (for dental programmes) other
relevant body.

Resident on-call

A doctor who is resident on-call is required to be present
on site and available to work for the whole on-call period,
but will not be expected to be working during that time
unless called upon to do so.
The working pattern of an individual doctor or group of
doctors.

Rota
Rota cycle
Rotation

The number of weeks' activity set out in a rota, from which
the average hours of a doctor’s work and the distribution of
those hours are calculated.
A rotation is a series of placements made by the HEE local
office into posts with one or more employers or host
organisations. These can be at one or more locations.

Senior independent director

Non-executive director appointed by the board of directors
to whom concerns regarding the performance of the
guardian of safe working hours can be escalated where
they are not properly resolved through the usual channels.

Shift

The period which the employer schedules the doctor to be
at the work place performing their duties, excluding any
on-call duty periods.

Special leave

Special leave for any circumstances will be defined by the
employer’s local policy.

Study leave

Study leave is leave that allows time, inside or outside of
the workplace, for formal learning that meets the
requirements of the curriculum and personalised training
objectives. This will include regional educational events
where the time is protected.
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Training programme

Training programmes and training posts are approved by
the GMC or (for dental programmes) HEE. Learning
environments and posts used for training are
recommended for approval by HEE for the purpose of
postgraduate medical/dental education. Time spent in
those posts/environments allows the doctor to acquire and
demonstrate the competencies to progress through the
training pathway for their chosen specialty (including
general practice) and to acquire a Certificate of Completion
of Training (CCT).

Work schedule

A work schedule is a document that sets out the intended
learning outcomes (mapped to the educational curriculum),
the scheduled duties of the doctor, time for quality
improvement, research and patient safety activities,
periods of formal study (other than study leave), and the
number and distribution of hours for which the doctor is
contracted.

Work schedule review

A work schedule review is a formal process by which
changes to the work schedule may be suggested and/or
agreed.
A work schedule review can be triggered by one or more
exception reports, or by a request from either the doctor or
the employer.
A work schedule review should consider safe working,
working hours, educational concerns and/or issues relating
to service delivery.

WTR reference period

Reference period as defined in the Working Time
Regulations 1998 (as amended), currently 26 weeks.
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Cambridge University Hospitals NHS Foundation Trust
Report to the Board of Directors: 10 July 2019
Agenda item

13

Title

Freedom to Speak Up Guardian report

Sponsoring executive director

Ian Walker, Director of Corporate Affairs

Author(s)

Denise Hollinger, Freedom to Speak Up
Guardian

Purpose

To inform the Board of progress on the
Speaking Up service.

Previously considered by

Management Executive, 27 June 2019

Executive Summary
In line with the recommendations of the Freedom to Speak up Review 1, the Trust has a
Freedom to Speak Up Guardian who took up post in December 2016. This is the fifth
six-monthly report to the Board of Directors on progress and key issues.

Related Trust objectives

Improving patient journeys; Working with
our
communities;
Strengthening
the
organisation

Risk and Assurance

The report provides assurance on the steps
being taken to promote open and
transparent speaking up culture.

Related Assurance Framework Entries

BAF 004, 005

Legal / Regulatory / Equality, Diversity &
Dignity implications?

Compliance with Department of Health and
CQC guidance on Freedom to Speak Up.

How does this report affect Sustainability?

n/a

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

The Trust’s Safe value:
“I never walk past; I always speak up”

Action required by the Board of Directors
The Board is asked to receive and discuss the report from the Trust’s Freedom to Speak
Up Guardian.

1

Freedom to Speak Up review, Sir Robert Francis, 11 February 2015.

Cambridge University Hospitals NHS Foundation Trust
10 July 2019
Board of Directors
Freedom to Speak Up Guardian report
Denise Hollinger
1.

Background

1.1

The creation of the Freedom to Speak Up Guardian (FTSUG) role was one of the
recommendations of Sir Robert Francis’ Freedom to Speak Up review following the
Mid Staffordshire Public Inquiry.

1.2

The Trust’s Freedom to Speak Up Guardian, Denise Hollinger, took up post in
December 2016. This report provides a summary of activities and progress over
the past six months since the previous report to the Board of Directors in January
2019.

1.3

The Director of Corporate Affairs is the Executive lead for speaking up and Shirley
Pointer is the link Non-Executive Director for FTSU.

2.

Progress to date

2.1

The Trust’s speaking up service continues to engage with a wide range of staff
across the organisation, through divisional/departmental/team meetings, staff
governors, Staffside, study days and open forums to raise awareness of the
service and to hear their views on the speaking up culture at CUH. The
importance of speaking up and raising concerns is also emphasised to all new
staff as part of the Director’s session on the corporate induction programme.

2.2

The CUH FTSUG has attended all of the annual National Guardian’s Office (NGO)
conferences and is a member of the East of England regional FTSUG Network
which meets on a quarterly basis. The national Freedom to Speak Up Guardian –
Dr Henrietta Hughes – visited the Trust in February 2018 to meet staff and find
out more about our work to promote speaking up. Feedback from the visit was
positive.

2.4

The Care Quality Commission also reviewed the Trust’s FTSU arrangements as
part of the Well-Led inspection in November 2018. The CQC report stated that:
“Throughout our inspection of the core services, many staff told us they were
encouraged to speak up if they experienced any concerns… The trust had
appointed a freedom to speak up guardian who worked with the trust leadership
teams in continuing to be an open and transparent organisation and to enable a
safe means by which staff could speak up. In addition, the trust had 12 local
speaking up listeners who supported the freedom to speak up guardian to ensure
staff had easy access to a trusted colleague… Staff we spoke with throughout our
core service inspection knew about the whistleblowing process and how to raise
concerns.”
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3.

Concerns raised with the FTSUG

3.1

In the 2018/19 financial year (April 2018 to March 2019), 73 members of staff
contacted the FTSUG and local listeners to raise concerns. This compares with 41
members of staff raising concerns in 2017/18.

3.2

Of the 73 staff, 29 were Administrative, 22 were Nurses and Midwives and 8
Healthcare Assistants with lower numbers of Medical and Dental, AHPs and
Additional Professional, Technical and Scientific staff.

3.3

The main themes of concerns are Trust policy/procedure in practice (33% in
2018/19), behaviour/relationships (28%) and management support (23%). By
division, use of the service is greatest from Division B, Corporate and R&D.

3.4

A more detailed breakdown of the data is provided at Appendix A. This also
includes details of the three 2018 staff survey questions which most closely
related to speaking up (feeling secure raising concerns about unsafe clinical
practice; confidence that the organisation will address concerns; and acting on
concerns raised by patients). There is a steady upward trend for all three
responses at CUH over recent years and the CUH results are above the national
average.

3.5

In relation to the theme of Trust policy and procedure in practice, the majority of
the concerns raised relate to recruitment practice, organisation change and
flexible working hours. Examples of concerns raised include:
Recruitment practice
• Consistency of decision making on approval to recruit.
• Post created for a leaver to encourage them to stay.
• Promises made during recruitment not met, e.g. which specialty area an
individual would be allocated to.
• Approach to increasing the diversity of interview panels.
Organisational change practice by line managers
• Situations where the communications and consultation with employees has
not been managed well in the employee’s view.
• Managers moving staff without due process, either permanently or
temporarily.
• A workforce change form being amended by a line manager after the
employee had signed it.
Flexible working
• Inconsistencies in managerial interpretation and implementation of flexible
working requests.

3.6

In relation to contractual and HR policy issues, there is close working between the
Speaking Up service and Workforce directorate colleagues. Where concerns are
raised by members of staff which potentially indicate wider practice concerns, this
provides an opportunity to review the need for additional guidance and training
for managers. For example, the forthcoming Practical Leadership skills
programme aims to provide additional support and toolkit training to line
managers particularly in the area of having conversations. Previous concerns
relating to ‘informal recruitment practices’ of acting up and secondment positions
have been addressed through a change to Trust policy (becoming more explicit
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about the requirement to advertise all posts), and more rigorous application and
auditing of recruitment processes.
4.

Joint working across the Trust

4.1

While information about concerns raised with the FTSUG is important to consider
and act on in its own right, it is equally important to triangulate this
(anonymously) with other sources of information in the Trust to help identify any
particular trends or ‘hotspots’.

4.2

The FTSUG meets regularly with the Guardian of Safe Working to review issues
and concerns being raised with each of the Guardians and to identify any common
themes. This is particularly important given the low proportion of concerns raised
with the FTSUG by Medical and Dental staff.

4.3

Recognising the low usage of Medical and Dental staff of the Speaking Up service,
the FTSUG has arranged meetings with the General Medical Council (GMC) and
Medical/CUHP colleagues to explore the Trust’s participation in the GMC’s pilot
programme: ‘Patient Safety and professional behaviours’ which aims to support
doctors in challenging unprofessional behaviours of colleagues. The programme
is scheduled to start in September 2019 with participants to be agreed with
Divisional and Clinical Directors.

4.4

In addition, the following further steps have been agreed to support this
triangulation:
•

The FTSUG is now a member of the Patient Experience Group.

•

A quarterly intelligence sharing meeting has been established involving the
FTSUG, Workforce, PALS, Patient Safety, etc. to share issues being raised
and help identify common themes.

• The FTSUG is a member of the tackling bullying, harassment and incivility
working group.
5.

Local support for the FTSUG

5.1

Our local listeners have now been operational for a year with 12 members of staff
currently in this voluntary role, spreading awareness of the service and acting as
a first point of contact within their work areas.

5.2

Recruitment to future cohorts of listeners is underway. 50 members of staff,
supported by their line managers, have expressed an interest in training for the
role. The new listeners represent a wider diversity of staff in terms of ethnicity,
gender and pay band. Work is continuing to address remaining gaps in listener
coverage.

5.3

Some work areas are developing additional local listeners to address particular
support requirements. For example, Division A has identified a group of 12
listeners at Band 5 level, specifically to support groups of more junior staff, e.g.
Theatre Support Workers, as retention among this group has been a challenge.
The Division A listeners have now been brought within the Trust-wide support
framework for speaking up listeners – they have completed the same
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development programme and are part of the support network which ensures
consistency of practice.
6.

Case outcomes, resolution and escalation

6.1

Further analysis of the concerns raised to date with the Speaking Up service
highlights that 31% of staff access the service and then progress the issues
themselves; 28% then seek the support of their line manager; and 41% are
signposted to Workforce. In the April 2018 to March 2019 period, 64% of the
concerns raised were ‘one-off’ contacts and 36% were more complex and
involved more than one contact with the FTSUG. Empowering individuals to find
the language and confidence to address issues directly and visible leadership from
line managers are key elements of creating and supporting an open culture where
speaking up is well received and listened to.

6.2

Some staff accessing the Speaking Up service have explained that they are
unsure about using Workforce processes because they are concerned about rapid
escalation into a formal process. Based on the experience of other trusts, as
highlighted in the Just Culture video publication, the Employee Relations team
plans to encourage enhanced use by managers, staff and trade union
representatives of the informal processes within our policies and procedures to
endeavour to resolve potentially difficult and complex situations at an earlier
stage.

7.

NHSI/NGO Self-Review Tool and key priorities

7.1

In addition to guidance from the National Guardian’s Office (NGO) on best
practice and consistent approaches, NHS Improvement and the NGO published in
May 2018 a guide for boards on Freedom to Speak Up and an accompanying selfreview tool. This was released shortly before the last six-monthly Board report.

7.2

The Self-Review tool has been completed by the Director of Corporate Affairs as
the Executive lead for FTSU, with input from others. A copy was appended to the
previous Board report and this is being used to inform the forward work
programme.

8.

Case studies

8.1

To give Board members a flavour of the types of interaction that take place with
the Speaking Up service, the following case studies might be helpful. Some
details have been changed to preserve confidentiality:
Speaking up as a first point of contact
Many individuals access the Speaking Up service before other services as a
‘safe/confidential’ way of testing out their thinking before deciding on what to do
next
Employee ‘A’ has worked in the Trust for a number of years and contacted the
Freedom to Speak Up Guardian to discuss her working relationship with her
manager ‘B’. B’s behaviour has recently been having such a negative effect that
‘A’ has been signed off work with work-related stress. ‘A’ explained to the FTSUG
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that she was worried that raising her concerns about her manager through a
formal Employee Relations route would automatically result in her manager being
contacted and the situation getting worse. The FTSUG was able to reassure ‘A’
that a conversation with Employee Relations would remain confidential and that
her manager would not be contacted without ‘A’ giving her permission for this to
happen. The FTSUG was also able to discuss with ‘A’ ways in which she might be
able to initiate a conversation with ‘B’ to explain how she was feeling and the
impact that ‘B’’s behaviour was having on her. ‘A’ concluded that she would
speak to her manager and prepare in advance what she wanted to say. As per
normal practice, the FTSUG will follow up on progress.
Speaking up when other routes don’t appear to be working
A trainee in a professional occupation was concerned about practices in one of her
placement work areas. She had seen different systems of work in other hospitals
and in other parts of CUH which prompted her to raise suggestions for
improvement in an education support meeting. The response was that there was
a lot of pressure in that work area and no capacity to consider different ways of
working.
This left the trainee feeling disempowered. She approached the
Freedom to Speak Up Guardian because she felt it was important for her concerns
to be properly listened to and addressed. The FTSUG discussed with her ways of
doing this including what approach/language to use in seeking to raise the issues
with the manager of the area. The trainee requested a meeting with the manager
who asked for the concerns to be put in writing. However, no meeting was
arranged. The FTSUG stayed in touch with the staff member to provide advice
and review progress. In the meantime, the trainee rotated to a placement at
another hospital and the FTSUG secured her agreement to pursue the concerns.
These are now being taken forward by the Divisional Head of Workforce and part
of the review is looking at the way in which managers in that area listen and
respond to concerns raised with them and what action needs to be taken to
improve this.
9.

Governance

9.1

In line with national recommendations, the Board of Directors has previously
agreed to receive a six-monthly report on Freedom to Speak Up.

9.2

In addition, the Audit Committee reviews arrangements for raising concerns on
an annual basis.

10.

Recommendations

10.1

The Board of Directors is asked to receive and discuss the six-monthly report
from the Trust’s Freedom to Speak Up Guardian.
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Appendix A: Freedom to Speak Up concerns raised
A1.

Tables 1a and 1b below provide a breakdown of the concerns raised by
occupational group and theme respectively. Note: some concerns cover more
than one theme, i.e. in 2018/19 73 individuals raised concerns across 98 themes.
Table 1c shows the breakdown by division. The 2018/19 national average for
concerns raised by Trust is 43 per annum.

Table 1a: Concerns raised with the CUH Speaking Up service by occupational
group
2018/19

2017/18

Occupational Number
group

% of
group
workforce

Occupational
group

29

1.3

22

0.6

8

0.5

2

0.7

4

1.4

3

0.2

1

0.2

4
73

0.7

Admin &
Clerical
Nursing &
Midwifery
Health Care
Assistants
Ancillary &
Technical
Add Prof, Tech
and Scientific
Medical &
Dental
Allied Health
Professionals
Other
TOTAL

Number

(CHEQS
Apr 2019)

Admin &
Clerical
Nursing &
Midwifery
Health Care
Assistants
Ancillary &
Technical
Add Prof, Tech
and Scientific
Medical &
Dental
Allied Health
Professionals
Other
TOTAL

% of
group
workforce
(CHEQS
Apr 2018)

15

0.7

13

0.4

3

0.2

3

1.0

2

0.8

2

0.2

0

0

3
41

0.4

Table 1b: Concerns raised with the CUH Speaking Up service by theme
2018/19
Concern theme
Behaviour/attitude
Trust procedure/
practice
Management
support
Patient related
Capacity/workload/
training
TOTAL

2017/18
Number
27
32

%
28
33

23

23

12
4

12
4

98

100
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Concern theme
Behaviour/attitude
Trust procedure/
practice
Management
support
Patient related
Capacity/workload/
training
TOTAL

Number
23
14

%
43
26

7

13

8
2

15
4

54

100

Table 1c: Concerns raised with the CUH Speaking Up service by division, April
2018 – March 2019

Mgmt
supp

Capacity/
workload/
training

CHEQS
w’force
numbers
(Apr 19)

%

Division

Patient
related

Behaviour/
attitude

A
B
C
D
E
Corp
R&D
Medirest
Other

1
2
2
1
0
1
3
1
1

2
4
4
5
3
6
1
2
0

4
8
3
4
3
7
3
0
0

6
4
3
3
2
4
1
0
0

0
0
0
1
0
1
1
1
0

13
18
12
14
8
19
9
4
1

9
13
7
12
8
14
7
2
1

1,983
2,781
1,560
1,350
1,290
1,281
417

0.5
0.5
0.4
0.9
0.6
1.1
2.2

Total

12

27

32

23

4

98

73

10,662

0.7

A.2

Trust
proc/
practice

Total
themes
Total
people

Table 1a also shows the number of staff within each occupational group raising
concerns as a percentage of the total workforce for that occupational group.
Across the two years, the following points stand out:
•

An increase in concerns raised by the largest staffing groups, with the
notable exception of Medical and Dental.

•

Staff in divisions D, Corporate and R&D are accessing the Speaking Up
service more than average (see Table 1c).

•

Compared to the Trust average, staff in the Admin & Clerical and
Additional Professional, Technical and Scientific groups are more likely to
raise concerns. Admin & Clerical staff also appear to be more likely to
raise concerns at CUH than at other trusts (see Table 1d).

•

Compared to the Trust average, staff in the Medical and Dental and AHP
groups are much less likely to raise concerns. AHP and Medical & Dental
staff also appear to be less likely to raise concerns at CUH than at other
trusts (see Table 1d).

A.3

Work continues to seek to better understand the drivers of these differences.
There are likely to be a number of factors at play including awareness of the FTSU
service, access to other channels for raising concerns and varying levels of staff
engagement across occupational groups.

A.4

Comparisons between CUH data and National Guardian’s Office data are provided
at tables 1d and 1e. Nationally there is a wide disparity between the number of
cases and resources allocated to speaking up services in trusts which makes
direct comparisons difficult.
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Table 1d: Comparison of CUH occupational groups raising concerns with NGO
data (% of cases by staff group rather than staff reporting concerns
as a % of total workforce for each staff group)
45
40
35
30
25

CUH

20

NGO

15
10
5
0
A&C

N&M

HCA

M&D

AHP

Table 1e: comparison of CUH themes (2018/2019) with NGO data (2018 annual
report
60.00
50.00
40.00
CUH

30.00

NGO
20.00
10.00
0.00
Behaviour

A.5

Patient-related

Other

Across the two years, 79% of staff raising concerns were female and 21% were
male. This is slightly out of line with the gender split of the CUH workforce in
favour of women (74/26). 19% of staff raising concerns were from a BAME
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background compared with 21% of the CUH workforce who are from a BAME
background. (Source: CHEQs ESR, April 2019). This data is not collected
nationally.
A.6

In terms of themes of concerns raised, there has been a change over the two
financial years with a reduction in the proportion of concerns related to behaviour
and attitude from 43% in 2017/18 to 28% in 2018/19. In the latter period, there
has been a greater proportion of concerns related to management support and
Trust procedure and practice.

A.7

Across the years, patient-related concerns remain relatively low (12% and 15%).
While it is difficult to make direct comparisons due to issues of data definition,
this appears to be significantly lower than the national average based on figures
from the NGO. Examples of patient-related concerns raised at CUH relate to the
patient transport service, communications used by a range of staff with patients
in clinical settings, clinical practice, information governance, breaches of patient
dignity and the impact of staffing shortages. One of the priorities of the FTSUG is
to continue to meet with a range of staff across clinical settings to raise
awareness that FTSU includes patient-related concerns and to better understand
where patient-related concerns are being raised through other channels

A.8

Of the 73 concerns raised with the FTSUG in this financial year, two cases remain
open with ongoing discussions (case studies above).

A.9

12 staff members have accessed the local listeners over the past year.

A.10

Several concerns have been raised via the Trust’s Raising Concerns phone line
and dedicated email address. For example, a member of staff recently used the
email address to raise concerns about the way promises made about a job at the
recruitment stage were not being fulfilled and another member of staff raised
concerns that she had been moved to another work area following dignity at work
complaints. She was very concerned about her future permanent work role
following a temporary post. All concerns are investigated.

A.11

In the past financial year, only one concern has been raised formally as part of
the Trust’s Raising Concerns (Whistleblowing) Procedure. This has been overseen
by the Director of Corporate Affairs and has been subject to an external
investigation. This has been concluded and the relevant service is implementing
the recommendations.

A.12

Staff also continue to raise issues and concerns within their local teams and the
vast majority of these are managed and resolved successfully at local level. The
themes shown in Table 1b are consistent with issues raised through other
organisational routes, e.g. staff surveys and exit interviews.

A.13

A confidential case log is held by the FTSUG and shared with the Director of
Corporate Affairs.
This also includes any concerns raised through other
organisations such as the Care Quality Commission.

A.14

The National Guardian’s Office requests summary data on a quarterly basis. To
date, seven sets of quarterly data have been published by the NGO. The national
data shows significant variation between organisations in terms of the number of
concerns raised with Freedom to Speak Up Guardians and the nature of the
issues raised.
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Staff survey information on raising concerns
A.15

A key way in which we can track progress in developing a more open speaking up
culture is through staff survey results.

A.16

Table 1f below highlights the 2018 national staff survey questions which most
closely identify aspects of our speaking up culture. The results illustrate a steady
improvement in staff feeling secure to raise concerns about unsafe clinical
practice and confidence that the organisation will address and act on concerns.
The results for CUH on all three questions are above the national average.

Table 1f: Extract from the national staff survey, Oct – Dec 2018

A.17

Where divisional or business unit scores are lower than average, the FTSUG has
developed a programme of workplace visits, using the survey scores as a
conversation opener on the speaking up culture. Higher scores provide an
opportunity to share best practice.

A.18

To supplement the national staff survey results, CUH has begun to include raising
concerns questions in the local staff survey which is run on a quarterly basis. The
local questions are asked in the local survey for the first quarter of each year and
the questions relate to all concerns rather than only clinical practice as in the
national survey. We await the results from the Q1 local survey (April – June
2019) which closed on 21 June 2019.
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To provide an update on the Cambridge
Transition Programme.
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Executive Summary
Royal Papworth Hospital NHS Foundation Trust opened in its new state of the art facilities
on the Cambridge Biomedical Campus in late April/early May 2019. The first patients were
admitted to the new hospital on 1 May 2019. The purpose of this paper is to update the
Board of Directors on progress since the last update; highlight key areas of joint working;
and outline intentions for continued collaboration on the development of clinical and nonclinical services.

Related Trust objectives

Improving patient journeys; Working with
our communities

Risk and Assurance

Risks are detailed in the paper.

Related Assurance Framework Entries

003

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 progress since the last update.

Cambridge University Hospitals NHS Foundation Trust
10 July 2019
Board of Directors
Cambridge Transition Programme Update
Allison Warn, CTP Programme Lead, CUH
1.

Purpose

1.1

The paper provides the Board of Directors with an update on progress of the
Cambridge Transition Programme (CTP) which oversees the relocation of Royal
Papworth Hospital (RPH) onto the Cambridge Biomedical Campus (CBC). The paper
also sets out plans for ongoing collaboration and close working between RPH and
CUH.

1.2

The new RPH successfully opened in late April/early May 2019 and is a very
welcome new partner on the CBC. Clinical and operational joint working and
collaboration has already become easier by virtue of the proximity of the two trusts
and we are looking forward to maximising the benefits for patients, staff and the
taxpayer.

1.3

The focus of the CTP over the last few months has been primarily to ensure that
everything was in place ready for the operational opening of the new hospital
including the development and agreement of any joint services between the two
trusts.

1.4

Work on changes to clinical services to enhance patient experience, access and
quality has continued and a number of clinical service specifications and proposals
are in development. This work will now be progressed at greater pace now that the
two Trusts are co-located on the campus.

1.5

Many of the risks to programme delivery have now been closed. Any issues or
unintended consequences of co-location that have arisen during the first few weeks
since opening are being managed actively to find joint resolutions.

1.6

Some aspects of the CTP have either already become business as usual or are in
the process of moving into business as usual and the programme will now focus
primarily on progressing opportunities for clinical and non-clinical collaboration and
service integration. Governance arrangements are therefore under review to
ensure they meet the ongoing needs of the programme.

2.

Background information

2.1

The CTP is a core programme under the ‘Working with our communities’ priority as
part of our overall CUH Strategy. The programme was first established in July 2014
to ensure that the mutual benefits from improved patient pathways, service
efficiencies and research opportunities are realised.

2.2

In practice, the programme has concentrated on two key priorities: the
establishment of joint services, particularly for facilities management but has also
included other services such as, bereavement services, the pathology requesting
and reporting interface, support for the RPH IT infrastructure and Occupational
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Health; and identifying and pursuing opportunities for collaboration between clinical
services within cardiology, respiratory medicine and a number of other services or
functions within the trusts.
3.

Summary of progress for services that were critical for opening

3.1

All critical service specifications were agreed and formally signed ready for the
opening of the new hospital. Some services went live while RPH was still in its old
premises, for example, chaplaincy and emergency on call cover for specialist
services. The remaining critical services became fully operational in time for
opening.

3.2

The patient link corridor and the estates and facilities service tunnel both opened
for use on 1 May 2019. Transfer guidelines have been jointly developed and
approved to support teams to perform safe patient transfers between the two
Trusts using the link corridor. The first patients were transferred from the
cardiology ward in CUH to RPH on the first clinical day (1 May). Since then, in
excess of 90 patient transfers have been made using the corridor, each of which
has enabled a faster transfer for the patient and has saved a journey for the East
of England ambulance service.

3.3

On 1 August 2019 the integrated histopathology service becomes operational in
refurbished buildings previously used by the University of Cambridge. Relocation of
the existing CUH and RPH services commences on 22 June 2019 and will take place
over a four week period to avoid any reduction in current service levels for this
critical diagnostic service.

4.

Clinical services

4.1

The co-location of CUH and RPH on the CBC presents opportunities for significant
improvements to the care of patients. These opportunities will result from
developing new ways of working and enhanced patient pathways for cardiology and
respiratory services, with the aim of improving patient outcomes experience and
value for money. Clinical groups have been meeting on a regular basis since
September 2014.

4.2

Discussions with clinical teams continued during the run up to the opening of the
new hospital however the RPH clinical teams needed to ensure their focus was on
safe opening and so the pace of clinical discussions was slowed to allow for this.
Now that new RPH is open, the clinical discussions have re-established and will
increase in pace.
Cardiology

4.3

The creation of an integrated cardiology service for the campus will be the single
biggest focus of our joint work over the next six to nine months.

4.4

Over the coming months the cardiology steering group, with the support of
workstream working groups will progress the plans for integration of cardiology
services. Joint working groups have been convened for the sub-workstreams of
outpatients, diagnostics (cardiac physiology), catheter labs, inpatients and cardiac
rehabilitation.
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Respiratory medicine
4.5

Within respiratory medicine five sub-specialty areas have been identified where
there is either duplication or an overlap of services between the two Trusts. The
clinical and business proposal for consolidation of the interstitial lung disease (ILD)
service at RPH is in the final stages of approval. The next sub-specialties where
clinical proposals are being developed are the bronchiectasis service and the
respiratory immunology service. The latter of which will involve the establishment
of a specialist respiratory immunology service at RPH with close links between the
RPH ling defence service and the CUH immunology and respiratory services.
Other clinical services

4.6

Clinical leads for a range of services have been in discussion where they have
identified that there would potentially be benefits in closer working between CUH
and RPH. Some of these are where there is expertise within one Trust that would
benefit the patients of the other Trust, for example, technical reporting by RPH of
paediatric sleep studies that have been undertaken at CUH, or the insertion of
percutaneous endoscopic gastrostomy tubes by CUH gastroenterologists for RPH
motor neurone disease patients. Others are where there is duplication of service
provision or where closer integration of services between the two Trusts would
provide an improved service for patients, for example, a joint syncope service or
sharing of the supporting roles for the medical examiner.

4.7

For each of these services either a service specification will be developed and
agreed (paediatric sleep study reporting is already agreed and live) or a business
proposal will be prepared for sign off by both Trusts and presentation to
commissioners for discussion.

5.

Communication and engagement

5.1

As clinical services are developed communication and meaningful engagement with
external partners including commissioners and GPs will be essential, as will
communication with patients, particularly where services are transferring from one
Trust to the other or where services are configured differently in the future.

5.2

A communications strategy had already been developed for CTP and this is in the
process of being refreshed to reflect the ongoing focus on clinical service
collaboration.

6.

Recommendation

6.1

The Board of Directors is asked to note progress since the last update.
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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 BAF is received by the Board four
times a year (most recently on 8 May 2019). Board assurance committees review the BAF
(and CRR) risks assigned to them at each meeting. The BAF is refreshed on a monthly
basis in discussion with the lead Executive for each risk and then reviewed by the ROC.
While the BAF is kept under review on an ongoing basis, this point in the year provides a
good opportunity to take stock as to whether the BAF continues to accurately reflect the
principal risks to the achievement of the Trust’s strategic objectives.
Proposals for
amendments to the BAF were discussed by the Board of Directors in June 2019 with
reference to the Trust’s three-year objectives and the recent strategy refresh work. The
attached version of the BAF incorporates the proposed amendments to BAF risks.
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
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 revised version of the BAF.

Cambridge University Hospitals NHS Foundation Trust
10 July 2019
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.
Refreshing the BAF in relation to the Trust’s strategic objectives
2. While the BAF is kept under review on an ongoing basis, and received a positive
rating (significant assurance with minor improvement opportunities) in the May 2019
internal audit report, this point in the year provides a good opportunity to take stock
as to whether the BAF continues to accurately reflect the principal risks to the
achievement of the Trust’s 13 strategic objectives (as appended to the attached BAF
document).
3. The current BAF risks were reviewed by the Risk Oversight Committee in May 2019
and by the Board of Directors in June 2019. The following key amendments have
been made to the BAF as a result:
•

The previous risks relating to emergency planning and cyber security have
been moved from the BAF to the corporate risk register. This is not a
reflection that these risks are not significant or are less important than
previously.
Rather they are not risks which directly compromise the
achievement of the Trust’s strategic objectives and are therefore better
managed via the corporate risk register which includes more operational
risks. Board assurance committees have oversight of relevant risks on the
corporate risk register and further consideration is currently being given as to
how the Board of Directors retains oversight of the risks on the corporate risk
register. This will be discussed further at the Audit Committee meeting later
this month.

•

While all of the BAF risks are ultimately risks to the delivery of high quality
care, it has been agreed that a specific risk relating to achievement of
Strategic Objective 1 (high quality care and reducing variations) should be
added to the BAF. This risk (BAF 001) is framed in terms of consistent
delivery of fundamentals standards of care and reducing variation. This
aligns with the new strategic work programme for 2019/20 on Fundamentals
of Care.

•

On recruitment and retention, the risk (BAF 004) has been broadened from a
focus on nurse staff to include other hard-to-recruit groups.

•

The previous BAF risk on staff engagement has been more specifically
focused on the Board priorities of equality, diversity and inclusion, and
bullying, harassment and incivility (BAF 005).
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•

For BAF risk 009 on estates investment decisions, the current risk rating has
been reassessed and it is proposed to increase the score from 12 (I3xL4) to
16 (I4xL4).

•

For BAF risk 010 on the delivery of the 2019/20 financial plan, the risk has
been rated at 15 (I5xL3).

•

For BAF risk 011 on the medium-term financial plan, the risk has been
reframed to also include the sustainability of the health system and rated at
15 (I5xL3).

4. The table below summarises the mapping of the new BAF risks to the Trust’s 13
strategic objectives (as appended to the BAF).
Table 1: Strategic objectives and associated BAF risks
Strategic
objective
1
2
3
4
5
6
7

Associated
BAF risks
001
002
002
003
003
003
004, 005

Strategic
objective
8
9
10
11
12
13

Associated
BAF risks
006
007, 008, 009
010, 011
012
012
012

Recommendations
5. The Board of Directors is asked to receive and approve the revised version of the
BAF.
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Cambridge University Hospitals NHS Foundation Trust
Board Assurance Framework: June 2019

BAF overview – ranked by current risk rating
Risk
ref.

Target
risk score
(Mar 20)

Current
risk
score

002

16

20

007

20

20

008

20

20

009

16

16

006

12

16

010

10

15

011

10

15

003

8

12

012

12

12

001

12

12

004

12

12

005

12

12

Risk description

The Trust does not sustain timely and effective emergency and elective patient flow through its hospitals which impacts on
the responsiveness of services including waiting times, safety and patient experience.
A failure to address estate backlog maintenance and statutory compliance priorities caused by insufficient capital funding
and decant capacity impacts on patient and staff safety and continuity of clinical service delivery.
A failure to address fire safety statutory compliance priorities caused by insufficient capital funding and decant capacity
impacts on patient and staff safety and continuity of clinical service delivery.
Despite having an estates strategy and masterplan aligned with the Trust’s organisational and clinical strategy, the Trust
takes sub-optimal short-term decisions on estates investment and is not able to plan appropriately for long-term
investment in its estate and infrastructure due to capital constraints.
There is insufficient resilience and functionality in the Trust’s IT network and technology platform given the reliance on
electronic patient information which impacts on the delivery of safe and effective services for patients.
The Trust does not deliver its financial plan for 2019/20 which impacts on its ability to appropriately balance quality and
cost, on reputation and on progress towards agreeing a sustainable medium-term financial plan.
The Trust does not agree a medium-term financial plan to achieve financial sustainability for the Trust and the
Cambridgeshire and Peterborough health and care system which impacts on the ability to invest for the future and provide
high quality services for patients.
The Trust does not make sufficient progress in working with STP and other partners to organise and redesign models of
care and patient pathways which impacts on continuity of service delivery, our ability to meet people’s needs at the right
time and in the right place, and to keep people well.
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 patients, the wider NHS and the regional and national economy.
The Trust does not consistently deliver fundamental standards of care and reduce variation across all services which
impacts on patient safety and experience.
The Trust does not have adequate plans to recruit and retain staff for groups where there are particular national and/or
regional skills shortages which impacts on the delivery of safe and responsive services for our patients.
The Trust does not make sufficient progress on addressing the staff survey priority areas of equality, diversity and
inclusion, and bullying, harassment and incivility which impacts on staff morale, staff engagement and patient experience.

Lead
Executive

Board monitoring
committee

Chief Operating Officer

Performance

Chief Finance Officer
Chief Finance Officer

Performance and
Quality
Board of Directors

Chief Finance Officer

Board of Directors

Director of
Improvement and
Transformation
Chief Finance Officer

Audit

Performance

Chief Finance Officer

Performance

Director of Strategy and
Major Projects

Board of Directors

Director of Strategy and
Major Projects
Chief Nurse and
Medical Director
Director of
Workforce
Director of
Workforce

Board of Directors
Quality
Workforce and
Education
Workforce and
Education

BAF risk

The Trust does not consistently deliver fundamental standards of care and reduce variation across all services which
impacts on patient safety and experience.

001

Strategic objective
Latest review date

1
June 2019

Risk rating

Impact

Initial (Jun 19)
Current (Jun 19)
Target (Mar 20)

Lead Executive
Board monitoring committee

Likelihood

4
4
4

3
3
3

Total

12
12
12

Change
since last
month

Current risk
rating:

12

Chief Nurse and Medical Director
Quality

Related BAF and Corporate Risk Register entries

n/a

ID

Score

Summary risk description

CR 06
CR 07a/07b

12
12/20

Medication errors
Infection prevention and control

Key controls
What are we already doing to manage the risk?
1. Trust strategic programme for 2019/20 on Fundamentals of Care.
2. Clinical policies and guidelines.
3. Ward Improvement Programme.
4. Role profiles, quality rounds and development programme for Matrons.
5. Divisional quality meetings and monthly Performance Review meetings.
6. CQC peer review and self-assessment programme.
7. Clinical Fridays, twilight shifts and Executive visits.
8. Clinical audit programme.

Assurances on controls
How do we gain assurance that the controls are working?
1. Reporting to Patient Experience, Clinical Effectiveness and Patient Safety
Groups.
2. Reporting to Quality Committee and Board of Directors via IPR on key quality
metrics.
3. Outcome of CQC inspections.
4. Review of CQC outlier reports.
5. 15 Steps programme.
6. Findings of reviews commissioned by the Trust, e.g. infection control,
maternity.

Gaps in control
C1. No systematic overview of standards
across all wards/clinical areas.
C2. Insufficient staff engagement and
ownership in improving practice standards.

Actions to address gaps in controls and assurances
C1a. Development and piloting of ward accreditation
programme.
C1b. Full roll-out of ward accreditation programme.
C2. Development of a model of shared governance.

Risk score

May 19
n/a

Jun 19
12

Jul 19

Gaps in assurance

Aug 19

Sep 19

Oct 19

Nov 19

Dec 19

Jan 20

Feb 20

Mar 20

Due date
March 2020
March 2021
March 2021
Apr 20

May 20

BAF risk

The Trust does not sustain timely and effective emergency and elective patient flow through its hospitals which impacts
on the responsiveness of services including waiting times, safety and patient experience.

002

Strategic objective
Latest review date

2, 3
June 2019

Risk rating

Impact

Initial (Sep 17)
Current (Jun 19)
Target (Mar 20)

Lead Executive
Board monitoring committee

Likelihood

5
4
4

4
5
4

Total

Change
since last
month

20
20
16

Current risk
rating:

20

Chief Operating Officer
Performance

Related BAF and Corporate Risk Register entries
ID

Score

CR 05
BAF 008

20
20

Summary risk description
Insufficient capacity across the Trust
Fire safety

Key controls
What are we already doing to manage the risk?
1. Physical Capacity Plan for 2019/20 based on Trust and STP modelling.
2. Detailed escalation plans in response to capacity shortages.
3. ED streaming service and Acute Hub in place from November 2018.
4. Containment restored on G8 from end of February 2019.
5. Length of stay/stranded patients reduction programme.
6. System-wide DTOC plan – significant reduction in CUH rate in spring 2019.
7. 2019 Winter (inc. flu) Plan in development – inc. lessons from 2018.
8. Board approval of G2 business case to provide decant capacity for fire
safety works.
9. STP capital bids – funding for Decant Capacity and Children’s Hospital.

Assurances on controls
How do we gain assurance that the controls are working?
1. Paper on fire plans and 2019/20 capacity plan to Board in December 2018.
2. Monthly meetings of Board Performance Committee to seek assurance on all
aspects of operational performance and capital funding position.
3. Monthly review of Integrated Performance Report by Board of Directors.
4. Performance Review Meetings with NHSI.
5. ECIST visit in March 2019 and NHSI Winter Assurance visit in December 2018.
6. A&E Delivery Board chaired by Chief Executive with system partners.
7. Oversight by Physical Capacity Steering Group chaired by COO.

Gaps in control

Actions to address gaps in controls and assurances

Due date

C1. System DTOC plan continues to be being implemented.
C2. Programme in place to deliver trajectory.
C3. Work with CCG through STP on out-of-hospital urgent
care access.
C4. Ongoing discussions with regulators on capital allocation
for 2019/20.
C5. Engagement at senior level through STP.

Ongoing
July 2019
Ongoing

Gaps in
assurance

C1. DTOC significantly improved but not yet sustained at 3.5%.
C2. Trajectory for stranded patients still to be achieved.
C3. Continued high year-on-year growth in ED attendances.
C4. Capital funding not available to progress G2 and
development of Decant Capacity business case.
C5. Lack of progress on STP proposals on stroke rehabilitation.

Risk score

May 19
20

Jun 19
20

Jul 19

Aug 19

Sep 19

Oct 19

Nov 19

Dec 19

Jan 20

Feb 20

Mar 20

June 2019
Ongoing
Apr 20

May 20

BAF risk

The Trust does not make sufficient progress in working with STP and other partners to organise and redesign models of
care and patient pathways which impacts on continuity of service delivery, our ability to meet people’s needs at the
right time and in the right place, and to keep people well.

003

Strategic objective
Latest review date
Risk rating

Lead Executive
Board monitoring committee

4, 5, 6
June 2019
Impact

Initial (Sep 17)
Current (Jun 19)
Target (Mar 20)

Likelihood

3
4
4

3
3
2

Total

Change
since last
month

Current risk
rating:

12

Director of Strategy and Major Projects
Board of Directors

Related BAF and Corporate Risk Register entries
ID

9
12
8

Score

BAF 002
CR 05

20
20

Summary risk description
Capacity to manage patient flow
Insufficient capacity across the Trust

Key controls
What are we already doing to manage the risk?
1. Cambridgeshire and Peterborough STP participation through STP Board,
Delivery Groups, Clinical Advisory Group and Health and Care Executive.
2. STP Interim Chair and Accountable Officer confirmed for 2019/20.
3. System control total for 2019/20 agreed with partners and regional team.
4. STP review in summer 2019 and recommendations in autumn 2019 to
drive development of a sustainable Integrated Care System.
5. Vision, remit and priorities developed for North and South Alliances.
Resources agreed for Alliances in 2019/20.
6. Integrated Neighbourhoods (INs) Framework agreed by STP Board and
implementation of wave 1 INs underway.
7. Primary Care Networks established across C&P STP by July 2019.
8. Trust strategic programme for 2019/20 on INs and Alliances; System
Governance, Accountability and Finance; and Urgent and Emergency Care.

Assurances on controls
How do we gain assurance that the controls are working?
1. NHS Long Term Plan aligns with STP direction of travel.
2. STP Board meetings in public from October 2018.
3. Health and Care Executive meetings.
4. Monthly A&E Delivery Board with partners, with reporting to Performance
Committee and Board of Directors via Integrated Report.
5. Reports to Board of Directors on STP (6-monthly) and four-monthly reporting
on Trust strategic programmes.
6. North and South Alliances meet monthly, co-chaired by primary and acute care
and oversee the implementation of Integrated Neighbourhoods.
7. £145m capital allocation to Cambridgeshire and Peterborough STP announced
in 2018/19 to support essential fire and safety works and transformation in
both the North and South of the STP.

Gaps in control
C1. Increase clinical leadership and meaningful
broad-based engagement.

Actions to address gaps in controls and assurances
C1. Involve clinicians (inc. primary and community care) in codesign and implementation, specifically through Alliances and
Integrated Neighbourhood development.
A1. Develop and implement evaluation methodology.

Risk score

May 19
12

Jun 19
12

Jul 19

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

Aug 19

Sep 19

Oct 19

Nov 19

Dec 19

Jan 20

Feb 20

Mar 20

Due date
Ongoing

October 2019
Apr 20

May 20

BAF risk

The Trust does not have adequate plans to recruit and retain staff for groups where there are particular national and/or
regional skills shortages which impacts on the delivery of safe and responsive services for our patients.

004

Strategic objective
Latest review date

7
June 2019

Risk rating

Impact

Initial (Jun 19)
Current (Jun 19)
Target (Mar 20)

Lead Executive
Board monitoring committee

Likelihood

4
4
4

3
3
3

Total

Change
since last
month

12
12
12

Current risk
rating:

12

Director of Workforce
Workforce and Education

Related BAF and Corporate Risk Register entries
ID

Score

BAF 005
CR 17

n/a

12
12

Summary risk description
Equality, diversity and inclusion
Skilled workforce

Key controls
What are we already doing to manage the risk?
1. Continued multi-channel recruitment for nursing, AHP and Scientific roles
– local, national and international.
2. Focused action plans on hot spot areas – paediatrics, ED and sonography.
3. Scrutiny of agency costs and other premium pay spend.
4. Prioritisation of education and training within constrained budgets.
5. Provision of support to non-UK staff including on EU Settlement Scheme.
6. Active membership of NHSI group on nursing recruitment and retention.
7. System working with campus partners and the wider STP.
8. Establishment of Sustainable Workforce Improvement Team including
programme on enhancing supply, including use of Apprenticeship Levy.
9. Development of new roles and routes to working in the NHS.
10.Partnership working on transport links and affordable housing.

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 progress against nursing pipeline 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 Board by Guardian of Safe Working for junior doctors.
5. Workforce and Education Committee oversight (quarterly).
6. NHSI Performance Review Meetings (bimonthly).

Gaps in control
C1. No recognition in national pay framework for
regional variations in cost of living.
C2. Funded investment/resourcing plan to invest in
new and enhanced roles.
C3. Next iteration of plan for investment in OD
including culture and leadership.

Actions to address gaps in controls and assurances
C1. Participating in ongoing discussions at national level.
C2. Plans in development.
C3. Plan in development.

Risk score

May 19
n/a

Jun 19
12

Jul 19

Gaps in assurance

Aug 19

Sep 19

Oct 19

Nov 19

Dec 19

Jan 20

Feb 20

Mar 20

Due date
Ongoing
Ongoing
Ongoing

Apr 20

May 20

BAF risk

The Trust does not make sufficient progress on addressing the staff survey priority areas of equality, diversity and
inclusion, and bullying, harassment and incivility which impacts on staff morale, staff engagement and patient
experience.

005

Strategic objective
Latest review date

7
June 2019

Risk rating

Impact

Initial (Jun 19)
Current (Jun 19)
Target (Mar 20)

Lead Executive
Board monitoring committee

Likelihood

4
4
4

3
3
3

Total

Change
since last
month

12
12
12

Current risk
rating:

12

Director of Workforce
Workforce and Education

Related BAF and Corporate Risk Register entries
ID

Score

CR 12

12

Summary risk description
Equality Act

n/a

Key controls
What are we already doing to manage the risk?
1. Revised WRES action plan with additional actions approved in January
2019, following Board request for increased pace and focus.
2. Revised bullying, harassment and incivility action plan (June 2019).
3. Work with external agent to develop 18 month campaign.
4. Introduction of Cultural Ambassadors to disciplinary processes.
5. Introduction of formal triage process prior to any employee relations
investigation.
6. Leadership and development programmes across the organisation
focusing on behaviours.
7. Review and audit of recruitment processes to drive fairness and equity.
8. Internal communications and engagement channels.
9. Freedom to Speak up Guardian role in place.

Assurances on controls
How do we gain assurance that the controls are working?
1. Annual staff survey results.
2. Quarterly Staff FFT results inc local questions – improvement in 2018/19Q1.
3. Monitoring by Equality, Diversity and Dignity Steering Group.
4. Oversight by Workforce and Education Committee.
5. WRES updates to Board – latest in July 2019.
6. Biannual reporting to the Board of Directors on Freedom to Speak Up.
7. CQC Well-led internal assessment in 2018/19.

Gaps in control
C1. Issues of harassment and bullying and equality
of opportunity highlighted in staff survey, including
as they relate to BME staff.
C2. Consistently tackling inappropriate behaviours
and demonstrating this is happening.

Actions to address gaps in controls and assurances
C1. Implementation of staff survey action plan including
action plans on bullying and WRES.
C2. Management Executive to review progress.

Risk score

May 19
n/a

Jun 19
12

Jul 19

Gaps in assurance

Aug 19

Sep 19

Oct 19

Nov 19

Dec 19

Jan 20

Feb 20

Mar 20

Due date
Ongoing
Ongoing

Apr 20

May 20

BAF risk

006

There is insufficient resilience and functionality in the Trust’s IT network and technology platform given the reliance on
electronic patient information which impacts on the delivery of safe and effective services for patients.

Current risk
rating:

16

Strategic objective

8

Lead Executive

Latest review date

June 2019

Board monitoring committee

Risk rating

Initial (Aug 18)
Current (Jun 19)
Target (Mar 20)

Impact

4
4
4

Likelihood

4
4
3

Total

Change
since last
month

16
16
12

Director of Improvement and
Transformation
Audit

Related BAF and Corporate Risk Register entries
ID
CR14

Score
15

Summary risk description
Information governance

Key controls
What are we already doing to manage the risk?
1. Network resilience in place with regular application of upgrades.
2. Incident response plan and detailed business continuity plans in place.
3. Retendering of Commodity IT services with enhanced specifications.
Contract management approach involving external legal advisers.
4. Identification of legacy server Operating Systems and reviewing
opportunity to upgrade to current and or supported level.
5. 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.
6. Transition Programme Manager appointed January 2019. New interim
Head of IT recruited in April 2019.

Assurances on controls
How do we gain assurance that the controls are working?
1. Monthly performance reports from DXC and Novosco. Biannual assurance
reports to the Board's Performance Committee.
2. Bimonthly reporting to the Board of Directors.
3. Business continuity response to March 2018 IT outages.
4. IT Services Transition (ITST) monthly programme board set up March 2018,
chaired by Director of Digital. Manages the activities required for successful
transition of technology infrastructure services from the current incumbent
supplier to the new service provider. Bi-monthly reporting to the Board of
Directors on Commodity IT transition.
5. Internal audit of Transition Plan in March 2019 and ongoing review by Audit
Committee during 2019/20 of action plan to address gaps identified.

Gaps in control
C1. Known gaps which are dependent on
Commodity IT transition relating to
network and data centre connectivity.
C2. Technical resource within team not
robust enough to cover infrastructure skill
set and commercial capability needed.

Actions to address gaps in controls and assurances
C1. Robust contract management approach adopted. IT
Services Transition (ITST) monthly programme board in place.
Actions relating to Network, Data Centre Connectivity, Servers
and Storage and Desktop.
C2. Review of commercial capability skillset within eHospital –
Internal Audit workshop in January 2019. Business case for
additional staffing approved by Investment Committee in June
2019.

Gaps in assurance

Due date
July 2019

June 2019

C3. Risk of service impact to clinical and
corporate staff when core network
switches are cut over from the current DXC
provided operational service onto the
newly installed Novosco switches.
Risk score

May 19
16

Jun 19
16

Jul 19

C3. Detailed planning, testing and management of any change
will be in place.

Aug 19

Sep 19

Oct 19

Nov 19

Dec 19

Jan 20

Feb 20

Mar 20

Ongoing

Apr 20

May 20

BAF risk

007

Strategic objective
Latest review date
Risk rating

Initial (Sep 17)
Current (Jun 19)
Target (Mar 20)

A failure to address estate backlog maintenance and statutory compliance priorities caused by insufficient capital
funding and decant capacity impacts on patient and staff safety and continuity of clinical service delivery.
Lead Executive
Board monitoring committee

9
June 2019
Impact

5
5
5

Likelihood

4
4
4

Total

20
20
20

Change
since last
month

Chief Finance Officer
Performance, Quality

Current risk
rating:

20

Related BAF and Corporate Risk Register entries
ID

Score

Summary risk description

CR 03
CR 07a/07b
CR 09
CR 10
CR 21
BAF 002
BAF 008

15
12/20
12
15
20
20
20

Water quality
Infection control
Health and Safety engagement
Electrical infrastructure resilience
Asbestos management
Capacity to manage patient flow
Fire safety

Key controls
What are we already doing to manage the risk?
1. Estate Condition Survey completed and documented with risk ratings. Six
facet survey completed in May 2019 with update to Board in Sep 2019.
2. Oversight of HTM compliance by externally-appointed Authorising
Engineers.
3. Capital prioritisation and approval process through Capital Advisory Board.
4. Capital bidding process through STP – funding allocation for Children’s
Hospital and Decant Capacity secured in December 2018.
5. Immediate fire safety works (including on fire compartmentation)
continue in high risk areas (see BAF 008).
6. Water quality mitigations in place including water safety plan, testing and
targeted flushing.
7. Improved governance relating to water quality, asbestos, medical gases
through established governance groups reporting to the Health and Safety
Committee via the Capital, Estates and Facilities Health and Safety Group.
8. Immediate issues mitigated via revenue funding (within available
resources).

Assurances on controls
How do we gain assurance that the controls are working?
1. Review of progress on approved schemes by Capital Advisory Board, including
three-monthly reporting on backlog spend and risk reduction.
2. Capital Advisory Board reports to Management Executive.
3. Biannual assurance reports to the Board’s Performance Committee on estates
and facilities services
4. Fire safety reviewed by Board on a monthly basis (see BAF 008).
5. Infection control and health and safety – assurance reports to the Board’s
Quality Committee.
6. Deep dive by the Patient Safety team into water quality risk in July 2018
reported to the Risk Oversight Committee in August 2018.
7. Deep dive by Patient Safety team into asbestos management risk in April 2019
to be reported to the Risk Oversight Committee in June 2019.

Gaps in control
C1. Allocation of 2019/20 capital funding on ‘pause’
as of March 2019 CAB meeting (except immediate
fire safety works) pending confirmation of funding
availability (delays to investment in the estate is
likely to increase the risk of failure).
C2. Six Facets survey moderation underway.
C3. Further work underway to improve overall
governance, data quality and pace of the statutory
compliance groups.
Risk score

May 19
20

Jun 19
20

Jul 19

Gaps in assurance

Aug 19

Sep 19

Actions to address gaps in controls and assurances
C1. Ongoing discussions with regulators on capital allocation
for 2019/20. Board last updated in June 2019.
C2. Finalise moderation and bring to Board of Directors for
assurance.
C3. Targeted work continues to improve the governance,
supported by external authorising engineers.

Oct 19

Nov 19

Dec 19

Jan 20

Feb 20

Mar 20

Due date
Ongoing
September 2019
Ongoing

Apr 20

May 20

BAF risk

008

Strategic objective
Latest review date
Risk rating

Initial (Dec 17)
Current (Jun 19)
Target (Mar 20)

A failure to address fire safety statutory compliance priorities caused by insufficient capital funding and decant capacity
impacts on patient and staff safety and continuity of clinical service delivery.
Lead Executive
Board monitoring committee

9
June 2019
Impact

5
5
5

Likelihood

4
4
4

Total

20
20
20

Change
since last
month

Chief Finance Officer
Board of Directors

Current risk
rating:

20

Related BAF and Corporate Risk Register entries
ID

Score

CR 09
BAF 002
BAF 007

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 alarm upgrade continues as part of a multi-year programme.
4. Evacuation strategy and plan and equipment in place, including two fire
evacuation lifts in A Block and installation of evacuation aids.
5. Fire safety awareness training in place.
6. Capital prioritisation and approval process through Capital Advisory Board.
7. Board of Directors’ agreement to proceed with capital expenditure as
required (and as available) to deliver agreed fire safety works.
8. Approach to remedial works agreed with CFRS: Stage 1 find and fix, bayby-bay trialled in May; and Stage 2 – C3, PICU, C5.
9. Upgrade to C3 and PICU including fire safety measures completed in
January 2019. Alternative means of escape for PICU is in delivery phase
commencing August 2019.
10.Ward G2 business case approved by Board in January 2019 to facilitate
additional decant capacity for bay-by-bay fire improvement works.
11.Decant Capacity preferred option approved by Board in June 2019 to
progress to OBC (subject to availability of funding to develop business
case).
12.Accelerated works scheme being developed as a further step to
compliance ahead of full decant.

12
20
20

Summary risk description
Health and Safety
Capacity to manage patient flow
Estates backlog maintenance

Assurances on controls
How do we gain assurance that the controls are working?
1. Review of Trust plans by Cambridgeshire Fire and Rescue Service (CFRS) regular meetings continue to take place and future meetings are scheduled.
2. Monthly 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
2019/20 and 2020/21 – (see BAF 002).
5. Capital Advisory Board prioritisation and approval of capital priorities,
reporting to Management Executive.

Gaps in control
C1. Detailed and definitive long-term fire safety
improvement plan still to be agreed with CFRS.
C2. Funding not currently available to progress Decant
Capacity business case.
C3. Delivery of Ward G2 business case to create
additional decant capacity for bay-by-bay works
currently on hold pending receipt of 2019/20 capital.
Risk score

May 19
20

Jun 19
20

Jul 19

Aug 19

Gaps in assurance
A1. Stage 2 work
programme not
fully developed.

Sep 19

Oct 19

Actions to address gaps in controls and assurances
C1. and A1. Ongoing discussions with CFRS. Detailed longterm plan to be agreed with CFRS by September 2019.
C2 and C3. Decision regarding capital funding to progress
Decant Capacity business case and G2 works due by August
2019.

Nov 19

Dec 19

Jan 20

Feb 20

Mar 20

Due date
September 2019
August 2019

Apr 20

May 20

BAF risk

009

Strategic objective
Latest review date
Risk rating

Initial (Sep 17)
Current (Jun 19)
Target (Mar 20)

Despite having an estates strategy and masterplan aligned with the Trust’s organisational and clinical strategy, the Trust
takes sub-optimal short-term decisions on estates investment and is not able to plan appropriately for long-term
investment in its estate and infrastructure due to capital constraints.
Lead Executive
Board monitoring committee

9
June 2019
Impact

3
4
4

Likelihood

4
4
4

Total

12
16
16

Change
since last
month

Current risk
rating:

16

Chief Finance Officer
Board of Directors

Related BAF and Corporate Risk Register entries
ID

Score

BAF 012
BAF 007
BAF 002

12
20
20

Summary risk description
Working with Campus partners and stakeholders
Estates backlog maintenance
Capacity to manage patient flow

Key controls
What are we already doing to manage the risk?
1. Trust strategy refresh undertaken during 2019/20 Q1 and approved by the
Board in June 2019.
2. Phase 1 of Estates Masterplan Refresh completed in March 2018.
3. ‘Hospitals and Campus Estate’ strategic work programme for 2019/20.
4. STP capital bid secured funding in December 2018 for Decant Capacity
(£19m) and Children’s Hospital (up to £100m).
5. Decant Capacity preferred option (seeking alignment with Children’s
Hospital) approved by Board in June 2019 to progress to OBC stage
(subject to funding to develop the business case).
6. Joint working with University, CPFT and others on Children’s Hospital
business case and fundraising.
7. Joint working with Campus partners on potential Cancer Research
Hospital.
8. Commercial Strategy includes campus development and innovation
priorities which have links to long-term estates investment.

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. CUH Estates Masterplan Refresh discussed by Board in March and April 2018.
3. Board approval of Children’s Hospital SOC in January 2019 and confirmed
Government funding of up to £100m.
4. Board review of Cancer Research Hospital OBC in December 2017 and
agreement on next steps. OBC approved by Board in July 2018.
5. Emerging risks managed through the Risk Oversight Committee through
candidate risk submissions, corporate risk register and Board Assurance
Framework.
6. Oversight of capital programme and priorities at Capital Advisory Board.
7. Review of progress against ‘Hospitals and Campus Estate’ strategic work
programme at Strategy Steering Group with assurance report to the Board
every four months.
8. Commercial Services Committee reviews progress against Commercial Strategy.
Update provided to Board of Directors in June 2019.

Gaps in control
C1. Continued emerging risks from existing ageing
estate, with limited scope to make optimal decisions.
C2. Lack of capital investment as well as capacity
constraints forces constant reprioritisation with sub-

Actions to address gaps in controls and assurances
C1. Review of divisional risk registers to identify any additional
estates safety risks.
C2 and C3. Ongoing discussions with regulators on capital
allocation for 2019/20. Board last updated in June 2019.

Gaps in assurance

Due date
September 2019
Ongoing

optimal time for planning and execution of ideal
solutions.
C3. Allocation of 2019/20 capital funding on ‘pause’ as
of CAB meeting in March 2019 pending confirmation of
the funding available.
C4. No firm timeline for delivery of Decant Capacity.
C5. Greater certainty on campus plans to support
decision making.
Risk score

May 19
12

Jun 19
16

Jul 19

Aug 19

C4. Decision regarding capital funding to progress Decant
Capacity business case due by August 2019.
Funding decision to progress decant capacity OBC due
C5. Ongoing discussions with CUHP.

Sep 19

Oct 19

Nov 19

Dec 19

Jan 20

Feb 20

Mar 20

August 2019

Ongoing

Apr 20

May 20

BAF risk

The Trust does not deliver its financial plan for 2019/20 which impacts on its ability to appropriately balance quality and
cost, on reputation and on progress towards agreeing a sustainable medium-term financial plan.

010

Strategic objective
Latest review date

10
June 2019

Risk rating

Impact

Initial (Jun 19)
Current (Jun 19)
Target (Mar 20)

Lead Executive
Board monitoring committee

Likelihood

5
5
5

3
3
2

Total

15
15
10

Change
since last
month
n/a

Current risk
rating:

15

Chief Finance Officer
Performance

Related BAF and Corporate Risk Register entries
ID

Score

BAF 002
BAF 011
CR 28

20
15
20

Summary risk description
Emergency and elective flow
Financial sustainability
Cash flow

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. Trust financial plan for 2019/20 (control total compliant) approved by
Board in May 2019.
4. 2019/20 CIP programme in place with clear divisional/workstream targets.
5. Quality Impact Assessment process for all CIP schemes.
6. Programme Management Office resourced and tracking delivery.
7. Review of financial performance on a monthly basis via 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 Improvement
Steering Group (ISG) chaired by Director of Improvement and Transformation,
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.

Gaps in control
C1. Identifying remainder of required
2019/20 CIP and cost saving gap.
C2. Identifying contingency plans in event
of in-year deviation from trajectory.

Actions to address gaps in controls and assurances
C1. Process led by COO and CFO to identify options and make
recommendations for Management Executive agreement.
C2. Contingency plans to be agreed by Management Executive
within context of risk appetite statement.

Risk score

May 19
n/a

Jun 19
15

Jul 19

Gaps in assurance

Aug 19

Sep 19

Oct 19

Nov 19

Dec 19

Jan 20

Feb 20

Mar 20

Due date
July 2019
September 2019

Apr 20

May 20

BAF risk

The Trust does not agree a medium-term financial plan to achieve financial sustainability for the Trust and the
Cambridgeshire and Peterborough health and care system which impacts on the ability to invest for the future and
provide high quality services for patients.

011

Strategic theme
Latest review date
Risk rating

Lead Executive
Board monitoring committee

10
June 2019
Impact

Initial (Jun 19)
Current (Jun 19)
Target (Mar 20)

Likelihood

5
5
5

3
3
2

Total

15
15
10

Change
since last
month

Current risk
rating:

15

Chief Finance Officer
Performance

Related BAF and Corporate Risk Register entries
ID

Score

BAF 010

15

Summary risk description
Achievement of 2019/20 financial plan

n/a

Key controls
What are we already doing to manage the risk?
1. Financial control framework as set out in Standing Financial Instructions.
2. Work programme in place (overseen by Long Term Modelling Group) to
create 5-year long-term financial model (LTFM) for the Trust – initial
modelling work completed and scenarios being tested against this.
3. Development of STP financial plan.
4. Process agreed with NHSE/I to review financial sustainability of C&P
system during summer/autumn 2019.
5. Ongoing discussions with NHSE/I and DHSC on structural deficit.

Assurances on controls
How do we gain assurance that the controls are working?
1. Long Term Modelling Group reporting directly to the Management Executive.
2. STP Board and STP Finance Group oversight of work on STP financial
sustainability.
3. Monthly review of financial performance by Performance Committee and
Board; and discussions of 2020/21 budget setting.
4. Audit Committee discussions of ‘going concern’.
5. Audit Committee review of progress on Trust LTFM in May 2019.
6. Performance Committee update on LTFM scenarios in July 2019.

Gaps in control
C1. Articulation of Trust financial strategy and LTFM
(plus underpinning workforce, IT, etc. strategies).
C2. Development of STP strategic plan and financial
strategy in progress.
C3. Awaiting revised NHS financial framework for
revenue and capital.

Actions to address gaps in controls and assurances
C1. Work in progress - update to Board scheduled for
September 2019.
C2. Work continuing to develop STP strategic plan and financial
strategy.
C3. Engagement with NHSE/I and DHSC (including through
Shelford Group) on new financial framework and support
arrangements outlined in Long Term Plan.

Risk score

May 19
n/a

Jun 19
15

Jul 19

Aug 19

Gaps in assurance

Sep 19

Oct 19

Nov 19

Dec 19

Jan 20

Feb 20

Mar 20

Due date
Oct 2019 &
Jan 2020
Sep 2019 and
Dec 2019
Ongoing

Apr 20

May 20

BAF risk

012

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 patients, the wider NHS and the regional and national economy.

Current risk
rating:

12

Strategic objective

11, 12, 13

Lead Executive

Latest review date

June 2019

Board monitoring committee

Risk rating

Impact

Initial (Sep 17)
Current (Jun 19)
Target (Mar 20)

Likelihood

4
4
4

3
3
3

Total

Change
since last
month

12
12
12

Director of Strategy and Major
Projects
Board of Directors

Related BAF and Corporate Risk Register entries
ID

Score

BAF 003
BAF 009

12
12

Summary risk description
Models of care and patient pathways
Estates investment decisions

Key controls
What are we already doing to manage the risk?
1. Input to national Life Sciences Industrial Strategy and identification of
clear Cambridge priorities – responding to opportunities as they arise.
2. Chief Executive on Life Sciences Industrial Strategy Implementation Board
and member of Research & Innovation working group for Long Term Plan.
3. Membership of Cambridge University Health Partners (CUHP).
4. Joint working with Campus and other partners on Children’s Hospital and
Cancer Research Hospital.
5. Membership of Global Digital Exemplar programme.
6. Trust strategic programme for 2019/20 on Open for Business and Life
Sciences.
7. Commercial Strategy includes campus development, innovation and
international activities priorities.

Assurances on controls
How do we gain assurance that the controls are working?
1. Chief Executive and Chair attendance at CUHP Board meetings.
2. Six monthly updates to the Board on CUHP and Life Sciences.
3. Review of progress against 'Open for Business and Life Sciences ' strategic work
programme at Strategy Steering Group with assurance report to the Board
every four months.
4. Children’s Hospital SOC approved by Board in January 2019 and regular update
and approval points scheduled with Performance Committee.
5. Cancer Research Hospital OBC approved by Board in July 2018.
6. Digital Strategy discussion at Board in June 2018 and further session planned
for October 2019.
7. Commercial Services Committee reviews progress against Commercial Strategy.
Update provided to Board of Directors in June 2019.

Gaps in control
C1. Further develop strategic decision making
and partnering arrangements at Campus level
C2. Cancer Research Hospital funding.
C3. Decision on Investment Fund proposal.

Actions to address gaps in controls and assurances
C1. and A1. Work with CUHP on development of campus
management and governance arrangements.

Risk score

May 19
12

Jun 19
12

Jul 19

Gaps in assurance
A1. Continued
strengthening of Campus
governance and link to
individual organisations.

Aug 19

Sep 19

Oct 19

C2. Continued discussions at national and regional level.
C3. Proposal to Board in September 2019.
Nov 19

Dec 19

Jan 20

Feb 20

Mar 20

Due date
Ongoing – next
Board update in
Nov 19
Ongoing
Sep 2019
Apr 20

May 20

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

Annex B: Trust strategic objectives 2018/19 to 2020/21

CHAIR’S KEY ISSUES REPORT
ISSUES FOR REFERRAL / ESCALATION
ORIGINATING BOARD /
COMMITTEE:

Quality Committee

CHAIR:

Sharon Peacock

RECEIVING BOARD /
COMMITTEE:

Board of Directors, 8 May 2019

AGENDA
ITEM

DATE OF MEETING:
LEAD EXECUTIVE DIRECTOR:

DETAILS OF ISSUE:

4.

Matters arising
a) The Committee requested an update on the work underway to ensure
that midwives working in the community could access electronic patient
records. It was agreed that a full report would be provided at the next
meeting.

5.

Patient safety report
a) The Committee received an update on patient safety metrics including
Serious Incidents (SIs), Never Events, mortality, management of
deteriorating patients and Safety Learning Reports (SLRs).
b) Following a significant upward shift in SLR reporting from June 2017,
there remained normal variance of reporting.
c) For April 2019 and May 2019 patient safety incidents of moderate harm
and above remained below the threshold.
d) There had been a decrease in the number of patient safety incidents
overdue for closure.
e) The new NHSI National Patient Safety Strategy was due to be launched
in July 2019. This would contain updated guidance for NHS providers in
relation to the management of serious incidents.
f) As a result of changes to the scoring process there has been a
significant reduction in the reporting of Information Governance SIs.
g) Delays in submitting SI reports to the Clinical Commissioning Group
(CCG) remained a challenge for the Trust.
h) There had been two Never Events in the reporting period. The
Committee highlighted the importance of learning from these incidents

1 May 2019
Chief Nurse

FOR APPROVAL /
ESCALATION /
ALERT/
ASSURANCE /
INFORMATION?
Information/
Assurance

CORPORATE
RISK
REGISTER /
BAF
REFERENCE
BAF 006

Information/
Assurance

BAF 001/18
BAF 002/18
BAF 006/18
CR06
CR07
CR9
CR13

PAPER
ATTACHED
(Y/N)
N

N

and sharing good practice across the Trust.
i) Of the eight reported overdue SI actions six had now been closed.
j) The Internal Investigation (II) process for falls and hospital acquired
pressure ulcers had been revised from January 2019.
k) Compliance with Duty of Candour (DOC) stage one within 10 days had
improved. A new flow chart process had also been developed.
l) Trust wide DOC compliance for May 2019 was 50%.
m) Three Patient Safety Alert action plans were currently overdue.
n) The reported Hospital Standardised Mortality Ratio (HSMR) for the latest
available data was 72.08.
o) There was considerable work ongoing with Dr Foster in respect of the
statistical modelling used for short gestation intracranial injury. All
continued to be reviewed and discussed through the LfD Committee.
p) In May 2019 26 deaths had met the nationally agreed criteria for review.
None of these had been triggered by concerns raised by the family.
q) There had been no Prevent Future Death orders for May 2019.
r) The four additional Medical Examiner appointments were now in post
supporting the lead Medical Examiner. The pilot had been extended into
the Emergency Department from 28 May 2019.
s) Compliance with the sepsis six bundle within one hour showed normal
variance. The new pilot Emergency Department standards would require
the Trust to report on this metric going forward.
t) Whilst acknowledging the good performance in administration of
antibiotics with one hour the Committee emphasised the importance of
timely undertaking of blood cultures.
u) Funding had been agreed and approved for a Band 7 Sepsis and
Deteriorating Patient QI Lead. The role had been advertised with
interviews scheduled to take place in July 2019.
v) The Overnight Intensive Recovery (IOR) position remained stable.
w) Venothrombosis Embolism (VTE) compliance had decreased in the
reporting period and would be monitored.
x) Compliance with risk assessments for falls in May 2019 was 90%.
y) There had been a total of 145 patient falls in May 2019.
z) The number of category two Hospital-acquired Pressure Ulcers (HAPUs)
had decreased.
aa) The Patient Safety Improvement Plan was reviewing II processes.
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bb) There was normal variation for the number of Suboptimal care of the
deteriorating patient (SOCDP) cases that had occurred between March
2018 and May 2019.
cc) A new process for the management of excellence reports had been
agreed which would make it easier and quicker for staff to report.
dd) The Trust continued to be well below the national average for the
number of litigation claims received.
6.

Infection control update
a) The Committee received an update on progress against the Infection
Control Action Plan, key metrics for MRSA and C. difficile and a
summary of recent infection control incidents.
b) The importance of culture and behaviours, as well as policies and
processes, was highlighted.
c) Work was ongoing with Shelford Group colleagues to share good
practice and learning.
d) The Committee highlighted the importance of external infection control
and cleanliness observations and peer reviews. Encouraging staff and
patients to challenge poor practice was also encouraged.
e) The importance of increasing the profile of hygiene and cleanliness
through internal and external communications was highlighted.

Information/
Assurance

CRR007a
CR077b

N

7.

Maternity services quality update
a) The Committee received an update on maternity service reviews, quality
improvement workstreams and CNST compliance.
b) Assurance was provided that all ten CNST standards for 2019 had been
met, prior to final sign off at the Board of Directors on 10 July 2019.
c) Fortnightly oversight governance meetings were continuing.
d) The Committee congratulated the team on their hard work and were
satisfied that the evidence of the ten maternity safety actions met the
required standards.
e) Work was ongoing with NHSE/I to develop a maternity KPI dashboard.
f) The Head of Midwifery was holding weekly drop-in sessions to improve
staff morale and address any concerns.
g) Induction of labour pathways were being reviewed.
h) The National Patient Strategy would have a strong focus on maternity.

Approval

BAF 004/18
BAF 006/18

N
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8.

Health and Safety Annual Report
a) The Committee received and discussed the Health and Safety annual
report for 2018/19 (which is being presented to the Board at this
meeting) including the key priorities for 2019/20.
b) The Committee welcomed the progress made over the past year but
expressed concern that most of the health and safety audits undertaken
during the year contained a significant number of red ratings. It was
agreed that it would be helpful to receive more information on the
baseline position and trends in audit results to enable the Committee to
track progress.

Approval

CR09

Y

9.

Safeguarding Annual Report
a) The Committee received an update on safeguarding and provided with
assurance that the Trust was fulfilling its statutory and other
safeguarding responsibilities to ensure that all adults, children and their
families were safe and protected from harm or neglect.
b) A new process was in place to follow up any DNAs (did not attend) from
children with safeguarding flags.
c) The Liberty Protection Safeguards (LPS) passed into law in May 2019.
This would provide new legislation to replace the Deprivation of Liberty
Safeguards (DOLS) with a new system that would work better with
existing care planning and allow people to faster access to protections.
d) The importance of a multi-agency approach to safeguarding was noted.

Approval

BAF 001

Y

10.

Board Assurance Framework (BAF)
a) The Committee reviewed and noted the quality-related BAF risks.

Information/
Assurance

All

N

11.

Corporate Risk Register (CRR)
a) The Committee reviewed and noted the quality-related CRR risks.

Information/
Assurance

All

N

12.

Work Programme 2019
a) The Committee approved their Work Programme for 2019.
b) The importance of the Committee discussing the possible safety and
quality implications of waiting list backlogs was highlighted. It was
agreed that a report would be presented to the next meeting.

N/a

N
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Cambridge University Hospitals NHS Foundation Trust
Report to the Board of Directors: 10 July 2019
Agenda item

16.1.2

Title

Safeguarding Annual Report 2018/19

Sponsoring executive director

Lorraine Szeremeta, Chief Nurse

Author(s)

As above

Purpose

To note safeguarding annual report for
2018/19

Previously considered by

Quality Committee, 3 July 2019

Executive Summary
The Safeguarding Annual Report for 2018/19 is attached. It was received and endorsed
by the Quality Committee at its meeting on 3 July 2019.

Related Trust objectives

Improving patient journeys; Strengthening the
organisation

Risk and Assurance

The paper provides assurance on
arrangements in place in relation to
safeguarding.

Related Assurance Framework Entries

n/a

Legal / Regulatory / Equality, Diversity
& Dignity implications?

Health and Social Care Act 2008 (Regulated
Activities) Regulations 2014: Regulation 13
Section 11 Children’s Act 2004
Care Act (2015)
Mental Capacity Act (2005) and Deprivation of
Liberty Safeguards (2009)
Counter terrorism and Security Bill 2015
(Health Element: PREVENT)
Care Quality Commission (Registration)
Regulations 2009: Regulation 18

How does this report affect
Sustainability?

n/a

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

Yes

Actions required by the Board of Directors
The Board is asked to receive the Safeguarding annual report for 2018/19.

Safeguarding Annual Report 2018/2019
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1.0

Introduction

This report gives an oversight of the safeguarding agenda at CUHFT over the past year,
and aims to provide assurance that the Trust continues to fulfil its legislated
safeguarding responsibilities through robust processes, delivered in line with the Trust
values.

2.0

Executive Summary

The safeguarding team are responsible for children’s, adults and vulnerable women in
maternity services safeguarding. They oversee guidelines and policies ensuring they
reflect changes to national policy. Joint working continues with partner agencies to
develop and promote safe systems and practise for all groups in challenging and ever
changing landscapes.
In 2018/19 the midwifery safeguarding team has led the implementation of the first
phase of female genital mutilation information sharing (FGM IS) IS system. They have
strengthened the support for supporting women in pregnancy who have mental health
problems.
Children’s safeguarding leads have refreshed the training for staff on safeguarding
children. They have strengthened links with CPFT in order to be better able to respond to
the needs of children admitted with mental health problems. They continue to raise the
profile and provision of safeguarding supervision for staff.
The adult safeguarding team has appointed a specialist nurse in adult safeguarding to
ensure on going education of staff in dealing with safeguarding issues. The team has
reviewed and improved the Deprivation of Liberty Safeguards (DoLS) pathway for
referral.

3.0

Strategic Context
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3.1

Strategic Safeguarding Aims

In line with the Trust values and priorities the safeguarding team aims are:
1. Improving patient journeys by making safeguarding personal.
2. Working with our partner agencies e.g. social care, CQC, and local
safeguarding boards to ensure we are constantly seeking ways to improve
how we work together to ensure best outcomes for all those who use or come
into contact with our services.
3. Strengthening the organisation by ensuring education and training is delivered
to all staff is constantly reviewed in line with National policy.
4. Contributing nationally and internationally by sharing expertise through
addressing safeguarding conferences and publishing work and experiences.

3.2

National Agenda

Following the Laming Inquiry into the death of Victoria Climbié, the Children Act
of 2004 aimed to improve safeguarding standards throughout England and Wales.
Local Authorities in England and Wales were obliged to establish Local
Safeguarding Children’s Boards by April 2006, to oversee the implementation of
these revised standards and expectations. Subsequently, The Wood Report
(2016) identified that the traditional structure of these original Local
Safeguarding Children’s Boards no longer encompassed the spectrum of risk for
children, and recommended their remit be redefined to incorporate the evolving
risks of Female Genital Mutilation; gang culture; trafficking, and online, criminal
and sexual exploitation posed by some community areas. In Cambridgeshire, the
Cambridge and Peterborough Local Safeguarding Board has been restructured to
comply with this recommendation, and is now known as the Safeguarding
Children’s Partnership Board (SCB).
The Homelessness Reduction Act (2017) came into force in Quarter 4 of this year,
and recognises the devastating effects of homelessness on health and family life.
The legislation places a statutory obligation on professionals working in public
services to refer homeless people to a Local Authority of their choice. Referral is
consent-based, using a set proforma. Housing is more likely to be arranged if the
person has a link to the referral area, but people are being advised not to opt for
areas where they may be targeted for abuse. There is already a mandatory
responsibility to house homeless women who are pregnant, but this may be to
temporary accommodation only.
The Liberty Protection safeguards (LPS) passed into law in May 2019. This will
provide new legislation to replace the Deprivation of Liberty Safeguards (DOLS)
with a new system that will work better with existing care planning and allow
people to faster access to protections.
Adult Safeguarding Roles and Competencies for Health Care Staff, a national
document to illustrate the training competencies required within the health
workforce, has also come on line.
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4.0

Maternity & Women’s Services
4.1

Activity

Referrals from Maternity Services to Children’s Social Care (2016-2019)
Referrals to Children’s Social Care from maternity, totals:
400
350
300
250
2016-17

200

2017-18
2018-19

150
100
50
0
Total referrals

Referrals to Children’s Social Care from maternity, totals by indication:
120
100
80
60

2016-17
2017-18

40
20
0
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2018-19

Key:
MH:
DA:
SA:
LD:
Trav:
DNA:
CSE:

Mental health (either parent)
Domestic Abuse
Substance Abuse
Learning Disability
Traveller
Did Not Attend
Child Sexual Exploitation

Analysis of data: The decrease in total, overall annual referrals to Children’s
Social Care reflects the change in threshold criteria for referral to this service
(2018-2019), and a greater emphasis on Early Intervention Help at Locality
Level. In practice, this means that Community Midwives and Safeguarding Teams
are the Lead Professionals for many acute cases of need, which would previously
have been led by Social Care.
Domestic Abuse remains the primary indicator for Social Care referral, followed
by parental mental health, parental substance use/history of abuse in the family,
and the teenage parenthood cohort. This reflects the national picture for referral.
Although Female Genital Mutilation is monitored, there were no identified cases
where there was an assessed risk to the baby, hence FGM is omitted from this
dataset.
Due to changes in legislation (Homelessness Reduction Act 2017), professionals
now have a duty to refer homeless people to the Local Authority. This is a change
for 2019-2020 and will be included in future datasets as a separate statistic.
Did not attend appointments (DNA) in Maternity Services (2018-2019)
It is well documented nationally that women who DNA for maternity care suffer
poorer maternal and/or neonatal outcomes of pregnancy than women who attend
(MBRACE/NICE). In addition, 10% of DNA’s of paediatric appointments have been
found to involve children where there is a safeguarding concern.
To address this health inequality, the Rosie has a robust policy for the
management of DNA’s in obstetrics and midwifery, following a standard pathway
of follow up and liaising with Children’s Social Care (CSC) after a third DNA. The
importance of good attendance for maternity care is discussed at the midwifery
booking appointment. There were 8 referrals to CSC this year for poor compliance
with care, where this would impact negatively on the safe care of the baby.

4.2

Female Genital Mutilation (FGM)

The maternity safeguarding team have implemented the first phase of the FGMIS system, which went live on 31 March 2019. This is a national safeguarding
system to share information, which:
•
•
•

Enables a medical professional to record when a girl under 18 has a family
history of FGM.
Shares this information with other professionals who treat her as she grows
up.
Prompts clinicians to consider if they need to take safeguarding/other action.
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The first phase is to ensure that all new born female babies who have a mother
who has been identified with FGM or who have a family history of FGM have an
alert put onto the baby’s summary care record.

4.3

Service Delivery

Key Achievements
 Appointment of a Specialist Midwife for Perinatal Mental Health and Learning
Disability.
 Destigmatisation of mental health by removing this aspect from the
safeguarding team, unless there is an identified safeguarding risk.
 Appointment of Specialist Midwife for Domestic Abuse and Substance Abuse
 Re-write of the Group 3 Safeguarding training for the Rosie, rated as
‘excellent’ by the Safeguarding Partnership Board, ‘Assessment of Training’
Panel.
 Embedding the FGM-RIS system into Trust EPIC.
Areas of Focus in the Coming Year






Specialist Midwives to offer training
in their specific areas of expertise,
to staff – expansion of safeguarding
training.
Embedding Homelessness referral
process.
Compliance with SCB priorities of
the ‘lived experience of the child’;
domestic abuse; contextual
safeguarding; multiagency working;
effectiveness of prevention and
early intervention at reducing
current and future risks to children

Key Milestones / Targets
To be agreed.

Will be reflected in quarterly statistics
as Midwives report.
Will be reflected in SI reporting and
safeguarding team statistics.

and meeting their needs.

5.0

Safeguarding Children
5.1

Activity

Number of Child Social Care Referrals 2018/19
2015/16
1090

2017/18
948

2018/19
953

The number of social care referrals has remained steady as in the same period of
2017/18.
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Staff consistently share concerns by way of a referral form available through the
communications navigators on EPIC or via Connect. Changes have been made to
the electronic patient record (EPIC) to allow staff referrals to electronically reach
partner agencies is now simpler and faster. During 2018/19 there were 953
referrals made to social care, a 0.53% increase on last year’s figures. Generally,
over the year, the figures have been steady at an average of 250 per quarter. In
quarter one these figures were higher, which may correlate with the introduction
of the form on EPIC.
Out of the 953 referrals, 822 were made by staff in the Paediatric Emergency
Department, with 131 made by the Adult Emergency Department, indicating a
good response at identifying concerns in adults with children.
A large majority of these referrals (206) were concerns regarding adolescent
mental health, compared to 236 from 2017/18, a decrease of 12.71%. A possible
explanation for this is that children may be accessing community mental health
services and pastoral support and only attend ED in crisis. Similarly, there was a
large proportion of information sharing to social care (366) compared to 2017/18
when there 260 episodes of information sharing, highlighting the robust approach
from ED in sharing updates from their attendances to CUH. This is a 40.77%
increase on last year’s figures.
Please refer to Appendix 1 for detailed statistics relating to:







Number of child social care referrals (by quarter).
Number of child social care referrals (by category).
Child protection conference invitations.
Child mental health/social care referrals (by quarter).
Child Death Overview Panel requests.
DNA - children (by quarter).

5.2

DNA of Children (under 18s)
2015/16
8,036

2017/18
6,118

2018/19
6,484

Over the year it has been demonstrated that the total number of DNAs for
children was 6,484 and those with a safeguarding alert was 828 (12.7%). There
has been an increase in overall DNAs by around 5.98%. Over the past year the
DNAs have remained steady at around 500 per month.
The child with a safeguarding flag was on average 10% of the total amount. In
quarter 4 the Joint Safeguarding Committee escalated this concern and this has
now been placed on the Trust’s “risk register”. Each division received a monthly
report of the specific DNAs for that month and they have been tasked with
providing assurance that the DNAs, including those with a safeguarding flag, have
been followed up by their relevant team to enable further appointments or liaison
with the GP or external agency. This assurance will be fed back to the
safeguarding team and the Joint Safeguarding Committee.
The safeguarding team are committed to working with each division to ensure
that this is further reduced as not only does this have health implications, but is
also a potential safety risk for children.
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5.3

Child Sexual Exploitation (CSE)

The LSCB exploitation checklist is part of the Epic safeguarding checklist build.
Intelligence shared by partner agencies is used to create an Epic alert to notify staff
that the child or young person is vulnerable to exploitation. The checklist is also
integrated into the Children’s Social Care referral form to assist staff in assessing the
level of risk when suspecting CSE is a risk. There were 2 referrals for suspected CSE
over the year from the maternity service.

5.4

Service Delivery

Key Achievements












Implementation of safeguarding peer reviews - the safeguarding team meet
twice monthly with the wider paediatric team and specialities to review
complex safeguarding cases, gaining assurance that correct policies and
processes were followed to ensure the safety of the child. This includes a form
review of literature.
During was safeguarding awareness month in February 2019 several
members of staff manned a stall in the hospital concourse area, offering
advice and education on all aspects of safeguarding children, adults and
maternity. This event was well received by staff.
During the course of safeguarding awareness month key facts about
safeguarding were highlighted in the daily email staff newsletter (CUH Daily),
reminding all staff that it is everyone’s responsibility.
Mandatory training was refreshed to include current topical items that young
people can encounter, eg. county lines, the dark net, mental health and
exploitation. There has been good feedback from the teams that it is more
relevant to practice.
The children’s safeguarding team have increased links with CPFT to gain
better understanding of the issues that young people face when admitted to a
specialist mental health unit. The unit was visited to foster links with the
psychiatry team which, in turn, will improve the care of the young people
when admitted to CUH.
Work has continued in raising the profile of safeguarding supervision. Staff
currently access supervision on an ad- hoc basis. In several complex cases,
the team assisted in debrief sessions alongside the psychologists/counsellors.
Staff have felt the benefit of these sessions and have been able to provide
some closure and reassurance.

Areas of Focus in the Coming Year

Key Milestones / Targets

Increase links with CPFT to ensure
children are assessed in ED, ensuring
young people receive rapid mental
health assessments.

Attend key meetings with the CPFT
safeguarding team to coordinate
training between CPFT, Peterborough
and CUH (December 2019).

Participate in the Network+ joint
working project with Social care/CPFT/
Police and health, to prevent adolescent
behaviour escalating and resulting in
frequent admissions.

The safeguarding children team have
been invited to participate to identify a
robust plan that would help engage
with young people (started May 2019
– 2020).
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Facilitate changes in line with
partnership agencies/board
recommendations/guidance for a
possible change of social care referral
form (currently on Epic).

5.4

Currently in the consultation process.

Impact on Patient Care

Case Study
In quarter 4, a child attended with complex injuries that sadly resulted in death.
The child was not from the local authority and a large multi-agency response was
required, involving liaison between partner agencies in two local authorities,
police, mental health services, maternity services, many different specialties from
CUH, the coroner and the child death overview panel (CDOP). This was complex
and emotive when dealing with staff and is likely to be a serious case review
which will require involvement.
The child and their family received excellent, compassionate care and
communication between so many agencies was exceptional. This was a good
example of joined up working between agencies and other local authorities when
there was likely to be a poor outcome.
Feedback from the senior social worker practitioner - “can I also say thanks for
yours and your teams support and amazing Multi-Agency working which made
our job so much easier”.
Patient / User Feedback
Mandatory training has been refreshed to include current topical items that young
people can encounter, eg. county lines, the dark net, mental health, exploitation
and learning from Serious Case reviews. There has been good feedback from the
teams that it is more relevant to practice.
a) “Just wanted to give you a quick email about yesterday’s safeguarding update
(MARS P). This was my 18th Addenbrooke’s safeguarding update and I wanted
you both to know that I enjoyed yours the most. Congratulations on keeping
it interesting, not too much of a leaflet study day. The serious case review
discussion was the best, not because of the subject but because we need to
learn from them and have feedback. Thanks for mixing it up and making it
relevant and interesting and well done.”
b) “Thank you for an excellent safeguarding session this morning. The
presentation was novel and as such very thought provoking.”

5.5

Independent Inquiry into Child Sexual Abuse (IICSA)

The Independent Inquiry into Child Sexual Abuse (IICSA) in the UK is underway,
and is expected to last until 2020.
Board of Directors: 10 July 2019
Annual Safeguarding Report 2018/19
Page 10 of 30

Emerging themes: a major recommendation is the need for a national
programme of training of chaperones in children’s healthcare services. Other
themes are:
•
•
•
•

Cultural: looking at the way society views childhood sexual abuse, and the
language used to describe it.
Professional/political: the importance of leadership in creating a culture where
SA is treated seriously.
Structural: the importance of agencies having a structure which deters
perpetrators from gaining access, e.g. robust employment policies, zero
tolerance, support services.
Financial: beginning to look at what proportion of local authority budgets can
reasonably be allocated to fund sexual abuse services and support.

There is no date set for the in-depth scrutiny of Healthcare Trusts, but a
mandatory reporting seminar was held in September 2018. In conjunction with
the CCG, the Named Midwife for Safeguarding is monitoring information published
by the IICSA Committee to ensure CUH contributes according to expectations and
timescale, should the Committee decide to include health organisations.

5.6

Mental Health

Referrals to Children and adolescent mental health (CAMH) and Social
Care
2016/17
171

2017/18
236

2018/19
206

Mental health difficulties remain consistently a major cause of referral to social
care for a presenting child. These children are cared for in the Emergency
Department and on the children’s wards. In the last year there have a large
number of suicides amongst young people within Cambridgeshire. As a result of
this a multi-agency suicide strategy was created to enable support within schools
and the community.
Training of staff in paediatrics in a wide range of mental health diagnoses and
management has been undertaken by the Paediatric Liaison Psychiatrist which
has seen an increased awareness and education for staff working in children’s
services.
Funding has also been approved for Safe holding (restrictive intervention) training
to ensure that children with complex mental health issues, if requiring restraint,
are safely held to ensure the safety of the young person and that of the staff.
The cumulative total of 1: 1 supervision (specialling) days for under 18s requiring
a specialling arrangement, red, amber or green within children’s services within
the Emergency Department and CDU is 252 days. This is a significant decrease
of 23.1% compared with 2017/18 (328), which may reflect that more
parents/guardians have been encouraged to stay resident on the wards, or that
young people are being directly assessed by CAMHS in ED and discharged if they
do not require any medical treatment/further assessment.
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6.0

Safeguarding Adults
Six Key Principles

Empowerment: People being supported and encouraged to make their own
decisions and informed consent.
Prevention:

It is better to take action before harm occurs.

Proportionality: The least intrusive response appropriate to the risk presented.
Protection:

Support and representation for those in greatest need.

Partnership:

Local solutions through services working with their
Communities. Communities have a part to play in preventing,
detecting and reporting neglect and abuse.

Accountability: Accountability and transparency in safeguarding practice.

6.1

Activity
2015/16
380

2017/18
375

2018/19
421

Adult Safeguarding referrals have increased by 12% from 2017/18. The pattern
of referrals has remained consistent, with the highest number of referrals made
by CUH staff being for patients with dementia (228). The largest number of
concerns related to neglect (146). This mirrors the referral patterns in both
2015/16 and 2017/18. Following the introduction of self-neglect as a category of
abuse in the Care Act in 2015, referrals have increased by 78% from 2015/16 to
2018/19.
The lowest number of referrals is for organisation abuse which may be due, in
part, to the way the information is recorded on the referral form as there is often
more than one type of abuse and may not be a true reflection.
An EPIC electronic referral pathway was developed and implemented in June
2018 and, following this, there was a marked increase in referrals in Q3 (143).
The reason for the increase remains unclear. Q4 referrals (90) remained
comparable with Q1 (93) and Q2 (97), indicating the rise was spurious. There
has been an increase of 18% in Deprivation of Liberty Safeguards authorisations
in 2018/19 compared to previous 2017/18 data. Authorisations for patients who
live in Cambridgeshire continues to remain the highest, as is to be expected and
reflects our patient population
Please refer to Appendix 2 for detailed statistics relating to:








Number of adult safeguarding referrals (number by month).
Number of adult safeguarding referrals (according to vulnerability by month).
Allegations of abuse in the elderly (percentage by type).
Deprivation of liberty safeguarding applications (number by month).
Deprivation of liberty referrals by local authority (number by month).
Deprivation of liberty referrals (according to vulnerability by month).
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6.2

Mental Capacity Act / Deprivation of Liberty Safeguards
2015/16
335

2017/18
304

2018/19
360

The legislative framework of the Mental Capacity Act 2005 occupies a central role
in the pathways and practices of acute hospital care, and efforts continue at CUH
to embed capacity assessment and the Best Interests process into all aspects of
care and treatment. MCA and DOLS training is include Adult Safeguarding training
at Induction for identified staff groups and this is supplemented by bespoke
training delivered to many staff groups across the Trust. Our electronic patient
record allows us to record assessments and report on them collectively. We also
monitor the care and treatment given to those who are unable to provide consent
through our DoLS referrals.
In July 2018, the Government published a Mental Capacity (Amendment) Bill,
which passed its final legislative stage in the House of Lords on 24 April and is
due to receive Royal assent. The new Act also broadens the scope to treat people,
and deprive them of their liberty, in a medical emergency, without gaining prior
authorisation.
The target date for implementation is spring 2020. Prior to then, a revised Code
of Practice will be published, which, will guide us in the implementation of this
new legislation

6.3

Prevent

The NHS needs to ensure that staff can identify early signs of an individual being
drawn into radicalisation and to be confident in referring individuals to their
organisational safeguarding lead or the police. There are two training packages
available to CUH staff dependent on their role, and we are required to collect data
to assure training compliance.
The aim of the data collection is to demonstrate how all NHS commissioned
providers are delivering the key elements of the Duty. These include identified
Prevent Leads, delivery of awareness training, the level of referrals made and the
engagement with relevant partnership forums that coordinate the Prevent
Strategy at local and regional level.
All NHS Trusts and Foundation Trusts are required to submit Prevent data to NHS
England using the Strategic Data Collection Service (SDCS) portal provided by
NHS Digital.
From April 2019 the collection of Prevent training data became a contractual
matter and measured against contractual requirements.

6.4

Domestic Violence

Victims of domestic abuse who have care and support needs are referred with
their consent to the relevant Local Authority Safeguarding team. Many patients
who are in an abusive relationship and are seeking support do not have care and
support needs and can receive advice and support from the Independent
Domestic Advice (IDVA) service. Cambridgeshire IDVA service will offer support
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to patients during an in-patient stay and can provide on-going support in the
community Patients who reside outside of Cambridge can be referred to an
appropriate IDVA service in their area.
Maternity:
The CUH Domestic Abuse strategy has been launched and a working group
leading on its implementation. The Named Midwife and Specialist Midwife
continue to monitor compliance with the domestic abuse guideline and, following
an evaluation of staff knowledge in relation to spotting signs of domestic abuse,
the team have commenced domestic abuse training for Midwifery/NICU staff.

6.5

Service Delivery

Key Achievements
•
•
•
•
•
•

Increased investment in the CUH Adult Safeguarding team, appointment of
Adult Safeguarding Administrator, Adult Safeguarding Lead, Adult
Safeguarding Named Doctor.
Development and implementation of Electronic Safeguarding Referral
Pathway.
Improvements to CUH DOLS referral pathway.
Membership of NHS England National MCA Group.
Participation in Cambridgeshire and Peterborough Safeguarding Adult’s Board
multi-agency safeguarding self – assessment.
Named nurse authorship “The Mental Capacity Act/Deprivation of Liberty.
Safeguards and their Relationship to Adult Safeguarding” chapter in
Management of Adult Glioma in Nursing Practice.

Areas of Focus in the Coming Year
 Mental Capacity Act.


Adult Safeguarding roles and
competencies for health care staff.



Liberty Protection Safeguards (LPS).



Recruitment of Band 7 specialist
nurse to provide more presence at
ward level, boosting bedside training
and awareness.

6.6

Key Milestones / Targets
 Increase medical/dental
compliance, particularly with
regard to capacity and consent.


Delivery of face to face training
programme for clinical staff.



Implementation of LPS including
new training programme,
assessment process and referral
pathways.

Impact on Patient Care

Case Study
Staff in the Emergency Department raised a safeguarding concern when an
elderly lady (C) with advanced dementia was admitted after a fall at home. C was
noted to have multiple areas of bruising to her arms and legs and her urine
tested positive for unprescribed sedatives.
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Safeguarding professionals at CUH and from the Local Authority first researched
and shared information held by their organisations on C. to establish any previous
concerns, and what level of support C had received in the past.
C was unable to provide any history, but denied any problems and was clear that
she wanted to go home. When her husband arrived he was interviewed by a
Safeguarding professional, who then spoke to them both together. C.’s husband
was exhausted as a result of C’s nocturnal wanderings and admitted to buying an
over the counter product that seemed to help her sleep. She acknowledged
insomnia and said that she felt lonely at night so wanted her husband to get up to
be with her. As a result, he did not have the energy to look after C., himself or
their home. C agreed that she had previously refused care support. She disclosed
taking the over-the-counter medication herself, as she knew where her husband
hid it. Her poor short term memory meant that she probably forgot doing so and
then took more.
C was not being deliberately abused or neglected. Both she and her husband
were responding to problems arising as her dementia progressed. They feared
being judged, or even separated, so had not sought help. Once C understood just
how her husband was struggling, she was more amenable to an assessment for
support at home. C’s husband was advised on the dangers of sedating her and a
decision was made to use a locked box for all her medications.
Patient / User Feedback
What is working well:
Collaboration between CUH and relevant Local Authorities enables a prompt
evaluation of risk and planned support to the individual. Safeguarding enquiries
can be detailed and time-consuming but should not incur additional delays or
prolong the patient pathway.

7.0

Learning Disability

Evidence indicates that people with learning disability have an increased burden of multi
morbidity (Cooper et al 2015). In addition to this, many find that they have difficulty
accessing and using health services: some hospital systems and processes can be
particularly challenging for patients with learning disabilities. The LD strategy recognises
that this group will often require adjustments to their care and treatment pathways in
order to: support access (in adherence to the Equality Act 2010); improve the patient
experience and improve health outcomes.
The Trust Learning Disability & Autism Strategy
The Trust strategy for adult patients with learning disabilities & autism was developed
during 2017/18. It was ratified at the Equality, Diversity and Dignity Steering Committee
in June 2018. Following this the Learning Disability and Autism Working Group was
reconvened in September 2018. This group currently meets every 8 weeks. The group
aims to: implement and review the objectives set out in the LD & Autism strategy;
improve and build on collaborative working between the Trust, patients with learning
disability, local authority partners, families and carers; support and monitor progress
against regional and national improvement programmes that relate to the care of
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learning disability (adult) patients in acute hospital Trusts. The Working Group will report
to the Equality, Diversity and Dignity Steering Committee.
The Learning Disability Mortality Review (LeDeR) Programme
2017/18 saw the launch of the Learning Disability Mortality Review (LeDeR) Programme
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.

Any death in the Trust concerning a patient with a learning disability is notified to Bristol
as required under the LeDeR programme. Under the Trust’s mortality programme,
patients with a learning disability receive a structured judgement review with oversight
provided by the Learning from Deaths Oversight Committee.
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8.0

Governance & Accountability

BOARD OF DIRECTORS
Annual Report

Safeguarding Team
Executive Lead:
9.0 Szeremeta, Chief Nurse
Lorraine

QUALITY COMMITTEE
Quarterly Report

Operational Lead:
Maura Screaton, Deputy Chief Nurse
Adult Safeguarding Leads:
Heather Ayles, Tracy Brown (Named adult
safeguarding leads) Dr Liam Brennan (named
doctor)

JOINT SAFEGUARDING COMMITTEE
Quarterly Report

Children Safeguarding Leads:
Diane Coughlin, Kim Turner, Dr Lucy Preston
(named doctor),

VULNERABLE ADULTS GROUP
Quarterly Meetings

Maternity Safeguarding Leads:
Toni Van Voorst, Joanna Bellamy

SAFEGUARDING CHILDREN TEAM
Quarterly Meetings

Workforce Safeguarding Lead:
Richard Lewis
DOMESTIC VIOLENCE FORUM
Monthly Meetings

SAFEGUARDING LEADS
Monthly Meetings
OPERATIONAL SAFEGUARDING
Monthly Meetings

Board of Directors: 10 July 2019
Annual Safeguarding Report 2018/19
Page 17 of 30

SAFEGUARDING PROFESSIONAL LEADS
Quarterly Meetings

9.0

Working & Learning Together
9.1

Contribution to Groups

The safeguarding teams contribute to a number of internal and external forums,
ensuring our safeguarding expertise is informing agenda and contributing to
decision making:
External forums
 Acute Trust Named Nurse Forum
 Cambridgeshire and Peterborough Safeguarding Adults Board
 Child Death Overview Panel CDOP
 Delivery Group, Cambridgeshire and Peterborough Safeguarding
Adults Board
 Health, Training and Quality Subgroups of SAB
 LDer Steering Group, Cambridgeshire and Peterborough Safeguarding
Adults Board
 LSCB Business meeting
 LSCB Delivery Group meeting
 LSCB Health Safeguarding Group
 LSCB Serious Case Review subgroup
 MCA Management and Practice Group, Cambridge County Council
 NHS England Adult Safeguarding Forum
 NHS England National MCA Forum.
 Quality and Experience Group, Cambridgeshire and Peterborough
Safeguarding Adults Board
 SCB Business meeting
 SCB Delivery Group Meeting
 SCB Health Safeguarding Group
 SCB Serious Case Review Sub-Group
 Serious Adult Review investigation – Cambridgeshire & Peterborough
SAB
 Staff safeguarding supervision(monthly) maternity services
 The East of England Regional Safeguarding Forum
 Unborn Baby Panel (monthly)

Internal forums
 Clinical Nurse Specialist Group
 Discharge Assurance Panel and Steering Group
 Domestic Abuse Forum – also multi-agency with the local authority
IDVA service
 Education and Training- Subject Matter Expert Forum
 Harm free Care Panel
 Joint Safeguarding Committee (quarterly)
 Monthly multiagency maternity meeting
 Paediatric Clinical Governance Meeting
 Paediatric Gastro-enterology psycho-social meeting.
 Paediatric Morbidity and Mortality Meeting (PICU)
 Paediatric Rheumatology Psycho-social meeting.
 Paediatric/Emergency Department Link meeting.
 PICU Clinical Governance Meeting
 Psychosocial meeting for the Paediatric Neurology team
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9.2

Psychosocial meeting for the Paediatric Respiratory Team
Restrictive Interventions Steering Group
Safeguarding Link Professionals Group
Vulnerable Adults Working Group

Child protection information sharing (CP-IS)

The Named Midwife for Safeguarding has been responsible for project managing
this initiative to improve information sharing between health and social care,
across England and Wales. The implementation of the system, overseen by to
NHS Digital, was accelerated with an operational deadline for Trusts of 31 March
2018.
There was Board agreement for investment in an EPIC ‘branch build’ to embed
CP-IS into EPIC, rather than having a standalone process which, it was felt, would
reduce staff compliance with its usage. CUH launched the first version of CP-IS in
May 2018 and was commended by NHSE for becoming the first organisation in
the region to do so. Two manual steps to the process remain, but a planned
upgrade to EPIC in the coming year will completely automate the entire pathway.
Every child or pregnant woman attending CUH is screened by the system for
known safeguarding concerns. A list of all such attendances are automatically
sent to the EPIC safeguarding inbox for follow up, currently numbering 80-120 a
week Trust-wide. The Named Midwife is able to triage these and either close or
allocate appropriately. A welcome secondary benefit is enabling obsolete
safeguarding alerts to be removed if they appear erroneously in the attendance
list. Safeguarding flags remaining visible on EPIC records after cases have been
closed by Social Care has been a source of distress to families, so this follow up
process has reduced this indication for complaints against CUH.

9.3

Serious Case Reviews / Serious Adult Reviews

Serious Case Reviews involcing CUHFT in 2018/19.
Domain
SCR/SAR
SCR

Immediate
Learning
On-going

Publication
Date
Not yet
confirmed

Recommendations
for CUH
Awaited

CUH have contributed to reviews, alongside the safeguarding team providing
support to the ward teams and to safeguarding partners during the course of
enquiries.
Embedding the Learning from SCR/SAR and Casework
There is one serious case review on-going which commenced in April 2019 (from
a case in December 2018). A chronology of events is being prepared to be
submitted to the LSCB in June 2019.
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9.4

Discharge Assurance Panel

The CUH Discharge Assurance Panel (DAP) meets monthly to consider allegations
of poor discharge. The multi-disciplinary panel includes safeguarding
professionals from the local authority and a representative from CPFT is also
routinely invited. The ward/department concerned is asked to produce and
present a review of the incident, which is then discussed. Outcomes and learning
are fed directly back to the teams and also through the governance route via the
Patient Safety system. Information from the panels is collated and forwarded into
the Joint Safeguarding Committee. The information is also forwarded to the
Discharge Steering Group, along with other intelligence about discharge such as
PALS and complaints data, GP liaison data and Safety data to look at Trust wide
themes and trends. This learning is shared across the organisation.

9.5

Recruitment – Standards for Checking

The Recruitment team undertake all relevant pre-engagement checks to ensure
NHS safe recruitment practices are adhered to at all times.
The reference checking process requires that all successful applicants are
subjected to a reference checking process which requires references from
previous employers covering the last consecutive three years. Each referee is
asked – “Are you aware of any recent/outstanding allegations that were made
against the applicant that relate to safeguarding issues/or referrals (including any
referrals to the Disclosure and Barring Service (DBS))?” If concerns are disclosed,
the Recruitment team proactively investigate the raised concerns and take action
as considered necessary, which may result in the withdrawal of a conditional offer
of employment.
A DBS check is systematically completed for all those applicants who are
appointed to roles which have patient contact. The barred list is checked for roles
involving both adults and/or children. DBS certificates that contain any
information regarding cautions or convictions are assessed by the Employee
Relations Team, to establish whether there is any potential risk to both the Trust
and patients in employing the applicant in question, in which case actions are
taken to mitigate any perceived risks.
The Trust’s recruitment due diligence checking requirements are in accordance
with NHS safe recruitment practice guidelines.

9.6

Audit

There is an audit programme aligned to safeguarding assurance. The audit
programme for 2018 is running to plan.
Title
Identify the
quality and
appropriateness of
safeguarding
actions within the
ED department

Time
Frame
Six months
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Strategic Links
Karena Fraser

Assurance
Group
Paediatric Link
meeting &
Paediatric Clinical
Governance

RAG
Green

using a dip sample
of defined
presentation. A reaudit featuring a
larger target
group.
The Named Nurse for Safeguarding Children audited the quality and effectiveness
of safeguarding actions within ED. The sample studied highlighted that out of 98
attendances of children to ED on one day in May 2017, seven children were
correctly referred to social care and only two children were not referred according
to the safeguarding procedures. The audit department recommended a re-audit
of a larger sample of a week’s worth of data. This audit is currently on-going and
is in line to be complete by the end of 2019.

10

Safeguarding Training

Safeguarding training is a priority for the Trust. It is a mandatory requirement that all
staff undertake safeguarding awareness training when they start in the organisation, and
a detailed training need analysis identifies groups of staff that are required to undertake
more in-depth training which is aligned to their role.
The table below details the safeguarding training activity for the period, 1 April 2018 to
31 March 2019.

Safeguarding adults

Level 1

Total
Required
9624

Safeguarding adults
(including Prevent)
Safeguarding children

Level 2

7027

6311

89.8%

Level 1

9624

9356

97.2%

Safeguarding children

Level 2

6443

6871

93.8%

Safeguarding children

Level 3*

1623

1511

93.1%

1621

1496

92.3%

WRAP 3

Total
Completed
9373

% Compliance
Achieved
97.4%

*To comply with the recommendations from the Intercollegiate Document (2014) areas
where 16-17 year olds receive their care and treatment, the senior staff - Band 7’s and
those carrying the 707 bleep are required to complete level 3 training. These senior staff
are then used as a resource for junior staff to signpost them to enhanced advice and
support. The majority of this cohort is also mapped to require WRAP 3.

Board of Directors: 10 July 2019
Annual Safeguarding Report 2018/19
Page 21 of 30

Compliance with safeguarding training for end year (2018/19)
Safeguarding Training Compliance Rates (Divisional %)
Division / Business Unit /
Specialty / Department

Safeguarding
Adults

Safeguarding
Children
Level 1

Safeguarding
Children
Level 2

Safeguarding
Children
Level 3

Safeguarding
Adults
Level 2

Prevent
Level 3
(WRAP)

Division A

(57) 96.8%

(66) 96.3%

(109) 93.6%

(5) 95.6%

(156) 90.8%

(2) 98.2%

Division B

(39) 98.4%

(46) 98.2%

(58) 95.8%

(4) 96.9%

(128) 91.7%

(0) 100.0%

Division C

(32) 97.7%

(38) 97.2%

(75) 94.3%

(28) 88.1%

(138) 89.6%

(17) 92.8%

Division D

(52) 95.8%

(52) 95.8%

(98) 90.8%

(15) 89.0%

(150) 85.9%

(13) 90.4%

Division E

(30) 97.4%

(24) 97.9%

(65) 93.9%

(54) 94.5%

(114) 89.2%

(90) 90.9%

Chief Executive Officer

(7) 88.7%

(7) 88.7%

(0) 100.0%

(1) 50.0%

(0) 100.0%

(0) 100.0%

Chief Financial Officer

(9) 94.9%

(5) 97.2%

N/A

N/A

N/A

N/A

Chief Information Officer

(1) 99.5%

(4) 98.2%

(1) 50.0%

N/A

(1) 50.0%

N/A

Chief Nurse

(6) 94.0%

(3) 97.0%

(6) 90.2%

(4) 66.7%

(8) 86.9%

(3) 75.0%

Chief Operating Officer

(1) 98.5%

(1) 98.5%

(1) 97.8%

(1) 0.0%

(1) 97.8%

(0) 100.0%

Director of Improvement And
Transformation

(1) 96.2%

(1) 96.2%

(0) 100.0%

N/A

(0) 100.0%

N/A

Director of Strategy & Major
Projects

(1) 85.7%

(1) 85.7%

N/A

N/A

N/A

N/A

Estates & Facilities

(7) 98.0%

(9) 97.4%

N/A

N/A

N/A

N/A

Medical Director

(2) 92.6%

(1) 96.3%

(1) 83.3%

N/A

(1) 83.3%

N/A

Director of Workforce

(1) 99.4%

(3) 98.1%

(0) 100.0%

N/A

(0) 100.0%

N/A

NIHR R & D Operational

(4) 98.8%

(6) 98.1%

(9) 93.6%

(0) 100.0%

(14) 90.1%

(0) 100.0%

Research Grants Directorate

(1) 98.5%

(1) 98.5%

(5) 89.1%

(0) 100.0%

(5) 89.8%

Total

(251) 97.4%

(268) 97.2%

(428) 93.8%

(112) 93.1%

(716) 89.8%

(0) 100.0%
(125)
92.3%

Safeguarding Training Compliance Rates (Staff Group %)
Staff Group

Safeguarding
Adults

Safeguarding
Children
Level 1

Safeguarding
Children
Level 2

Safeguarding
Children
Level 3

Safeguarding
Adults
Level 2

Add Prof Scientific and Technic

(4) 98.4%

(6) 97.6%

(13) 91.1%

(0) 100.0%

(24) 90.3%

Additional Clinical Services

(14) 99.1%

(17) 98.9%

(56) 95.7%

(8) 95.0%

(76) 94.4%

Administrative and Clerical

(42) 97.9%

(40) 98.0%

(36) 71.9%

(4) 33.3%

(34) 73.4%

Allied Health Professionals

(4) 99.2%

(5) 99.0%

(8) 98.5%

(0) 100.0%

(15) 97.2%

Estates and Ancillary

(7) 97.5%

(10) 96.4%

N/A

N/A

N/A

Healthcare Scientists

(4) 99.2%

(7) 98.6%

(12) 91.7%

(2) 88.9%

(15) 89.6%

Medical and Dental

(149) 88.2%

(146) 88.5%

(215) 84.0%

(47) 85.6%

(357) 73.5%

Nursing and Midwifery Registered

(27) 99.2%

(37) 98.9%

(88) 97.3%

(51) 95.1%

(195) 94.1%

Total

(251) 97.4%

(268) 97.2%

(428) 93.8%

(112) 93.1%

(716) 89.8%
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Prevent
Level 3
(WRAP)

(0)
100.0%
(15)
90.6%
(2) 66.7%
(0)
100.0%
N/A
(3) 83.3%
(54)
83.5%
(51)
95.1%
(125)
92.3%

The Trust continues in its endeavours of ensuring the highest possible levels of
safeguarding training, thereby ensuring that safeguarding issues are rigorously identified
and effectively addressed.

11

Regulatory Bodies
11.1 Care Quality Commission (CQC)
Regulation 13 – Safeguarding service users from abuse and improper treatment
The intention of this regulation is to safeguard people who use services from
suffering any form of abuse or improper treatment while receiving care and
treatment. Improper treatment includes discrimination or unlawful restraint,
which includes inappropriate deprivation of liberty under the terms of the Mental
Capacity Act 2005.
To meet the requirements of this regulation, providers must have a zero
tolerance approach to abuse, unlawful discrimination and restraint. This includes:
•
•
•
•

neglect
subjecting people to degrading treatment
unnecessary or disproportionate restraint
deprivation of liberty.

In October 2018 the CQC inspected four services at CUH. The inspection team
reported that staff were aware of processes and standard procedures to keep
people safe from abuse, and received training to assess, recognise and report
abuse. They did however recommend that the Trust should ensure medical staff
attendance at mental capacity act (MCA) and Deprivation of Liberty Safeguards
(DoLS) training is improved to meet the trust target.

11.2 LSCB / LSAB / Section 11
The Trust continues to be a member of the local safeguarding boards
(LSCB/LSAB). The boards seek how to test effectiveness of multiagency
arrangements and find ways of improving children’s and adults journeys in key
local priority areas, including “getting child protection right”.
The safeguarding teams continue to work proactively with the LSCB and LSAB to
take forward health responses and input to these important agenda items e.g.
revision of the domestic abuse policy.
As part of the section 11 audit organisations that provide services to children are
asked by LSCB to self-assess the extent to which they meet the standards set out
in section 11 of the Children’s Act, 2004. The Trust last completed an section 11
audit in 2017 and all actions have been addressed. The Trust is due its next
assessment in 2019.
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12

Recommendations

Whilst the annual report provides many examples of the positive and inspiring progress,
the safeguarding team are constantly seeking ways to improve how they work together
to ensure best outcomes for all those who use our services and that they are at all times
protected from abuse.
The team in 2019/20 recommends the following areas of work to progress:
1. Improve training attendance/ provision for medical staff to ensure compliance with
MCA and DoLs training and to meet the Trust target.
2. Embed domestic abuse strategy Trust wide.
3. Continue to promote ‘making safeguarding personal’ at every appropriate contact.
4. Implement new legislation in relation to deprivation of liberties (Liberty Protection
Safeguards).
5. Continue to strengthen working with partner agencies to ensure patients have the
best possible experience when accessing and using our services.
6. Continue to promote and provide safeguarding supervision for teams involved in
complex cases.
7. Continue to promote safeguarding being everybody’s business in all formal and
informal teaching.
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Appendix 1 – Safeguarding Children Activity Data

Social care referrals 2018-19
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Q2

Domestic
abuse
Q3

Q4

Substance
misuse
parent

Concerns of
neglect

NAI

Child Protection Conference Invitations for
2018/2019
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Q2

Q3

Q4

Number of CDOP Information Requests for
2018/2019
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Total number of DNA's 2018/19
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Q2

Q3

Q4

Appendix 2 – Safeguarding Adults Activity Data

Number of Adult Safeguarding referrals by month Q1-Q4 2018-2019
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Allegations of abuse in the elderly
(percentage by type) Q1-Q4 2018-2019
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Welcome to this year’s health and safety annual report. The purpose of
the report is to provide summary information relating to the principal
activities associated with the management of health and safety at CUH
for the period 1st April 2018 to 31st March 2019. The report also
highlights the key priorities for the health and safety team in 2019/20.
Health and Safety at CUH is concerned with protecting our staff from
being harmed at work and others who may be affected by our work
activities (eg patients, contractors, visitors) in accordance with the
Health and Safety at Work Act 1974. It is aligned with our work on
patient safety and health and wellbeing and supports and contributes
to the provision and delivery of high quality healthcare that fulfils our
values of Together-safe, kind and excellent.
Since the launch of our four year health and safety strategy – ‘Safe
people, places and processes’ (2016) - good progress has been made
with regards to improving health and safety provided at CUH. Year 1
saw the service focus on re-laying the foundations for the
management of health and safety at CUH, whereas year 2 saw the
service take a more systematic and proactive approach to improving
health and safety with the launch of its health and safety risk
assessment programme. This year has focused on providing evidence
based assurance on the management of health and safety. This has
led to the development of our health and safety compliance dashboard
and risk profile and the completion of 101 separate health and safety
audits in 6 months.
As we enter the final year of our strategy, we look forward to acting on
what we have learnt from our assurance processes in order to achieve
continual improvement in H&S management and performance. This
includes:
•
•
•

monitoring H&S risks as identified in the H&S risk profile
providing assurance on compliance with the NHS Workplace H&S
standards
acting on findings from audits

In addition, we will continue to work collaboratively with divisions and
corporate areas, aiming to increase senior leadership engagement and
promote the safe behaviours expected from our staff and others.
The progress of the past year only has been possible through the
collective efforts of the health and safety team and colleagues across
the Trust. It has been busy year and I thank them all for their
continued efforts.
I hope you find this annual report informative and useful. If you have
any questions or comments, please feel free to contact me or any
member of the Health and Safety team.
David Wherrett, Director of Workforce & executive lead for
health and safety
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The following key five objectives were set at the beginning of 2018/19 for the health and
safety team to deliver. Below provides information on their current status and work
completed to-date.
Objective 1 – Develop a health and safety compliance dashboard based on the NHS
workplace health and safety standards developed by the Health, Safety and Wellbeing in
Healthcare Partnership Group (HSWPG) and Health and Safety Executive (HSE).
Status – Complete

The Workplace Health and Safety Standards are a suite of standards that bring together
health and safety legal requirements with best practice for key areas of health and
safety and suggest evidence to demonstrate compliance. They were developed by the
HSWPG in conjunction with the HSE in 2013.
There are 22 standards that cover key areas of health and safety (see table 1 below).
Each standard has a number of criteria.
During the year, work has focused on collecting evidence (ie internal and external audits,
chair reports, KPIs, risk assessments, etc) and speaking with subject matter experts to
establish compliance with the standards. This work has enabled an overall compliance
rating to be given to each standard (see table 1 below). The overall compliance rating
for each standard is calculated using the same aggregation principles employed by the
CQC.
Table 1 – The standards and their compliance rating
Management of H&S
Incident reporting
Slips and trips
Violence &
aggression
Moving & handling

Stress
COSHH
Sharps
Work equipment

Lone working

Transport

DSE

Noise
Contractors
Radiation
New & expectant
mothers
First Aid

Asbestos*
Electricity*
Water hygiene*
Temperature*
Occupational
health+

Key – compliance rating index
Fully compliant
Minor non-compliance
Moderate non-compliance
Major non-compliance
+

Occupational health – compliance determined via SEQOHS accreditation. Certified on 7th
February 2019.
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* Asbestos, electricity, legionella and temperature – compliance determined via Premises
Assurance Model (PAM). This is currently being assessed by the Estates compliance team
and will be included in future reporting once work is completed.
*+ For these areas only, reporting of compliance and concerns/issues will be made
through the relevant sub-committee and raised at the Health and Safety Committee as
required.
Fire is not included as this comes under a separate piece of legislation – the Regulatory
Reform Order 2005.
The results show that further work is needed to improve our compliance in a number of
key areas. Actions have been identified and have been incorporated into the Trust’s
health and safety risk profile (see below).

Objective 2 - Provide a comprehensive health and safety risk profile for CUH
Status – Complete
As part of having an effective health and safety management system, it is essential that
there is a comprehensive appreciation of the significant health and safety risks
associated with the Trust’s undertakings. As a result, the team have developed a health
and safety risk profile for CUH which identifies the most significant health and safety
issues for the organisation.
Each of the key areas of health and safety, set out within the NHS Workplace H&S
Standards, has been risk rated using the Trust’s 5x5 risk matrix tool. Each rating takes
account of the potential harm or enforcement action that may result and the likelihood of
this occurring. The ratings have been informed by the following:
•
•
•

compliance with the NHS Workplace H&S standards,
significant incidents (including near misses),
local and divisional risk register entries.

Based on the risk ratings, the most significant health and safety risks at CUH are
identified as:

Risk
Workplace transport
Work equipment
Management of contractors
Violence and aggression
Radiation

LxC
4x5
4x4
4x4
4x4
4x4

Risk Score
20
16
16
16
16

A full overview of CUH’s risk profile and the key actions arising are available in appendix
1.
Where the actions arising are the responsibility of the health and safety department to
complete these will be incorporated into the 2019/20 department work plan. Where
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actions are the responsibility of specific departments or individuals these will be raised
with the ‘owner’ and where appropriate they will be recorded against the relevant risk
register entries. All actions will be prioritised according to risk.
The health and safety team will monitor progress on actions. Where there is a significant
delay to progress or noteworthy actions these will be reported to the Health and Safety
Committee in order to provide oversight.
The Health and Safety Committee will endeavour to obtain assurance that the risks and
actions are being appropriately managed, by request via Chair’s Key Issues to the
responsible oversight committee.
Where assurance is provided, the health and safety committee will seek approval from
the ME-ROC (Management Executive – Risk Oversight Committee) that they accept the
arrangements and that they are satisfied that the risk no longer needs to be monitored
by the H&S committee.
Where assurance is not provided, the health and safety committee will escalate the
concern to ME-ROC for support as required.
The process outlined above is in accordance with the Chair’s key issues standard
operating procedure available on Merlin.
Both the compliance dashboard and risk profile provide evidence based assurance on the
management of health and safety at CUH. Below is a diagram of CUH’s health and safety
assurance model. The model provides a framework for continuous improvement,
informed decisions and allocation of resources to priority areas and further embedding of
health and safety within CUH.

CUH Health and Safety Assurance Model
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Objective 3 - Roll out the H&S audit plan – including self-assessments and monthly
audits
Status - Complete

Audit is an essential part of managing health and safety successfully. It ensures that
systems and procedures are working effectively and also facilitates continuous
improvement.
During 2018/19 the Team rolled out the audit plan that was agreed at the Health and
Safety Committee in March 2018. The plan consists of 2 elements:
•
•

a H&S self-assessment audit carried out at least every 3 years; and
a rolling H&S audit programme of monthly audits

1. Annual H&S self-assessment audit
In April 2018, 177 pre-selected services and departments were asked to complete an
annual H&S self-assessment. 159 areas responded (90% completion rate). The objective
of the self-assessment audit was to ask staff to measure compliance of their own health
and safety arrangements in their departments/wards. Five key areas were audited and
are outlined in the table below. The Trust-wide results from the audit are also provided
below. The overall compliance rating for each standard is calculated using the same
aggregation principles employed by the CQC.
Key areas
Control of health and safety risks (7 standards)
Provision of information and training (4 standards)
Consulting and communicating on health and safety
matters (6 standards)
Reporting and investigating safety events (5 standards)
Providing a safe healthy work environment (6 standards)

Compliance
Minor noncompliance
Good compliance
Moderate noncompliance
Good compliance
Minor noncompliance

The results identified that staff believe there is a good level of compliance of health and
safety within their respective departments and wards. Good levels of compliance were
identified as being:
•
•
•
•
•
•

Local health and safety risk assessments have been completed.
Control measures are reviewed periodically to ensure they are working effectively.
Staff are provided with information and training to carry out activities safely.
Staff are consulted when health and safety matters arise in the workplace.
Safety learning events are recorded on QSiS and actions are taken to prevent a
reoccurrence.
Health and safety workplace inspections are periodically carried out.
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Areas requiring improvement were also identified and include:
•
•
•
•
•
•
•

All identified control measures are implemented or, where this is not possible, risks
are escalated onto the Trust’s Risk Register.
Risk assessments are shared and made readily available to staff.
Health and safety is routinely discussed at team (or safety-related) meetings.
Managers liaise with each another if workplaces are shared.
Managers and contractors ensure that clear communication and close co-operation is
established at the beginning of any ad hoc project or service contract.
Managers ensure that contractors are supervised in line with the risk profile of the
ad hoc project or service contract.
Emergency arrangements are put in place and all staff are provided with
information/training on what to do should an adverse event occur.

The results from the audit were fed back to the Health and Safety Committee in
September 2018 and directly to divisions through the divisional governance meeting
reports. In addition individual action plans for each division were created in liaison with
the Divisional Quality Managers. The health and safety team continue to monitor these
until completion.
2. Rolling H&S Audit programme
In October 2018, the health and safety team commenced its rolling H&S audit
programme. This consists of visiting 17 pre-determined locations from across the
divisions/corporate areas every month. The table outlines the schedule below.
Division:
Division A
Division B (excl pathology & outpatients)
Pathology
Outpatients
Division C
Division D
Division E
Estates
Corporate
Total

No. of locations visited each month:
2
2
2
2
2
2
2
2
1
17 separate areas

The audit consists of 4 common standards and four standards on a pre-determined
themed subject such as manual handling, lone working, or electricity, every month.
Following each monthly audit, each area receives a report outlining the findings and
making recommendations for improvement. In addition, a Trust-wide report is also
written that pulls together the results from all 17 areas. This report highlights areas of
good practice and areas requiring improvement and is tabled at the Health and Safety
Committee. Actions plans arising from the audits are monitored by the health and safety
team to ensure effective and timely implementation. Results from the audits are also
included in the monthly divisional governance meetings together with progress on
actions.
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Since October 2018, 101 separate audits have been conducted in a variety of wards and
departments across the Trust. 1 audit could not go ahead due to the absence of the
manager being audited.
Full results of the audits since October 2018 can be found in appendix 2.
2i. Common standards
The common standards are audited every month and their results can be found in the
table below. The 6 months data has been aggregated using the principles adopted by the
CQC to give an overall compliance rating for each standard.
The audit of common standards has identified the following key areas requiring
improvement:
•
•
•

Risk assessments need to be in date and readily accessible
Control measures must be effective
Workplace inspections must be undertaken
Common standards (monthly)

Compliance

Risk assessments in date.

Major non-compliance

Risk assessments readily accessible.

Major non-compliance

Control measures are effective.
Workplace inspections are undertaken

Moderate non-compliance
Major non-compliance

The divisions/directorates with the lowest compliance results were Estates, Pathology
and corporate areas.
The results are disappointing but it does not necessarily mean that workplaces are
unsafe. It identifies that documentation is either unavailable to evidence what is being
done or is not being kept up-to-date. Exploring ways of improving health and safety
documentation to ensure it is accessible and up-to-date will be included in the team’s
workplan for 2019/20.
It should also be noted that this is the first audit of its kind and therefore it is anticipated
that going into the second year, alongside continued support from the health and safety
team, the results should improve.
2ii. Themed standards
The schedule for themed standards and their results is set out below. Each theme has
four standards and scores have been aggregated using the principles adopted by the
CQC to give an overall compliance rating.
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Month

Theme

Compliance

October 2018

Work equipment

Minor non-compliance

November 2018

Manual handling

Moderate noncompliance

December 2018

COSHH/DSEAR

Major non-compliance

January 2019

Emergency arrangements

Minor non-compliance

February 2019

Cylinders

Major non-compliance

March 2019

First aid

Minor non-compliance

The themed audits have identified good compliance in many areas including:
•
•
•
•
•
•
•

arrangements are in place to ensure work equipment is maintained in an efficient
state, in efficient working order and in good repair
appropriate arrangements are in place to identify and remove defective
equipment
staff have adequate manual handling training
staff have access to adequate manual handling aids
staff have adequate training in emergency arrangements
where required, appropriate equipment and accessories are available and
accessible in emergency situations
first aiders or appointed persons are in place

However, there were also key areas requiring improvement as outlined below:
•
•
•
•
•
•
•

completion of COSHH risk assessments
monitoring, storage and spillage arrangements for COSHH substances
cylinders to be secured appropriately
first aid signage to be displayed
emergency arrangements to be documented in risk assessments
completion of manual handling risk assessments
written instructions for manual handling activities

These areas of improvement will be incorporated into the departmental health and safety
work plan for 2019/20. Equipment, COSHH/DSEAR, emergency arrangements, manual
handling and cylinders will be re-audited in 2019/20. First aid will be picked up in the
audit on emergency arrangements in future and not done separately.

Objective 4 – Undertake benchmarking with the Shelford Group to compare H&S
arrangements
Status – Complete
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A benchmarking exercise was carried out during December 2018 and January 2019 to
compare CUH’s H&S arrangements against other similar sized Trusts in the Shelford
Group and other local hospital Trusts. The survey also included questions on H&S
incident and RIDDOR reporting for 2017/18.
A pro forma was developed with a list of questions (see appendix 3) and emailed to 12
Trusts on 13th December 2018.
Questions were based on NHS workplace health and safety standards developed by the
HSPWG and Health and Safety Executive. These standards provide best practice to help
organisations comply with health and safety legislation.
A deadline date for responses was set for 19th January 2019. Of the 12 Trusts contacted,
7 responded (a response rate of 58%).
The full results can be found in appendix 3.
The benchmarking exercise concluded that:
•

•
•

•
•
•

CUH is one of the best performing Trusts for the number of health and safety
arrangements in place in accordance with best practice (only one other Trust had
a greater number of H&S arrangements in place).
Where CUH does not have H&S best practice arrangements in place, the majority
of other Trusts questioned do not either.
Health and Safety incident reporting is significantly lower than the Shelford
average. CUH are reporting on average 936 fewer incidents or 41% less
incidents. However, this result should be treated with caution as Trusts report
health and safety incidents in many different ways and it may be down to simple
classification differences that have led to this variation. However, it may be worth
following up with the Shelford Trusts to obtain their classifications to see how
they compare with CUH’s classification system.
CUH is very comparable to the Shelford Group on all RIDDOR categories. CUH
reported 45 in 2017/18 compared to the Shelford average of 43.
78% of RIDDORs that CUH reported were done within the given deadlines,
compared to 62.5% average across all Trusts.
CUH was not the only Trust who has received an enforcement notice in the last 3
years. This was in relation to a visitor fall in the outpatient hallway. Two other
Trusts that responded said that they had also received enforcement notices.
These were in relation to laboratory systems, assessments and safe systems of
work; following biological dangerous occurrence (death of employee from liquid
nitrogen) and a notice of contravention in relation to poor compliance with the
Health and Safety (sharp instruments in healthcare) Regulations 2013.

Objective 5 - Develop and produce monthly divisional governance reports to improve
the governance arrangements around health and safety
Status - Complete

Page | 10

As part of improving the governance arrangements around health and safety a new
divisional report was developed for dissemination at each division’s governance meeting.
The report contains a number of key performance indicators (KPIs) covering the
following areas of health and safety:
-

significant risks
audit results including monitoring of recommendations/actions
incidents
RIDDORs and compliance with reporting timeframes
training compliance rates (mandatory H&S and H&S awareness for managers)
any other health and safety concerns

The report enables the divisions to be regularly updated on their health and safety KPIs
and any significant health and safety risks and concerns in their areas. Members of the
health and safety team also attend the governance meetings to present the information
where required. Following this meeting, if there are any issues of concern these are
escalated to each division’s monthly quality and performance meeting with the
executive. The reports are also presented at the Health and Safety Committee where
Divisional Quality Managers will feedback on discussions or progress made following each
of their division’s governance meeting.
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Key performance indicators for health and safety are measured twice a year – once in
March at the end of the financial year and again 6 months later. They are summarised in
the health and safety KPI monitoring dashboard and are presented at the Health and
Safety Committee and Quality Committee. The dashboard provides a ‘basket’ of measure
on health and safety performance – and includes both leading and lagging KPIs. They
aim to measure:
•
•
•
•

H&S management system ie policy arrangements, leadership, training
H&S culture
Prevalence of H&S error, harm and loss ie H&S incidents, harm rates, RIDDOR
reports to the HSE
Audit performance

The dashboard is RAG rated to identify areas of good performance and areas requiring
improvement. The latest dashboard is available in appendix 5 (March 2019).
KPIs are split into 9 different areas of H&S performance. Details of each are provided
below.

3.1 H&S policy arrangements (KPI 1)
KPI
KPI
KPI
KPI

1.1
1.2
1.3
1.4

-

Signed and in-date statement of intent (every 3 years)
H&S policy is Board approved and in-date (every 3 years)
An annual H&S report has been produced
The Board have received a copy of the annual report

The current statement of intent was signed by the CEO on 27.02.18. This is valid for 3
years and will need re-signing in February 2021. Some minor changes were made to the
H&S policy in July 2018 following committee changes and was approved by the Board in
July 2018. The 2017/18 H&S annual report was endorsed by both the H&S committee on
21st May 2018 and the Quality Committee on 4th July 2018 and subsequently went to the
Board on 11th July 2018.

3.2 H&S committee and its sub-committees (KPI 2)
KPI 2.1 - Number of H&S committees held against plan
KPI 2.2 - Review of H&S terms of reference in last 2 years
KPI 2.3 - No of sub-committee meetings held against plan

The Health and Safety Committee met on 6 occasions during 2018/19 (bi-monthly) in
accordance with plan. Chaired by the Director of Workforce, the 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 performance. It also advises the
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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 including representatives from estates, radiation safety, occupational health,
moving and handling, clinical engineering, and the Divisional Quality Managers from
each of the 5 divisions.
The Health and Safety Committee has 4 sub-committees reporting to it. During 2018/19
the sub-committees met on the following occasions:
Sub-committees

Meetings held/against plan

Estates Health and Safety Committee

5/6 (one meeting cancelled)

Safer Sharps Committee

4/4

Health at Work Committee

4/6 (two meetings cancelled)

Radiation Protection Committee

2/2

The Head of Health and Safety is a core committee member of each sub-committee and
attends each meeting or sends a deputy.

3.3 H&S Risks (KPI 3)
KPI 3.1 - Number of H&S risks recorded on the Corporate Risk Register
At the end of 2018/19 there was 1 health and safety risk recorded on the corporate risk
register. Corporate risk register entry (CR09) raises the risk of non-compliance with
health and safety statutory requirements due to low engagement and failure to embed
health and safety in the organisation. This may result in harm, enforcement action,
reputational damage and/or financial penalties. The risk is currently scored at 16 (4x4).
The gaps in controls have been identified as:
•
•
•

H&S training for senior leaders (Board members, Divisional Directors, ADOs etc)
H&S is not explicitly linked to an organisational objective
Capacity constraints to embed H&S in a the timeframe required by regulator

Gaps in assurance include:
•

External/independent audit of the health and safety management system

Work to address these gaps and assurances will be included in the 2019/20 H&S
workplan.
KPI 3.2 - Number of significant risks as detailed on the H&S risk profile
KPI 3.3 - Number of moderate risks as detailed on the H&S risk profile
KPI 3.4 - Number of low risks as detailed on the H&S risk profile
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These are new KPIs for 2018/19 following the development of the CUH risk profile (see
objective 2, under section 2 for further information).
At the end of 2018/19 17 areas of health and safety, as set out within the NHS
Workplace H&S Standards, had been risk rated using the Trust’s 5x5 risk matrix tool.
Each rating takes account of the potential harm or enforcement action that may result
and the likelihood of this occurring. The ratings have been informed by the following:
•
•
•

compliance with the NHS Workplace H&S standards
significant incidents (including near misses),
local and divisional risk register entries.

Of these, 5 (29%) were assessed as significant risks, 10 (59%) as high risks, 2 (12%)
as moderate risk and 0 as low risk.
Management of H&S
Incident reporting
Slips and trips
Violence &
aggression
Moving & handling

Stress
COSHH
Sharps
Work equipment
DSE

Noise
Contractors
Radiation
New & expectant
mothers
First Aid

Lone working
Transport

3.4 H&S Incidents and RIDDORs (KPI 4)
KPI 4.1 - Number of health and safety incidents reported
KPI 4.2 - Staff incident rate per 100 members of staff (headcount)
KPI 4.3 - Percentage of H&S incidents resulting in actual harm
In 2018/19, there were 1,470 health and safety incidents reported via QSiS (Quality and
Safety Information System). This is a 10% increase since the previous year. However,
this should not be viewed negatively as it the increase could be down to an improved
reporting culture rather than there being more incidents. Because numbers have
increased, the staff incident rate has also increased to 11.5 staff members harmed per
100 workers. 51% of incidents reported resulted in actual harm. The top three incident
categories this year remain the same as previous years – accidents, violence and
aggression and blood exposure.
A summary of health and safety incidents reported is given below and a further
breakdown can be found in appendix 6. The data is compared to 2016/17 and 2017/18
incident statistics.

Total incidents
reported
% resulting in
harm
Types of persons
affected

2016/17

2017/18

2018/19

1,263

1,339

1,470

59% (747)

52% (699)

51% (754)

Staff - 68% (860)
Patients - 25% (311)
Others - 7% (92)

Staff - 73% (978)
Patients - 21% (275)
Others - 6% (86)

Staff 75% (1,100)
Patients – 18% (273)
Other – 7% (97)
Page | 14

2016/17

2017/18

2018/19

Accidents** (31%)
Violence and aggression
(29%)
Blood exposure (19%)
Violence and aggression
(28%) blood exposure
(27%)
Accidents (22%)

Accidents (37%)
Violence and aggression
(25%)
Blood exposure (14%)
Accidents (31%),
Violence and aggression
(25%)
Blood exposure (19%)

Accidents (25%)
Violence & aggression
(21%)
Blood exposure (19%)
Blood exposure (25%)
Violence & aggression
(23%)
Accidents (20%)

The highest
reported incident
categories for
patients

Accidents (57%)
Violence and aggression
(31%)
Environmental issues
(9%)

The highest
reported incident
categories for
others*

Violence and aggression
(38%)
Slips, trips & falls (27%)
Accidents (26%)

Accidents (55%)
Violence and aggression
(19%)
Environmental issues
(16%)
Accidents (44%)
Violence and aggression
(37%)
Environmental issues
(8%)

Accidents (45%)
Environmental issues
(27%)
Violence and aggression
(18%)
Accidents (30%)
Slips, trips & falls (28%)
Violence and aggression
(15%)

10.7

11.5

Highest reporting
categories

The highest
reported incident
categories for staff

Staff incident rate
per 100 members
of staff (by
headcount) over a
rolling 12 month
period.

10.4

* Others includes visitors, contractors and members of the public
**Accidents include: contact injuries, collisions, burns, etc.

KPI 4.4 - Number of RIDDORs reported to the HSE
KPI 4.5 - Percentage of RIDDORs reported to the HSE within reporting timeframes
A total of 54 RIDDORs were reported to the HSE under the RIDDOR regulations during
2018/19. This is 9 more than last year and 4 more than 2 years ago. The table below
provides a breakdown of the categories of reportable incidents and a comparison to the
previous 2 years.
Slips &
Trips

Moving &
Handling

Over 7 day
injuries

10

9

Specified
injuries

11

Dangerous
Occurrences
Occupational
Disease

Accident

Physical
Assault

Other

(needlesticks/
blood splash)

(patient to
staff)

10

0

1

0

1

1

0

0

0

0

0

0

8

0

1

0

1

0

0

0

1

Total
2018/19

21
(39%)

11
(20%)

11
(20%)

8
(15%)

1
(2%)

2
(4%)

Total
2017/18

14
(31%)

14
(31%)

7
(16%)

6
(13%)

2
(4.5%)

2
(4.5%)

Total
2016/17

15
(30%)

13
(26%)

7
(14%)

12
(24%)

3
(6%)

0
(0%)

(cuts, burns
& collisions)

Blood
Exposure

Total
2018/19

Total
2017/18

Total
2016/17

30
(55%)
13
(24%)
9
(17%)
2
(4%)

27
(60%)
10
(22%)
7
(16%)
1
(2%)

29
(58%)
8
(16%)
13
(26%)
0
(0%)

54
45
50
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61% (33) of RIDDORs were reported to the HSE within the appropriate timescales. The
other 39% (21) were due to late reporting to the health and safety team that the
incident was RIDDOR reportable. For example, in some cases two months had passed
from when the incident had occurred to when the health and safety team were notified
that the person had been off work as a result. Reporting rates have fallen from 78% in
2017/18.
The Health and Safety Team investigate all RIDDOR reportable incidents to understand
what happened, why they happened and to identify any actions that need to be taken to
prevent similar incidents from occurring in the future. An investigation report is produced
following each investigation together with recommendations for improvement. A copy of
each report is provided to the responsible manager and reports are also available, upon
request, to the Trust’s medico-legal department and the HSE.
The majority of RIDDORs (55%) were over 7 day injuries and were mainly the result of
moving and handling activities, slips and trips and accidents (cuts, burns and collisions).
There was one physical assault by a patient on a member of staff that led to the staff
member having more than 7 days off work.
Specified injuries accounted for 13 (24%) RIDDORs and were all fractures. 11 were the
result from slips and trips, 1 was a fracture to the ribs following the collapse of wall bed
unit on a visitor and a member of staff fractured their scaphoid whilst assisting a patient
in a controlled descent.
There were 9 (17%) dangerous occurrences reported. These were mainly blood
exposures from dirty needlestick injuries and blood splashes onto mucous membranes.
One dangerous occurrence related to the potential release of asbestos fibres.
There were 2 (4%) occupational diseases reported. One was in relation to a diagnosis of
tendonitis and the other was in relation to a diagnosis of occupational dermatitis.
KPI 4.6 – Number of RIDDORs followed up by the HSE
During 2018/19 the HSE contacted the Trust for further information on the following 4
RIDDOR reportable incidents:
•

Dangerous Occurrence: Hepatitis C needlestick incident (18.06.18) – Whilst
retrieving shoes from a patient’s bag, the member of ED staff received a
needlestick injury. The bag contained exposed needles belonging to the patient.
The patient was hepatitis C positive. The HSE contacted the Trust on 25.06.18 to
ask what the member of staff was doing at the time of sustaining the needlestick
injury. They did not request a copy of the investigation report. As a result of this
incident, the Trust’s personal and personal property searches for inpatients
procedure was updated to include a new check to ask patients whether there is
anything that could be harmful to staff before their property is searched. Staff were
also made aware of the incident via the ED newsletter. No further contact has been
made by the HSE since June 2018.

•

Occupational Disease: Tendonitis injury (12.07.18) – a gardener sustained a
tendonitis injury from a repetitive task using a power tool. The HSE contacted the
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Trust on 18.07.18 requesting copies of the relevant risk assessments and method
statements for the work the gardener undertook. The HSE also made contact with
the gardener directly to discuss his injury. The investigation identified no up-todate risk assessment for the task of hedge cutting and no formal, detailed safe
system of work in place. This was raised with the Estates senior management team
and a risk assessment for hedge cutting was reviewed and updated to ensure it
was suitable and sufficient. No further contact from the HSE has been made since
July 2018.
•

Dangerous Occurrence: Asbestos release (11.09.18) – a maintenance assistant
was cleaning a plant room and disturbed an asbestos insulating board (AIB) panel.
This led to a potential asbestos exposure of 3 people. The HSE contacted the Trust
on 13.09.18 requesting the asbestos register, asbestos training records for the
persons potentially exposed and the preliminary investigation report into the
incident. All information was sent to the HSE. The investigation completed by
estates management identified that the emergency procedures and escalation for
asbestos disturbance were not followed. A number of actions were identified and an
action plan created. The HSE wrote to the Trust on 07.01.19 to confirm that
following their enquiries, they would not be taking any further action.

•

Occupational Disease: Dermatitis (20.09.18) – On 31.08.2018 a member of theatre
staff was given a diagnosis of occupational dermatitis by occupational health. This
is a reportable disease under the RIDDOR regulations 2013. The HSE contacted the
Trust on 25.09.18 requesting written confirmation of diagnosis and any relevant
risk assessments in relation to occupational dermatitis/work carried out by the
member of staff. On 05.10.2018 the HSE contacted the Trust again asking for
COSHH risk assessments, details on the Trust’s health surveillance programme, the
Trust’s investigation report and the member of staff’s contact details. Further
contact was made by the HSE on 12.10.18 asking for safety data sheets for hand
sanitisers and for a copy of CUH’s glove algorithm. This case has prompted
occupational health to review the existing health surveillance arrangements for
dermatitis. The HSE wrote to the Trust on 14.03.19 confirming that following their
enquiries, there would be no further action.

KPI 4.7 – Number of HSE enforcement action/notices in the last 12 months
KPI 4.8 – Number of HSE enforcement action/notices issued against CUH
There were no HSE enforcement action/notices issued to the Trust in 2018/19.
Since 1996, CUH has received 5 improvement notices, 1 prohibition notice, 3 notices of
contravention and 1 prosecution by the HSE. A summary is provided below.
No.
1

Year
1996

Enforcement action
Improvement notice

2
3
4
5

1996
1996
1996
2005

Improvement notice
Improvement notice
Improvement notice
Prosecution

Offences
Management
of
health
and
safety
(arrangements)
Water safety basic precautions (scalding)
Water safety engineering controls (scalding)
Failure to protect against glutaraldehyde
Unguarded radiators – failure to protect
patients
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No.
6

Year
2010

Enforcement action
Prohibition notice

7

2013

8
9

2015
2015

10

2018

Notice of
contravention
Improvement notice
Notice of
contravention
Notice of
contravention

Offences
Failure to protect from falling
objects/persons being struck by falling
objects (working at height)
Failure to control risks from BBV needlestick
injury
Failure to provide safer sharps devices
Insufficient risk assessments on risk of using
sharps
Failure to keep floors/traffic routes clear of
slip, trip and fall hazards (workplace)

3.5 H&S Audits (KPI 5)
KPI 5.1 - Annual dangerous goods audit undertaken
In November 2018, the Trust’s approved Dangerous Goods Safety Advisor (DGSA)
attended CUH to undertake an audit of the Trust’s arrangements for the carriage of
dangerous goods. Arrangements for the following list of dangerous goods were reviewed:
•
•
•
•
•

Clinical Waste
Contaminated instruments
Birth by-products
Diagnostic specimens
Radioactive materials

The DGSA made 6 recommendations for improvement and these have been placed into
an action plan with details of persons responsible and timescales set. The action plan is
monitored by the Health and Safety team.
During the year another department that transports dangerous goods off-site was
identified. The Trust’s DGSA visited the department and provided guidance on the
transport arrangements required to comply with legislation. This department will be
followed-up as part of the 2019 audit programme.
KPI 5.2 - H&S self-assessment audit undertaken in last 3 years
This was set as an objective in 2018/19 and completed in April 2018. Results of the audit
can be found under objective 3 in section 2 of this report. The next self-assessment is
planned for 2021/22.
KPI
KPI
KPI
KPI
KPI

5.3
5.4
5.5
5.6
5.7

-

Number of monthly audits completed against plan
H&S risk assessments are in-date
H&S risk assessments are readily available
Control measures are effective
Workplace inspections are in-date

These are new KPIs following the completion of 2018/19 objectives.
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101 H&S audits were carried out within 6 months (October18 – March 19), this is 1 less
than planned due to the absence of one of the Managers due to audited in March 2019.
Information on the KPI results 5.4 – 5.7 can be found in section 2 of this report, under
objective 3.

KPI 5.8 - Number of other audits undertaken
During 2018/19 one other audit was undertaken. This was a Trustwide audit to review
compliance with the Working with Sharps Policy within local departments and services.
The audit was distributed to 189 infection control leads in September 2018. Of which,
35% (66) responded.
Results of the audit are as follows:

Key areas
1

Risk assessments exist for areas using non-safety devices
Sharps risk assessments are ‘suitable and sufficient’ in accordance
with legislation
The non-safety alternative have been removed where safety devices
are in use and are not used alongside one another

2
3
4

Staff are aware of the process to follow in the event of a sharps injury

Compliance
Minor noncompliance
Moderate noncompliance
Major noncompliance
Major noncompliance

The results indicate that compliance with the Working with Sharps Policy requires
improvement. In particular:
•
•
•

•

Areas must ensure that risk assessments are completed for any non-safety device
in use.
Sharps risk assessments must be ‘suitable and sufficient’ in accordance with
legislation.
Areas must ensure that the non-safety alternatives are removed wherever
equivalent safety devices are in use. They must not be used alongside one
another as this may lead to confusion amongst healthcare staff.
Areas must ensure that staff are adequately informed of the process to follow in
the event of a sharps injury.

The results of the audit were discussed at the Safer Sharps Committee and an action
plan was developed. The results were communicated via the Senior Nurse Briefing Paper
and the H&S newsletter in October 2018 and a breakdown provided to each division with
a list of actions. A further audit will be carried out in 2019/20.
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3.6 H&S Training (KPI 6)
KPI 6.1 – Board H&S training undertaken (every 2 years)
KPI 6.2 – Percentage of staff with H&S core mandatory training
KPI 6.3 – Percentage of staff receiving H&S local induction
On 11th April 2018 the Board of Directors held a special session on Health and Safety for
Trust Boards. This session was provided by Duncan Astill, Partner, at Mills & Reeve
Solicitors and covered a Board’s role in managing health and safety effectively.
At end of March 2019, compliance with health and safety core mandatory training was at
97.8%, with 216 people not having done it. All staff have to undertake this training on
induction to the Trust and every 3 years thereafter. A review and update of the core
mandatory module was carried out in June 2018 and improvements made.
Local induction training rates were 88.7% for non-medical and 76.6% for medical staff.
KPI 6.4 – Percentage of managers with H&S awareness training (line manager
essentials)
All staff who are registered on ESR as having a line management responsibility are
expected to complete the online training module ‘Health and Safety Awareness for
Managers’ which informs them of their health and safety responsibilities and how to
manage health and safety successfully. This comprises duties and responsibilities;
control of risks; information and training; consultation; reporting and investigating
safety events; safe environment; and audits.
By the end of 2018/2019, 90% of all current managers and supervisors had completed
the training, compared to 71% in 2017/18. This equates to 1,332 managers.

A review of the eLearning module was carried out in November 2018 and further
information on the management of contractors was included to ensure that managers
are clear on their responsibilities when appointing them.
KPI 6.5 – Number of H&S risk assessment training courses held against plan
KPI 6.6 – Number of staff who have attended H&S risk assessment training
During 2018/19 four H&S risk assessment training sessions were held in accordance with
plan. 56 people attended the face-to-face risk assessment training during the year,
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bringing the overall total to 456 since the training began in September 2016. Attendance
has decreased this year. This is thought to be in part due to the risk assessment
programme last year and the H&S team visiting areas as part of the audit process.

To supplement this training, a new eLearning package on risk assessments was
developed by the health and safety team and published on DOT in March 2019. The
eLearning package explains the importance of undertaking risk assessments and
provides an easy step-by-step guide on how to complete them. The training is optional
and available to all staff. Numbers completing the module will be monitored and set as a
new KPI.
KPI 6.7 – Percentage of staff with safer sharps awareness training
KPI 6.8 – Percentage of staff with medical gas awareness training
A new ‘Sharps Safety’ eLearning package was developed by the Health and Safety team
and published on DOT in December 2018. The training provides information on the risks
and precautions to take when handling and disposing of sharps. The training is essential
training for medical and nursing staff including healthcare assistants, allied health
professionals, laboratory technicians and physician’s assistants. To-date, 79% of staff
have completed the course.
At the end the March 2019, 87% of staff had completed the medical gas awareness
eLearning. This training is essential training for medical and nursing staff including
healthcare assistants, allied health professionals, laboratory technicians and physician’s
assistants.
KPI 6.9 – H&S team have received training and development
It is important that the H&S team regularly receive training and development in order to
maintain their competency as detailed under the Management of Health and Safety at
Work Regulations 1999. During 2018/19 members of the health and safety team
attended the following training courses/conferences:
•

4 members of the team attended the Health & Safety Expo in London on 19th
June 2018 (free).
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•
•

1 member of the team attended IOSH’s ‘Managing Safety’ 3 day course on 30th
October 2018 (free)
4 members of the team attended dangerous goods awareness training on 20th
and 25th March 2019 (free)

KPI 6.10 – Other H&S training provided
During 2018/19 further training sessions were held for staff using respiratory protective
equipment. This included turbo hood training, use of half mask respirators and face-fit
tester training
Over the year 61 staff have attended turbo hood training, 11 staff attended the half
mask training session and a further 20 staff became fit-testers so that they can carry out
face-fit testing in their areas
Staff from the following departments undertook training: HODS, BGU, histopathology,
cytology, transfusion, HRTB, tissue typing, shift facilities managers, mortuary, sterile
services, theatres, D7, physiotherapists, NCCU, JVF ICU and endoscopy.

3.7 H&S policies, procedures and guidance (KPI 7)
KPI 7.1 - Number of H&S guidance document published – responsibility of H&S
KPI 7.2 - Percentage of H&S guidance document in-date
As at 31.03.19, there were 34 policies, procedures and guidance documents published
on Merlin where the Health and Safety Department was the lead author. At the end of
2018/19 all of them (100%) were in-date.
KPI 7.3 - Number of new H&S guidance documents produced
KPI 7.4 - Number of H&S guidance documents updated/reviewed
KPI 7.5 - Number of procedures/guidance documents outstanding
During 2018/19 the health and safety team developed 3 new guidance documents to
comply with health and safety legislation and good practice. These were all approved by
the Health and Safety Committee and published on the Trust’s document management
system:
•
•
•

Transport of dangerous goods by road (May 2018)
Health and safety audit procedure (November 2018)
Personal emergency evacuation plans (March 2019)

The health and safety team reviewed and updated the following 4 guidance documents
during 2018/19:
•

Health and Safety Policy (May 2018) – included committee changes – approved
by the Board on 11th July 2018
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•
•
•

Homeworking (November 2018) – HR led with H&S input – improved risk
assessment form template added
Safer handling policy (November 2018) – improved guidance
New and expectant mothers (March 2019) – reviewed but no changes required

At the end of 2018/19 there were 3 additional documents required in the following areas
of health and safety good practice and law:
Progress

1

Document
Electromagnetic
fields at work

Author of policy
Radiation
Protection

2

Permit to work

Estates

This was due to be written by end of May
2018 but remains outstanding

3

Local exhaust
ventilation

Estates/Health &
Safety

Drafted. Awaiting confirmation from
estates of who is responsible for testing
LEV on medical devices.

No

Head of EARRPs has attended EMF
awareness training. Policy to be drafted
by 31.12.2018. This remains outstanding.

3.8 H&S Communication (KPI 8)
KPI 8.1 - Number of H&S internal alerts issued
KPI 8.2 - Number of H&S newsletters published against plan
There were no H&S internal alerts issued during 2018/19 by the health and safety
department. To date, 2 have been produced. One in relation to the danger of exposure
to hazardous substances from wearing incorrect or ill-fitting respiratory protection
equipment (HSA001) and the other in relation to the dangers of working with liquid
nitrogen (HSA002).
During 2018/19 6 health and safety newsletters were published and cascaded in
accordance with plan (bi-monthly newsletter). The newsletters aim to update staff on
any new legislation, real health and safety incidents and current health and safety
initiatives and guidance.

3.9 Staff H&S culture survey (KPI 9)
KPI 9.1 - H&S culture survey undertaken (annually)
KPI 9.2 - ‘CUH is concerned with my health and safety’
KPI 9.3 - ‘I am clear about my rights and responsibilities in relation to workplace health
and safety’
KPI 9.4 - ‘I know how to perform my job in a safe manner’
In quarter 1 of 2018/19 a number of H&S questions were included in the NHS Staff
Friends and Family Test (Staff FFT) and Staff Engagement Survey, a quarterly staff
survey programme. The purpose of the H&S questions is to obtain an objective measure
of the health and safety culture at CUH.
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The key findings from the results showed (comparison to 2017/18 survey):
•
•

•

There has been a 2% increase in the number of staff who felt that CUH was
concerned about their health and safety (72%).
There has been an 8% increase in the number of staff who report that they are
clear about their rights/responsibilities in relation to workplace health and safety
(91%).
There has been a 10% increase in the number of staff who said that they have
been trained to do their job safely (98%)

The following 5 new questions were added to the 2018/19 survey:
•
•
•
•
•

Written health and safety risk assessments exist in my areas of work (79%)
There are written safety procedures, protocols and safe working practices in place
related to my work (84%)
Everyone receives the necessary workplace health and safety training when
starting a job, changing jobs or using new techniques (82%)
I feel free to voice concerns or make suggestions about health and safety in my
area of work (82%)
Incidents and accidents are investigated within 25 days in order to improve
workplace health and safety (61%)

An overview of the results can be found in appendix 6.
The results of the survey including divisional breakdowns were sent to the Divisional
Quality Managers for dissemination and action.
A further culture survey will be carried out using the same questions and method in
quarter 1 of 2019/20.
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This report highlights the significant amount of work that has been undertaken during
2018/19 to improve the management of health and safety in the Trust. Our focus over
the last 3 years has been to ensure that the Trust has a robust health and safety
management system that meets the requirements as set out in ISO BS45001 and the
HSE’s model of plan, do, check, act (HSG 65).
Although good progress has been made in this respect, there remains room for further
improvement. For example, the monthly audit results are disappointing. However, this
does not necessarily mean workplaces are unsafe. It identifies that health and safety
documentation is either unavailable to evidence what is being done or is not being kept
up-to-date. Exploring ways of improving health and safety documentation to ensure it is
accessible and up-to-date is therefore included as one of this year’s objectives. We are
also mindful that this is the first audit of its kind, and therefore it is anticipated that
going into the second year, alongside continued support from the health and safety
team, the results should improve.
In addition, divisions and corporate areas need to ensure health and safety is embedded
within their leadership teams, ensuring that health and safety policies and procedures
are adhered to and that they are role modelling behaviours that promote safe working
and attitudes. To assist with this further training for senior leaders on health and safety
has been endorsed by the Quality Committee and will be one of the department’s key
objectives for the coming year.
Embedding change in our culture is a long-term aim. The health and safety team
continues to raise visibility and awareness through its extensive audit programme,
inspections, assessment programmes and on-going training. The team also continues to
provide advice and guidance to managers and staff to ensure they are able to meet the
needs of the Trust in its compliance with health and safety legislation.
As we enter the final year of our 4 year strategy, we look forward to acting on what we
have learnt from our assurance processes in order to achieve continual improvement in
H&S management and performance. This includes:
•
•
•

monitoring health and safety risks as identified in the H&S risk profile
providing assurance on compliance with the NHS Workplace H&S standards
acting on findings from health and safety audits

The table below sets out the 7 key priorities/objectives for the health and safety team
for the next 12 months.
No.

Key priorities/objectives for the
coming year.

1

Monitor health and safety risks as
identified in the H&S risk profile,
escalating any concerns or
significant delays

By
when?
March
2020

Measure:
Comparison with 2018/19 risk
profile
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2

Provide assurance on compliance
with the NHS Workplace H&S
standards

March
2020

Comparison with 2018/19
workplace standards

3

Act on findings from health and
safety audits

March
2020

Improvement in audit findings

4

Provide senior leadership H&S
training

December
2019

Senior leadership H&S training
implemented

5

Monitor KPI performance, escalating
any concerns

March
2020

Comparison with 2018/19 KPI
performance data

6

Explore ways of improving health
and safety documentation to ensure
it is accessible and remains up-todate.

December
2019

New/innovative ways for
improving H&S documentation
implemented

7

Prepare for external review or
independent audit of the Trust’s
health and safety management
system

March
2020

Review completed against ISO
BS45001 and the HSE’s model of
plan, do, check, act (HSG 65).
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Appendix 1 – CUH Health and Safety risk profile and key actions
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Appendix 2 – Rolling H&S audit programme results
October 2018
Themed audit – Work equipment
Standards

Result

Risk assessments in date.

24% (4/17)

Risk assessments readily accessible.

41% (7/17)

Control measures are effective.
Workplace inspections are undertaken.

50% (4/8)
35% (6/17)

Work equipment is maintained in an efficient state, in efficient working
order and in good repair.

88% (15/17)

Equipment has adequate health and safety information and written
instructions for its safe use.

88% (14/16)

Staff are competent in the safe use of equipment.

94% (15/16)

Appropriate arrangements are in place to identify and take out of action
defective equipment.

94% (16/17)

November 2018
Themed audit – Manual handling
Standards
Risk assessments in date.
Risk assessments readily accessible.
Control measures are effective.

Result
53% (9/17)
59% (10/17)
64% (9/14)

Workplace inspections are undertaken.

65% (11/17)

Suitable and sufficient manual handling risk assessment(s) are in place.

76% (13/17)

Written instructions are available for the manual handling activities
undertaken.

59% (10/17)

Staff have adequate training to undertake manual handling activities in a safe
manner.

94% (16/17)

Staff have access to adequate manual handling aids (as outlined in RA, SOP,
guidance and/or written instructions).

94% (15/16)

Page | 31

December 2018
Themed audit – COSHH/DSEAR
Standards
Risk assessments in date.
Risk assessments readily accessible.

Result
47% (8/17)
65% (11/17)

Control measures are effective.

100% (9/9)

Workplace inspections are undertaken.

53% (9/17)

Suitable and sufficient COSHH assessment(s) are in place.

59% (10/17)

Appropriate monitoring arrangements in place (eg. environmental monitoring
and health surveillance etc).

69% (9/13)

Appropriate spillage arrangements are in place (eg spill kit, PPE etc).

53% (8/15)

Hazardous/dangerous substances are stored appropriately (in accordance
with the COSHH assessment/manufacturer’s instructions).

63% (10/16)

January 2019
Themed audit – Emergency arrangements
Standards
Risk assessments in date.
Risk assessments readily accessible.
Control measures are effective.

Result
47% (8/17)
81% (13/16)
100% (11/11)

Workplace inspections are undertaken.

65% (11/17)

Suitable and sufficient emergency arrangements are identified in risk
assessment(s).

76% (13/17)

Emergency arrangements are detailed in written instructions (eg SOP).

87% (13/15)

Staff have adequate training to implement emergency arrangements.

100% (13/13)

Where required, appropriate equipment and accessories are available and
accessible in emergency situations.

100% (17/17)
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February 2019
Themed audit – Cylinders
Standards
Risk assessments in date.

Result
53% (9/17)

Risk assessments readily accessible.

65% (11/17)

Control measures are effective.

92% (11/12)

Workplace inspections are undertaken.

59% (10/17)

Cylinder storage areas have appropriate signage displayed.

80% (12/15)

Cylinders are stored in a secure and well-ventilated area.

87% (13/15)

Cylinders are chained or clamped to a wall or stanchion.

53% (8/15)

Staff have completed the medical gas safety awareness training on DOT or
training appropriate to cylinder use.

71% (10/14)

March 2019
Themed audit – First aid
Standards

Result

Risk assessments in date.

75% (12/16)

Risk assessments readily accessible.

81% (13/16)

Control measures are effective.
Workplace inspections are undertaken.

100% (13/13)
50% (8/16)

First aider(s) or appointed person(s) have been nominated as appropriate to
the level of risk.

94% (15/16)

A fully stocked, accessible first aid container is available.

88% (14/16)

Staff are aware of the first aid arrangements.

88% (14/16)

First aid signage is displayed detailing who the first aider(s)/appointed
person(s) are, their contact details and the location of the nearest first aid
container.

50% (8/16)
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Appendix 3 – H&S benchmarking questionnaire and results
Bencshmarking Questions/Organisations
(1a) Do you have a signed and in-date H&S
statement of intent?

(1b) If yes, is this signed regularly?

(2a) Do you have an in-date H&S policy?
(2b) If yes, is it Board approved?
(3) Do you have a nominated executive
director that sits on the Board and is
responsible for H&S?

Comparison

CUH
Yes

Yes - annually

Yes
Yes

Yes

(4) Do you have a nominated non-executive
director for health and safety?

No

(5a) Does your Board of Directors receive
H&S training?

No

(5b) If yes, how often do they receive this
training?

n/a

(6) Is health and safety a standing item at
board (of directors) meetings?

No

(7) Do you have a H&S strategy?
(8a) Do you produce an annual H&S report?
(8b) If yes, does this go to the Board?

(9a) Do you have a H&S committee?

(9b) If yes, how often is this held ie monthly,
quarterly, etc?
(10) Do you have a H&S audit programme?
(11a) Do you carry out a H&S culture survey?

Yes
Yes
Yes

Yes

Bi-monthly
Yes
Yes

71% (5/7) of Trusts had a
statement of intent
40% (2/5) of Trusts signed it
annually. Of the others, 2 Trusts
(40%) did it every 3 years, and
one Trust (20%) did it every 2
years.
86% (6/7) Trusts had an in-date
H&S policy
83% (5/6) has their policy Board
approved. The other Trust has it
approved by the CEO.
100% (7/7) of Trusts have a
nominated executive director
for health and safety
17% (1/6) of Trusts have a
nominated non-executive
director for health and safety.
The other 5 Trusts (83%) do not.
1 Trust did not answer the
question.
29% (2/7) of Trusts said their
BoD receive H&S training.
Of the Trusts that run training,
they both said their BoD receive
H&S training at least every 3
years.
29% (2/7) of Trusts have health
and safety as a standing item on
the Board of Directors meeting
43% (3/7) of Trusts have a H&S
strategy.
86% (6/7) of Trusts produce an
annual report.
83% (5/6) said that their H&S
annual report goes to the Board
86% (6/7) of Trusts said they had
a ‘Health and Safety
Committee’. One Trust had a
‘Occupational Safety and Risk
Committee’ but membership is
not consistent with H&S
regulations
67% (4/6 ) of Trusts ran their
H&S committee on a quarterly
basis. The other 2 Trusts (33%)
hold them bi-monthly.
71% (5/7) of Trusts have an H&S
audit programme
One Trust (14%) said it carries
out H&S surveys
Page | 34

(11b) If yes, how often do you survey staff?
(12) Do you provide in-house H&S training?
(13a) Do you have a H&S management
software programme for the storage of H&S
documentation such as local risk
assessments, workplace inspections and
audits?

(13b) If yes, what software do you use?

Annual
Yes

No

n/a

Of the 1 Trust that carries out
H&S surveys, this is done
annually.
86% (6/7) of Trusts provide inhouse H&S training
One Trust (14%) responded to
say that they use a H&S
management software package.
The package they use is
AssessNet by Risk. Two Trusts
said they use Datix for the
storage of risk assessments and
1 Trust said they use Alcumus
Sypol for COSHH risk
assessments.

Incidents and RIDDORs 2017/18
(1) What is your staff incident rate for
2017/18?
(2) How many H&S incidents were reported
in 2017/18?
(3a) How many RIDDORs did you report to
the HSE in 2017/18?
(3b) Of these, how many were over 7 day
injuries?
(3c) How many were dangerous occurrences?
(3d) How many were specified injuries?
(3e) How many were occupational diseases?
(4)How many RIDDORs were reported to the
HSE within reporting timeframes in 2017/18?
Please provide as a % figure.
(5) How many RIDDORs did the HSE follow-up
in 2017/18?
(6a) How many HSE enforcement
notices/actions has your Trust received in the
last 3 years?

(6b) What were the notices/actions in
relation to? (ie COSHH, sharps, asbestos,
legionella, etc)

10.7 per 100 employees
1,339
45
27
7
10
1
78%

2

1

Under Workplace Health
& Safety regulations
following a patient fall in
outaptient hallway
(Feb 2018)

Average 15.2 per 100 employees
Shelford average 2,275
All Trusts average 1,041
Shelford average 43
All Trusts average 28
Shelford average 26
All Trusts average 19
Shelford average 9
All Trusts average 4
Shelford average 7
All Trusts average 5
Shelford average 1
All Trusts average <1
Average 62.5%
One Trust had 4 follow-ups,
another had 2 and one had 1
1 Trust had 3 RIDDORs passed to
the CQC
2 Trusts reported enforcement
notices
These included:
• Laboratory systems,
assessments and safe
systems of work; following
biological dangerous
occurrence.
• Notice of contravention in
relation to management of
sharps
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Appendix 4 – Health and Safety KPI Monitoring Dashboard
H&S key performance indicators

Reporting period

Position

19/20 Target
(if applicable)

1.1 Signed and in-date statement of intent (every 3 years)

As at 31.03.19

Yes

Yes

Signed by the CEO on 27.02.18

1.2 H&S Policy is Board approved and in-date (every 3 years)
1.3 An annual H&S report has been produced
1.4 The Board have received a copy of the annual report

As at 31.03.19
As at 31.03.19
As at 31.03.19

Yes
Yes
Yes

Yes
Yes
Yes

Last approved by the Board on 11.07.2018
Went to H&S committee (21.05.18) and Quality Committee (04.07.18)
Went to the Board on 11.07.18

2.1 No. of H&S committees held against plan
2.2 Review of H&S committee TOR in last 2 years
2.3 No. of Estates H&S committees held against plan
2.4 No. of Radiation Safety Committees held against plan
2.5 No. of Health at Work Committees held against plan

April 18 – March 19
As at 31.03.19
April 18 – March 19
April 18 – March 19
April 18 – March 19

6/6
Yes
5/6
2/2
4/6

6/6
Yes
6/6
2/2
6/6

Held bi-monthly. May 2018, July 2018, Sept 2018, Nov 18, Jan 19, Mar 19
Reviewed at November 2018 H&S Committee.
Held bi-monthly. April, June, October & December 18, February 19
Held bi-annually. May 2018 & February 2019
Held bi-monthly. May, June & October 18, January 19

2.6 No. of Safer Sharps Committees held against plan

April 18 – March 19

4/4

4/4

Held quarterly. June, September & December 18, March 19

17
1
5 (29%)
9 (53%)
3 (18%)
0

n/a
0
<5
<9
>3
>0

Based on NHS Workplace H&S standards
CR09: non-compliance with H&S statutory requirements
Workplace transport, work equipment, management of contractors, V&A, Radiation

n/a
<10

10% increase in numbers reported than last year
Increased since last year
Reduced since last year

1. H&S policy arrangements

2. H&S committee and its sub-committees

3. H&S Risks

3.1 No. of H&S risks on the H&S risk profile
3.2 No. of H&S risks recorded on the Corporate Risk Register
3.3 NEW KPI No. of significant risks as detailed on H&S risk profile
3.4 NEW KPI No. of high risks as detailed on H&S risk profile
3.5 NEW KPI No. of moderate risks as detailed on the H&S risk profile
3.6 NEW KPI No. of low risks as detailed on H&S risk profile

4. H&S Incidents & RIDDORs

As
As
As
As
As
As

at
at
at
at
at
at

31.03.09
31.03.19
31.03.19
31.03.19
31.03.19
31.03.19

Comments

4.1 No. of H&S incidents reported
4.2 Staff incident rate per 100 members of staff (headcount)

April 18 – March 19
As at 31.03.19

1,470
11.5

4.3 % of H&S incidents resulting in actual harm

April 18 – March 19

51%

n/a

4.4 No. of RIDDORs reported to the HSE
4.5 % of RIDDORs reported to the HSE within reporting timeframes

April 18 – March 19
April 18 – March 19

54
61%

<45 last year
100%

4.6 No. of RIDDORs followed-up by the HSE
4.7 No. of HSE enforcement action/notices in the last 12 months

April 18 – March 19
As at 31.03.19

4
0

0
0

As at 31.03.19

10

n/a

5.1 Annual dangerous goods audit undertaken

As at 31.03.19

Yes

Yes

Undertaken in November 2018

5.2 NEW KPI H&S self-assessment audit undertaken in last 3 years

As at 31.03.19

Yes

Yes

Undertaken in April 2018

4.8 No. of HSE enforcement action/notices issued against CUH

5. H&S Audits

FUTURE KPI No of targeted audits completed against plan

9 more RIDDORs reported this year compared to last year
Due to late reporting of RIDDORs to the H&S team.
1xHepC needlestick, 1xRSI, 1xAsbestos exposure, 1xDermatitis
Outpatient fall Notice of Contravention (01.02.18).
1996 (4 improvement notices), 2005 (1 prosecution), 2010 (1 prohibition notice), 2013 (1
notice of contravention), 2015 (1 improvement notice & 1 notice of contravention), 2018
(1 notice of contravention)

Targeted audits to commence April 2019

5.4 New KPI H&S risk assessments are in date

October 18 – March 19

Major NC

Good compliance

Monthly audits began October 2018, 17 audits per month. 1 audit not completed in March
2019 due to absence of manager being audited.
Common standard

5.5 NEW KPI H&S risk assessments are readily available

October 18 – March 19

Major NC

Good compliance

Common standard

5.6 NEW KPI Control measures are effective

October 18 – March 19

Moderate NC

Good compliance

Common standard

5.7 NEW KPI Workplace inspections are undertaken

October 18 – March 19

Major NC

Good compliance

April 18 – March 19

1

n/a

As at 31.03.19
As at 31.03.19

Yes
98.9%

Yes
95%

As at 31.03.19
As at 31.03.19
April 18 – March 19
April 18 – March 19

76.6%- 88.7%
90%
4/4
56

95%
95%
4/4
n/a

As at 31.03.19
As at 31.03.19

79%
87%

95%
95%

5.3 NEW KPI No. of monthly audits completed against plan

October 18 – March 19

101

102 (6 months)

5.8 NEW KPI Number of other audits undertaken

6. H&S Training

6.1 Board H&S Training undertaken (every 2 years)
6.2 % of staff with H&S core mandatory training

6.3 % of staff receiving H&S local induction
6.4 % of managers with H&S awareness training (line manager essentials)
6.5 No. of H&S risk assessment training courses held against plan
6.6 No. of staff that have attended H&S risk assessment training
FUTURE KPI Number of staff completed risk assessment training on line
6.7 % of staff with safer sharps awareness training
6.8 % of staff with medical gas awareness training

Common standard
Will be included in targeted audit KPI next year. Safer Sharps audit.
Board received H&S training on 11th April 2018
Mandatory training for all staff
76.6% medical staff and 88.7% for non-medical
Essential training for staff with managerial/supervisory responsibilities.
May, Sept & Nov 18, Jan 19
Optional training. Training began September 2016
Future KPI
Essential training for staff working with sharps. New course went live December 2018.
Essential training for staff working with medical gases.
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H&S key performance indicators

Reporting period

Position

April 18 – March 19

Yes

As at 31.03.19
As at 31.03.19
April 18 – March 19
April 18 – March 19

34
100%
3

n/a
100%
n/a

4

2

As at 31.03.19

3

0

As at 31.03.19
April 18 – March 19

2
6/6

n/a
6/6

9.1 H&S survey undertaken (annually)
9.2 CUH is concerned with my health and safety
9.3 I am clear about my rights/responsibilities in relation to workplace H&S

April 2018 – March 19
2018/19 FTT survey (Qtr 1)
2018/19 FTT survey (Qtr 1)

Yes
2% 
8% 

Yes
% increase
% increase

Carried out in Quarter 1
Result = 72%
Result = 91%

9.4 I know how to perform my job in a safe manner

2018/19 FTT survey (Qtr 1)

10% 

% increase

Result = 98%

6.10 Other H&S training provided during the year

7. H&S policies, procedures & guidance

7.1 No of H&S guidance documents published – responsibility of H&S
7.2 % of H&S guidance documents in-date
7.3 No. of new H&S guidance documents produced
7.4 No. of H&S guidance documents updated/reviewed
7.5 No. of procedures/guidance documents outstanding

8. H&S Communication

8.1 No. of H&S internal alerts issued
8.2 No. of H&S newsletters published against plan

9. Staff H&S culture survey

19/20 Target
(if applicable)
n/a

Comments
RPE training
Guidance documents published on Merlin
All in date
Transport of dangerous goods (May 18), H&S audit procedure (Nov 18), PEEP (Mar 19)
Safer handling (Nov 18), NEM (March 19). In addition, H&S policy updated with committee
changes and developed homeworking risk assessment for homeworking policy.
EMF, Permit to Work, Local Exhaust Ventilation
RPE (Jan 18) & Liquid Nitrogen (Jan 18)
Bi-monthly newsletter

Page | 37

Appendix 5 - Health and Safety Incidents affecting staff, patients & others ie visitors, contractors and members of the public (March 2019)
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Appendix 6 – Health and safety culture survey 2018/19 results
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