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Shropshire Community Health

NHS Trust

MINUTES OF THE PUBLIC BOARD MEETING

HELD AT THE RAMDA HOTEL, TELFORD

AT 10AM ON THURSDAY 6 JUNE 2024

PRESENT

Chair and Non-Executive Members (Voting)
Ms. Tina Long

Mr. Peter Featherstone

Ms. Alison Sargent

Ms. Cathy Purt

Non-Executive Members (Voting)
Ms. Jill Barker

Executive Members (Voting)
Ms. Patricia Davies

Ms. Sarah Lloyd

Dr. Mahadeva Ganesh

Executive Members (Non-Voting)
Ms. Claire Horsfield

Ms. Shelley Ramtuhul

Ms. Rhia Boyode

In attendance
Ms. Stacey Worthington

Ms. Sara Ellis-Anderson

Ms. Tracie Black (Part, Remote attendance)
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Welcome and Chair’s award

Ms Long welcomed all to the meeting and noted that this was a meeting of the Board held in public.

The Chair advised that today was the 80" anniversary of the D-Day landings and, as a mark of
respect, a minutes silence was held in remembrance.

Ms Long presented the following Chair's Awards:

The ICP Team

They had been nominated by Clair Hobbs for:

Our IPC Team are small but cover a wide range and workload continuously throughout the year.
They work so well as a team and take great pride and professionalism in everything they do. |
always receive positive feedback form our clinical colleagues on the support they offer and recently
their flexibility and hard work to improve IPC standards and compliance and assurance to me as
DIPC within our new Rehab and recovery Units has been exceptional. They are always flexible in
their approach and are extremely visible across our services. Management of outbreaks is always
slick and timely and | am very proud to say the Team along with Sara have ensured all of our IPC
policies have been reviewed and are up to date.

Sara Ellis-Anderson

Who had been nominated by the Quality Team, Safeguarding Team and the IPC Team:

in the short time she has been in post she has made a massive impact on our teams, the wider
teams in the Trust and us as individuals. She has gone over and above to ensure safe, quality care
and support for patients. Taken time to listen and understand ways of working, improvements that
can be made whilst also supporting staff to overcome barriers and looking after staff wellbeing. She
has also supported the establishment and ongoing implementation of new services. She is a role
model and influencer for all, she consistently leads by example and has demonstrated active clinical
support when it has been needed most.

Karen Pountney

Who had been nominated by Amanda Hall:

In addition to being the most inspirational, kind, caring, passionate and humble manager, | do also
believe that she fits perfectly within the first two targets you shared for the year ahead within your
weekly news on 09.04.24:

1. More innovation to deal with the challenges — the best, most productive and most cost-
efficient care is that which is as close to home as possible and that’s us.

2. Continuing the drive to deliver great 0-19 services which we are experts in.

Karen absolutely supports innovation within our 0-19 public nursing service, she is the driving force
behind our success and integral to every aspect of it.

| feel really privileged to work with Karen and really hope her hard work and commitment can be
acknowledged with a chair's award.

Apologies and Quorum

Apologies were received from Ms Clair Hobbs, Director of Nursing and Mr Harmesh Darbhanga,
Non-Executive Director.

Declarations of Interest

Ms Purt advised that her husband has recently been appointed as the Interim Chair of the
Shrewsbury and Telford Hospitals Trust and would take up the post in the following week.

Mr Featherstone informed that he had recently been appointed as a Non-Executive Director of the
Dudley Group NHS Foundation Trust.
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Ms Barker declared that she had been appointed as Vice Chair of The Movement Centre, Children’s
Charity.

Ms Ramtuhul advised she was providing tutoring in governance.

Dr Ganesh stated that he had been appointed as interim Chief Medical Officer at the ICB, alongside
Dr Chan.

Minutes of the Meeting held on 3 April 2024

Ms Barker clarified that under item of Non-Executive Director Communication, Professor Witty’'s
report had been discussed at the meeting. The minutes were agreed as an accurate record of the
meeting.

Notification of Any Other Item of Business

There was none.

Chair’s Report

Ms Long stated that she had recorded a short video for a Schwartz round, and she encouraged the
Board to attend one. A positive development session had been held relating to the Committees in
Common with actions to progress.

The Chair in Common post was currently live and Ms Long believed there would be great benefits to
both organisations in terms of collaboration and integration

The Board noted the report.

Non-Executive Director’s Communication

Ms Purt advised that the next meeting of the ICB’s Strategy Committee would be in its new format;
focusing on strategic commissioning and primary care commissioning.

Mr Featherstone advised that he had attended the ICS System Finance Committee. He had also
visited Stoke Heath Prison and was pleased to hear that relationships had improved, the staff were
very complimentary of the new ways of working.

Patient Story

The Chair welcomed representatives of the Children’s Asthma Service, Laura Scott, Kate Perkins
and Kate Medhurst, to the meeting.

The Children’s Asthma Service provided the Board with a short presentation on the service.
Shropshire, Telford and Wrekin (STW) had been identified as an outlier for asthma care. The project
had launched in September 2022, funded by monies from NHSE and the ICB and had recently been
extended for a further 12 months.

The programme had been multifaceted. The team had engaged with 42 GP practices and had
contact with over 100 children and young people. The vital 8 week follow up appointments had been
undertake by the team and was now an integrated part of the service provision. Over 70% of STW
schools had been accredited as asthma friendly.

Ms Long stated this was an excellent example of advanced practice. Mr Featherstone asked about
the reasons behind the previously poor outcomes, Ms Perkins advised that some were in well known
areas of deprivation, there was some poor general health literacy and engagement from the GPs
had been very good.

Ms Lloyd asked about funding, Ms Medhurst advised that they were waiting to see if there was to be

central funding of children’s asthma services, Ms Lloyd offered to link with the team to see if there
were other options of funding available.
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A discussion took place regarding the clinical coding of asthma and that it was, nationally, not
consistent. The Board were informed that the aim of the service was to reduce the readmission rate
to secondary care, and that there had been only very small number of readmissions.

Ms Purt asked about the remaining 30% of schools and what was being done to encourage them to
become asthma friendly, Ms Perkins assured the Board that this was being worked through.

The team advised that the results of the pilot project were due to be published shortly.

Chief Executive Update

Ms Davies advised that the recruitment of a Chair in Common was underway, and that Ms Long
would remain Acting Chair throughout the interview process. Ms Davies thanked Ms Long for
Chairing in the past 18 months.

Ms Davies noted that the decision to reopen the inpatient beds at Bishops Castle Community
Hospital had been made at the last meeting of the Board. It was noted that other services had
continued at the site and the Trust was looking at expansion of further services at the hospital.

The Trust was in the midst of the annual planning round and it was noted that Urgent and
Emergency Care continued to be a significant challenge in STW. ShropCom was continuing to
support the System with its work on Virtual Wards and the Rehabilitation and Recovery Units
(RRU), which were having a demonstratable impact on admission rates to secondary care.

With regard to recruitment, the campaign at Bishops Castle had been hugely successful, as had the
RRU, with 100% recruitment at the Princess Royal site and 90% at the Royal Shrewsbury. The Trust
had celebrated International Nursing Week. Ms Davies congratulated a member of staff,
physiotherapist Anita Evans, who had achieved four silver and a gold medal at the White Water
Rafting World Championships.

The Board noted the report.

| QUALITY, SAFETY AND PEOPLE

Quality and Safety Committee Chair’s Report

Ms Barker summarised the report and highlighted that the complaint response was now 100% and
that the Committee had asked for a further, in depth review of pressure ulcers.

The Board accepted the assurance provided by the update.

Quality and Safety Report

Ms Anderson-Ellis summarised the report.

Ms Long stated she was pleased that there had been a sustained reduction in falls and noted that
since the removal of the escalation areas at Whitchurch, which were non-compliant with standards,
the number of falls had dropped, showing the importance of space.

Mr Featherstone welcomed the report and asked what the key factors were in the improvement. Ms
Horsfield said it had been many different things but importantly, the staff that were in place.

The Board reviewed the proposed Key Performance Indicators and approved the measures
within the report.

Quarterly Mortality Learning from Deaths Review
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Dr Ganesh summarised his report; there had been 15 deaths in the last quarter, similar to previous
years. All the deaths had been expected, bar one, which had been deemed explainable. None of the
deaths were a patient with autism or a learning difficulty.

The Board
. Noted the report and the themes detailed
. Agreed the full assurance provided by the report.

Annual Quality Accounts

Ms Ellis-Anderson advised that the Quality Accounts had been reviewed by the QSC and the
requested acronym list had been included. Subject to Board approval, the Quality Accounts would
be submitted to NHSE.

The Board approved the report and recommended it be submitted to NHS England. ||

Annual Report — Research & Development and Clinical Effectiveness

Dr Ganesh advised there had been 23 audits completed and the Trust had participated in national
audits, ensuring that learning was implemented within the Trust. The Trust was very active with
research and a paper from one team had recently been published and nationally accepted.

The Board requested a presentation on research at a future Board meeting.
Ms Purt praised the level of research done by the Trust and suggested that our research

achievements be shared widely across the System. Ms Davies advised that the Trust were part of
the West Midlands Research Network.

The Board

J Received and accepted the report, as assurance around implementation of the Clinical
Audit and NICE guidance programmes.

. Accepted the Research and Innovation Update.

Quality Improvement Framework

Ms Ellis-Anderson outlined the report. The report set out the Trust’'s ambitions for the upcoming 12
months. It was noted that training was being provided to staff on the framework.

The Board approved the Framework document. ||

Bi-Annual Review of Safer Staffing

Ms Black summarised the report and noted that the Trust now had three clean sets of data,
however, due to the opening of the RRUs, it was recommended that further data sets were required
before any changes were made.

Ms Purt asked about the introduction of the E-Roster System and how it had been received by staff.
Ms Black advised that the system had been introduced at different times in different areas so staff
were aware of the system, many staff members had also used the system in previous Trusts and
had found it very useful.

Mr Featherstone welcomed the report and noted that the report was very clear, he asked about
benchmarking of care hours per patient day. It was noted that care hours was just one element used
in safer staffing and noted that it did not include staffing from other professionals, such as AHPs. It
was requested that some triangulation of this data was provided to the QSC for assurance.

The Board reviewed the information in the report and accepted that there was a moderate
level of assurance for safer staffing within the Community Hospitals.

Page 5 of 9 Shropshire Community Health NHS Trust Board Meeting — 6 June 2024




BCCH Mobilisation Plan

Ms Horsfield advised that the paper summarised the governance in place to over see the reopening
of the inpatient beds at Bishops Castle. The work would be completed in a phased approach, with
staff beginning work at the start of July 2024, with a two week period of induction and training, with
15 July the beginning of the phased opening to patients.

Ms Sargent asked about stakeholder communication, Ms Davies assured the Board that
stakeholders had been kept informed and that a regular report goes out to them.

Ms Long thanked the community for their hard work on getting these beds reopened.

The Board accepted the report as full assurance that there is a detailed mobilization plan and
governance for oversight of delivery f the plan to reopen the in-patient beds at BCCH in July.

PEOPLE |

People Committee Chair’s Report

Ms Boyode advised that the committee had discussed the operational workforce plan and discussed
the metrics that the Trust needed to focus on. The Committee had also had discussion on the staff
survey and culture.

The Board notes the meeting that took place and the assurances obtained. ||

Integrated People Performance Report

Ms Boyode noted the operational workforce plan and noted that the Trust needed to be clean on the
Key Performance Indicators that it would consider progress against.

The Board noted the report. ||

RESOURCE & PERFORMANCE |

Resource & Performance Committee Chair’s Report

Mr Featherstone stated that the meeting had been very productive; there were 9 items which
required further attention and actions had been put in place to address these. There was strong
reporting around waiting times. The auditor had reviewed the CIP actions and delivery and the Trust
had received substantial assurance.

The Board notes the meeting that took place and the assurances obtained. ||

Integrated Performance Report

Ms Lloyd advised that the reports summarised the Trust wide position. There were currently 29 KPls
which were off track; each Committee had reviewed their KPIs and set action plans to address any
outstanding. It was noted that of the RPCs 9 off track KPlIs, 8 related to waiting times and the action
plan for this was appended to the report. Due to the remaining issues from Covid, benchmarking
was hard to achieve, and, although the Trust was not meeting the target, it was performing better
than peers. The Trust would not be complacent and would continue to work hard on reducing the
waiting times.

The Board

. Considered the Trust’s performance to date and the actions being taken to minimize
risk and improve performance where required.

J Considered the development of action plan reporting and if any amendments were
required in order to provide adequate assurance to the Board in relation to actions being
taken to improve performance.
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Performance Framework — Integrated Performance Reporting Update 2024/25

Ms Lloyd noted that it was good practice to review the framework and KPIs at regular intervals to
ensure that they were correct. Each Committee had reviewed its KPIs for the year ahead and each
had put forward a list of KPIs for approval.

There were two sets of measures; one was national requirements which were subject to amendment
by NHSE and local requirements, which would be agreed by each Committee.

For RPC, the Committee had requested an additional KPI around occupancy on Virtual Wards,
which was supported by the Board.

For People Committee, the Committee had requested reducing the KPI on appraisals from 95% to
90%. Ms Boyode explained the reasoning behind this, noting that the reduced target was realistic
and aligned with other Trusts, there would always be staff who were not able to complete appraisals,
for example those on long term sickness absences or on maternity leave. Ms Boyode noted that
quality appraisals were important. Ms Barker noted that the Committee had a detailed discussion on
this and she was comfortable with the recommendation.

Ms Davies stated that it seemed counter-intuitive to change the KPI but Ms Boyode’s approach was
realistic and that quality appraisals were vital. Ms Barker noted that the Trust was an outlier in terms
of a 95% KPI.

Dr Ganesh noted the message that reducing the target sent to staff and recommended that instead
the Trust focus on the teams with the lowest appraisal rates and supported them to increase these.
Ms Boyode agreed this was a risk but the strategy would explain the mitigations and reasoning.

Mr Featherstone suggested a ‘tolerance’ approach, with a target of 95% but a tolerance of 90%,
which was supported by the Board. The Board agreed that the target on the dashboard would be set
at 90% but would be inline with the tolerance approach.

Ms Lloyd stated that the People Committee had also recommended an increase in the sickness
absence rate target from 4.5% to 5%. Ms Boyode explained about the impact on staff culture and
the Board agreed to amend the target, taking into account the tolerance approach.

Finance Report

Ms Lloyd presented the Month 1 Financial report and noted that there were a lot of estimates within
the report due to the time of year. The Trust was broadly on track, with a small adverse variance of
£21k. Agency rates were already below plan which was good news.

The System would have a reduced capital allocation of around 10% and System partners needed to
agreed how this would be allocated, Ms Lloyd noted that this was a risk to the Trust and the impact
was unknown.

Ms Purt noted the disappointing System investment in digital, which was desperately needed.

The Board

. Considered the adjusted financial position month 1 is a surplus of £69k compared to
the planned surplus of £90k which is a adverse variance of £21k

. Recognised that agency costs need to remain within planned levels to ensure total
pay costs remain within planned levels

. Acknowledged the Trust’s CIP target for 2024/25 and that plans are not yet fully
identified to deliver this level of efficiency

. Considered if any additional actions were required in respect of the Trust’s financial

performance and monitoring arrangements.

Planning Update

2023/24 Operational Plan Performance
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Ms Lloyd advised that the reports updated on the 2023/24 operational plans and noted that what the
teams had delivered was incredible. The plan was challenging and made in difficult circumstances
but 95% of what had been set out had either been delivered or was a good way to being delivered.
There had been real benefits from this work to patients, families and staff. Ms Lloyd congratulated all
staff on what they have delivered.

Ms Davies noted that the System was particularly challenged, and the Trust had continued to be
innovative and led projects.

Ms Long asked how this would be communicated to staff, Ms Lloyd stated that briefings had been
prepared and that there was a programme of Executive Team visits. Ms Davies suggested a
provider conference be considered.

The Board

. Recognised the good progress made in delivering the Trust’s 2023/24 Operational
Plan

. Considered the benefits delivered to patients, the public and our people through
delivering the 2023/24 Operational Plan.

. Acknowledged the lessons learnt as we prepare to agree the 2024/25 Operational Plan.

2024/25 National and Local Planning

Ms Lloyd advised that this report pulled together information that had previously been shared. A
further version of the plan was due shortly which would be bought to Board.

The Board

. Recognised ShropCom’s 2024/25 plan was approved at Trust Board and submitted
alongside the STW plan to NHSE on 2 May

. Acknowledged that work was underway to review the STW System plan which may
result in amendments to ShropCom’s own plan and appropriate governance arrangements
for approval will be used, if required.

2024/25 ShropCom Operational Plan for Approval

Ms Lloyd stated this was an important document, which set out what the Trust wanted to achieve.
There had been reflection and learning from last year and the plan had been produced with teams,
following a series of workshops. A summary plan on a page had been produced.

Ms Long noted that the document was easy to understand. Ms Purt asked about digital services and
resourcing for this. Ms Lloyd agreed this needed to be looked at and each Committee would need to
review.

The Board

. Approved our 2024/25 Operational Plan and the key interventions

. Requested that each sub-committee of the Board reviews and approves the targets
and timescales for the key interventions

. Acknowledged the number of key interventions in the 2024/25 Operational Plan had
significantly reduced, reflecting on learning from 2023/24.

Charitable Funds Committee Chair’s Report

Ms Sargent noted that there had been two meetings. The Committee had looked at NHS Charities
Together Funding.

A discussion took place regarding ShropCom actively fundraising rather than supporting and
overseeing. Ms Davies supported this and stated that fund raising would allow for opportunities for
staff engagement. The Board agreed that this needed to be in conjunction with the League of
Friends for the community hospitals and was not to be in competition with them, but to work in
partnership.
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Ms Lloyd stated that work would need to be undertaken to understand what this would involve as the
Trust’'s Constitution with the Charities Commission stated that the Trust would not actively fundraise.

The Board notes the meeting that took place and the assurances obtained.

GOVERNANCE

Audit Committee Chair’s Report

Ms Ramtuhul stated that the DSP Toolkit received a high level of assurance. In relation to the CIP
audit, the auditors took the unprecedented step of changing their opinion during the meeting, which
started as moderate assurance but was changed on reflection to significant. With relation to EPRR,
the Committee heard that good progress had been made but there was still work to do.

The Board notes the meeting that took place and the assurances obtained. ||

Provider License Certification

Ms Ramtuhul advised that the declarations must be made on an annual basis. There were few
changes from last year.

The Board considered the NHS Provider license self-certification templates indicating
compliance and approved the self-certification.

DATE OF FUTURE MEETING

Date of Future Meeting

10am — 1.00pm, Thursday 1 August 2024.
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1. Purpose of Paper

1.1. Why is this paper going to the Board of Directors and what input is
required?

This paper presents an update from the Chair on activities in the last two months for
information purposes.

2. Executive Summary

2.1 Context

The Chair provides a regular update to the Public Board on any key activities and highlights
of the preceding two months which are felt to be of interest to the Board and the general public.

2.2 Summary
This report provides an overview of the following:

e Meetings and visits that have taken place
e Summary of the Private Board Meeting held in July
e Qutline of recent Board Development Session

2.3. Conclusion

The Board of Directors is asked to note the update for information purposes.
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3. Main Report

3.1 Recent meetings and visits
The last two months since the previous Public Board have again been busy months.

It is that time of year when Appraisals take place as Chair the Senior Independent Director
completed my appraisal and | have completed appraisals with the Non-Executive Directors
and the Chief Executive. It is always a time to reflect back on the last year, both the
achievements of which there have been many as well as any challenges faced.

Along with some of the executive team we attended a call with the National Director for NHS
Impact (Improving Patient Care Together) which is a Quality Improvement approach, we have
undertaken a self assessment to identify our strengths as well as areas to focus on.

The Chief Executive and Vice Chair attended a meeting with NHSE national and regional
colleagues along with other partners from STW ICB.

Following the July Board meeting we had a Board development session on Equality, Diversity
and Inclusion. This was an opportunity to identify priorities and reassert our commitment to
being an inclusive organisation at every level and challenging if we fall short of that
commitment.

| attended the Induction Day for new staff which is held every month and either myself or one
of the Non-executive Directors always attends to welcome staff to the organisation and to
thank them for choosing Shropshire Community Health NHS Trust as a place to work.

3.2 Private Board Meeting in July

During the meeting in July which was held in private, the Trust Board considered and
discussed the following items:

¢ Orthopaedic Options Appraisal Update

¢ Infection, Prevention and Control Annual Report
e Performance Reports

o 2024/25 Planning

3.3 Board Development Session
The Board held a development session covering two key areas:

¢ Committee Management
e Equality, Diversity and Inclusion

The Board recognised that equality, diversity and inclusion is an ongoing discussion for the
Board with a commitment to agree individual and collective objectives.

3.2 Conclusion

The Board of Directors is asked to note the update for information purposes.
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CHIEF EXECUTIVE’S REPORT - August 2024

1. Introduction

This report sets out the national and local issues of strategic importance to the
organisation (for information) not picked up through other Board reports.

The Board is asked to consider the impact of these issues on the Trust.

2. Key Issues

2.1 Re-opening of Bishops Castle Inpatient Unit.

The Trust announced on the 4™ April, that following a dedicated period of recruitment we
had sufficient staff to be able to safely reopen the inpatient service at Bishop’s Castle
Community Hospital. The Trust Board made a commitment to re-open the beds if safe to
do so. On Monday 1st July we welcomed back our existing inpatient staff and new
recruits, for their induction. It was a very proud day for us all to be able to re-open the
ward to patients on 15th July. | want to thank again everyone at the Trust, the ward
manager and wider community within Bishops Castle who worked tirelessly to make sure
that the re-opening was as smooth as possible and in welcoming new staff so warmly. Of
course, the work doesn’t stop here and we look forward to building on the work that we
have done not just in terms of inpatient care but wider ambulatory care and health and
wellbeing services to ensure that we as a health and care system see the Bishops Castle
hospital site as a thriving resource for Bishops Castle, the wider community of South West
Shropshire, and bordering communities within Wales, Hereford and Worcester and of
course the wider population of Shropshire, Telford and Wrekin.

We are truly humbled and excited to welcome new staff to Bishops Castle and all our
services across Shropshire, Telford and Wrekin and Dudley. We know from those working
in the community hospitals and across our community services that these staff are highly
valued and integral to the quality care provided to our patients wherever they are from.
We would like to reiterate that our organisation is proud to be inclusive and diverse and
that we celebrate the skill and expertise that our community of fabulous folk bring to our
organisation and therefore to our patients. Thank you for joining us!
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2.2 Expansion of Ambulatory Care/service offer within Bishops Castle

| outlined in my June report, the joint programme of work focused on the expansion of
ambulatory care and services, given the site represents a much wider opportunity for the
delivery of health, care, and local services. This work includes the local Primary Care
Network, the local community, Shropshire Council, and wider partners. Initial outputs of
this work include regular support groups delivered by charitable groups, wellbeing drop-
in sessions, and a social prescribing community Network, which commenced in June. The
ICB led Rural Health Strategy Task and Finish Group will also be meeting on the site
going forwards, this will facilitate the attendance and contributions from all aspects of the
local community and partners. The Wellbeing Drop-in Sessions are being incorporated
into the core offer within the ‘One Shropshire’ neighbourhood working system group and
will be developed and rolled out into other localities.

These facilities are running alongside the existing ambulatory and outpatient health
services such as Physiotherapy and Ophthalmology, which we also seek to increase in
range over the coming months directly and with local health partners as part of the
Enhancing Services in the Southwest Group.

This is clearly the beginning of a very exciting time for us in Bishops Castle and the wider
community. The learning and approach seen here has and is leading to a greater
understanding of differences across our communities and in particular rural communities.
The learning from models of care developed and approach taken can and will be
transferred and adapted across our organisation, the Local Authority and the ICB.

2.3 Urgent and Emergency Care:

We are saddened by some of the images and stories displayed on the recent Dispatches
programme. We recognise that staff across the system are working tremendously hard in
what has been challenging times nationally during and post COVID. However, we cannot
allow this to impact on the quality of care provided. We have as a Board and senior clinical
leadership team taken the time to reflect on the programme with our staff and colleagues
across the system to ensure that we have robust systems and processes in place to
prevent a shortfall in standards of care.

While we must take the time to have these very necessary conversations, it's also

important we support staff not to lose sight of the fact that there are many reasons to be
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positive about the contribution they make for patients every day across Shrop Comm

services and the system.

On that point of positive contribution, whilst urgent and emergency care pressures remain
within the acute trust, we are seeing the improvements that our teams are making both in
terms of keeping patients safe and healthy and out of hospital and facilitating early
discharge. We are doing this by continuing to embed the sub-acute care model, which
includes two Rehabilitation and Recovery units (one at PRH and one at RSH equating to
52 beds), 167 Virtual Ward (VW) beds, Rapid Response (RR) and Anticipatory Care
teams (ACT) and of course our Shrop Comm led integrated discharge team (IDT). These
services continue to play a central role in the overall urgent and emergency care
response.

We have had the opportunity to share and be scrutinised by the regional team on the
supporting services that we provide and have received very positive feedback in terms of
our outputs and key metrics in relation to our admission avoidance services, the IDT,
virtual ward and interest in the early benefits being demonstrated within the Rehabilitation
and Recovery Units. We are also liaising with PPL who have recently published using
Nigel Edwards as an advisor, the first definitive piece of longitudinal research on the
benefits of Virtual Wards, which was conducted across the Southeast (both rural and
urban communities) and published in May 2024. The outputs of the research demonstrate
clear benefits of Virtual Wards in terms of clinical outcomes, continued independence,
and life benefits to the individual and more efficient use of resources. We are keen to ‘add
to the body of knowledge’ with the approach we are taking and learn and understand how
we can further develop the virtual ward offer across STW.

2.4 Vaccinations — COVID Spring Booster update.

The Trust remains the lead provider for the Shropshire, Telford, and Wrekin (STW) Covid-
19 Vaccination Programme.

The Spring 2024 campaign launched with Care Home visits on 15 April and opened to all
eligible individuals on 22 April with an aim to vaccinate those due a bi-annual COVID-19
Vaccination. The eligible cohorts for spring were as follows:

e Adults aged 75 years and over (as at 30/06/2024),
e residents in care homes for older adults,
¢ individuals aged 6 months and over who are immunosuppressed.
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The campaign ended on Sunday 30 June 2024, and | am pleased to report that we
completed over 47,000 vaccinations, which equates to 63.7% of the eligible population
against our internal target of 61%.

We completed 100% of our care homes with an overall uptake of 78.57% - the highest
uptake in the Midlands Region.

In common with previous campaigns, SCHT has led a blend of providers across the STW
area including PCNs and Community Pharmacies. Pop-up clinics and roving teams are
being utilised by the programme to ensure that we maximise our potential to reach all our
eligible cohorts.

We are expecting planning guidance for the upcoming Autumn/Winter campaign shortly
and will update Board members in the next report.

3. Other Areas of Performance

3.1 Elective RTT and non RTT

The trusts RTT long waits position continues to improve, and the Trust successfully
achieved zero 65 weeks by the end of March. This is ahead of the national target to
achieve zero 65 week waits by end of September 2024. We are currently proactively
targeting the over 52 week wait cohort.

Vacancies within the Community Paediatrician team has impacted not only their clinical
ability to see high numbers of complex children but also the provision available to support
the Child Development Centre (CDC) where diagnosis and statutory provision are
delivered.

Demand for consultant led interventions outweighs current capacity despite using a locum
paediatrician. Clinicians and commissioners have therefore undertaken a revision of the
model that is delivered within the CDC to drive a more efficient and integrated service
and reduce waits for children with complex needs.

Speech and Language Therapy services have seen an ongoing increase in demand over
the last twelve months due to higher referrals from school and parents seeking more
support. The team currently have vacancies which have been challenging to fill due to a
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national shortage of Speech & language therapies. We are supporting recovery of these
services through a number of initiatives and a recruitment drive.

4. Our People — Recruitment & Retention

4.1 Our Strategy

The Board are continuing to disseminate the Trust Strategy for 2023-2028 and share key
priorities going forward. We understand to achieve the priorities of our strategy we need
to continue to work hard towards creating a culture where every one of us feels
empowered to use our skills and expertise to make a difference - Not only in providing
the best possible care for our patients but to make ShropCom a great organisation to
work in.

As an Executive team we have worked together with senior leaders across the Trust to
develop a strategy that reflects our ambitions to keep care as close to home as possible
for our service users. Our Strategy has been developed to focus on 4 key priorities.

Our Strategic Vision:

Our Vision/Key Strategic Headline:

We will be at the heart of supporting our communities by providing fully connected services
- so that everyone gets the right care, in the right place, at the right time, by the right people

| We will move more care from
hospitals to settings in or close
to people’s homes, with
proactive treatment based on
early interventions

Working with primary care, we
will provide evidencebased,
local care that s flexible and
responsive

We will use our skills and
expertise to support and
provide a wider range of
services that keep people well

We will integrate community
health and social care provision
to ensure efficient and

seamless services

As a Community Trust we are integral to the delivery of the health priorities of our local

community. Therefore, the partnerships we have with acute and primary care and our
local authorities as well as directly with the communities we serve is pivotal to delivering
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safe, sustainable, and effective care and often we are the ones that can best ‘connect the
dots.’

As a Community Trust we are fortunate to have a wealth of talent and experience across
our organisation, with many staff and their families living within the communities we serve.
This provides us with both a personal and professional perspective on the health needs
of our communities. And enables us to keep a finger on the pulse on how best to join up
the dots of health care for our community.

Our Strategy has been developed to enable us to connect these dots by focusing on our
4 key priorities:

1. To keep care as close to home as possible for our patients, providing proactive
treatment based on early interventions.

2. To empower our staff to use their wealth of expertise to support and provide a
wider range of services that answer the specific health needs of our community.

3. Towork cohesively with our primary care partners to provide evidence-based, local
care that is agile and responsive.

4. Tointegrate community health and social care provision to ensure our services are
efficient and seamless.

Working together to achieve our ambitions.

Throughout the rest of 2024 and into 2025 we will be drawing upon the insight and
expertise of our staff to support and deliver a wide range of services and doing all we can
to keep the care we provide as close to people’s homes as possible. It is a community
affair in more ways than one here at ShropCom. Therefore, across our 6 areas of enablers
we will be pulling together as a community of fabulous folk to deliver our priorities through
our 5 key commitments.

Our Commitments

1. Inter-operability: We will provide connected and seamless services for our patients,
that includes end-to-end joinedup technology, processes, structure and
governance.

2. Integrated care: We will form strong partnerships, so our patient needs and our
staff's ability to perform optimally, always comes before organisational self-
interest.
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3. Locality of provision: We will provide services as locally as possible, including in
people’s own homes to minimise both staff and patients need to travel for safe and
high-quality services.

4. Clinical excellence: We will better define, benchmark, manage and measure our
services to ensure they are demonstrably clinically excellent and continuously
improving.

5. Committed and engaged people: We will further develop an environment where
everyone is committed and engaged with the delivery of the strategy keeping
patients at the heart of everything we do.

Shaping Our Future — We all have a role to play

Culture plays an integral part in helping an organisation to deliver its ambitions and is key
to creating an environment where staff are both empowered and enabled in its delivery.
Here at ShropCom we want our culture to provide strong foundations for our future, our
staff, and our service users.

It is, therefore, important that our culture is one that encourages and enables staff to pull
together and work cohesively. One that ensures staff feel empowered to use their
expertise to provide and develop services. And is one that is agile enough to provide
flexibility and speedy responsiveness for staff and service users alike.

With this in mind, we have developed a set of ACE cultural characteristics that we are
committed to promoting and embodying in our day-to-day working lives and we are
working with our fabulous staff across the organisation to embody them as a Trust. In
addition, Rhia and the workforce team are implementing exciting opportunities to ensure
staff have a voice when it comes to our Trust culture including #WeAreShropcom Shaping
our Future programme because we all have a role to play in shaping the future of the
Trust’s services and culture.

Introducing our ACE Cultural Characteristics

Agile - We create simplicity to allow us to be responsive at pace to meet the needs of
our community - continuously improving and learning as we go.

Cohesive - We work together to deliver our services for our community - acting with
integrity, inclusivity, and transparency.

Empowered - Decisions are made by those with the best information — people have
permission to act - safely, quickly, and accurately to create a healthy staff culture where
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we all work as one team to deliver our ambitions, we need to ensure we are providing
staff with the tools to enable them to be.

The ACE cultural characteristics have been launched to staff to provide feedback and
comment on what they mean to them.

Our mission is to ensure that these shared behavioural values are embedded across the
Trust, supporting a compassionate culture of openness and transparency through our
core values of: Commitment to quality, Respect and Dignity, Working Together,
Compassionate Care & Everyone Counts.

4.2 Culture and Engagement work

Central to recruitment and retention and making Shrop Comm a great place to work is
strengthening our culture through staff engagement. Whilst our 2023 staff survey results
improved overall and for 6 of the 9 areas, we recognise that there is still much to do to
improve the working experiences of our staff. This year we have empowered our
managers to understand and cascade the staff survey results at a local level, giving
managers the tools to engage with their teams to identify improvements that can be made.
We are now starting to see some excellent examples of line managers and staff working
together to make things better.

We know that there is no singular intervention that will improve staff engagement, and
that changing workplace culture can take many years; multiple bundles of interventions
are required to be delivered and prioritised according to the impact and resources
available. In 2024/25 we have committed to implementing two NHS transformation
programmes; the first being the NHS Culture and Leadership programme which will see
us recruit a multidisciplinary change team and launch an improvement plan in Q2 and this
is complimented by us joining cohort two of the national People Promise Exemplar
programme. We are proud to be participating in this and our new People Promise
Manager joined the Trust in July to support this important work, collaborating with our
system partners SaTH and RJAH who are also taking part. We have already seen great
progress on the People Promise Exemplar programme having launched our flexible
working, freedom to speak up and menopause campaigns to raise awareness and
improve the working lives of our people.

These transformational programmes are aligned to the national toolkits and best practice
that we know improve culture, leadership and staff engagement and brings together all
the work already underway by our People Team. These programmes work in synergy
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with the release and implementation of our Trust strategy and vision to shape our future
making this an exciting time to be part of Shrop Comm.

5. Prison/Dental

Over the last eight months the workforce at HMP/Y Ol Stoke Heath has been transformed.
The introduction of Paramedics has helped develop a robust clinical model which is
evaluating well by both the patients and the prison staff.

Agency usage has been almost eradicated with only the odd occasion where it is required.
Due to the increase in substantive staff the focus is now on business as usual and
recovering some elements that were previously affected.

HMP Stoke Heath has been recognised at a national level as leading the way in
supporting inequality work with the management of diabetes in the prison setting. This
has now led to our Chief Pharmacist and Prison Nurse Practitioner supporting further
consultation work on the use of technology within the prison setting following their
successful introduction of Freestyle libre to simplify glucose monitoring for patients living
with diabetes. More recently, this work has been presented on a national webinar. This
work should open the door for other prisons to follow suit.

The healthcare team have also been collaborating with Food Behind Bars, Shropshire
Bee Keeping Society and Good Vibrations as part of a Social Prescribing project. Food
Behind Bars bring their expertise in kitchen gardening and food facilitation together under
a bespoke project for HMP Stoke Heath to help support prisoner’s health and wellbeing.
By having access to more time in the fresh air, learning how to grow vegetables from
seed and learning to cook healthy nutritious meals individuals see an improvement in
their own health. The healthcare exercise yard has been repurposed to be used as a
kitchen garden with raised beds, doubling up as a wellbeing hub. Food Behind Bars are
also designing a mural for the fences that will enhance the working space. A meal was
prepared by participants recently utilising vegetables and herbs grown within the prison.

Social prescribing means that prisoners can start to take back some control around their
health and wellbeing by learning how to manage their own stress, anxiety, and depression
rather than just relying on the medical model. By having access to more outdoor activities,
groups, and connection through a sense of community an improvement is expected in the
participants mental, physical, and emotional wellbeing. Targeting prisoners that come
under mental health, neurodiversity and substance misuse is expected to yield the
greatest effect. By offering smaller groups confidence, self-esteem and social skills can
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be developed, which will help the men to gain vital life skills in an environment where they
feel safe.

Shropshire Bee Keeping Society are supporting a 12-month programme and have trained
3 staff members as beekeepers. Through involving and training prisoners these skills are
being passed on to prisoners on long term sentences, thus being able to offer a sense of
purpose and nurturing. Workshops will be on offer to men throughout the prison, with
speakers coming from the society throughout the year. At the end of the programme a
Stoke Heath recipe book will be produced by the group participants and the team have
already produced some Stoke Heath honey.

As part of the healthy man group the team are supporting a weight loss programme to
help men that would like to lose a few pounds. There was an amazing Good News story
about ‘Hot Dog Tom’ who lost over 5 stones with the support of the gym staff and Health
and Wellbeing Champions before he left the establishment recently.

Dental Services

The ongoing challenges facing the Dental Services due to the lack of regular, clearly
identified, and suitable theatre provision has adversely effected waiting times for both
adults and children this year. Working closely with the service and partners, temporary
and now longer-term solutions have been sought to address concerns. Both The Robert
Jones & Agnes Hunt Hospital (RJAH) and Shrewsbury and Telford Hospital (SATH) have
provided sessions which has led to a dramatic reduction in long waiting times. This
position is anticipated to continue to improve due to the launch of the SATH Elective Hub
with a new theatre due August 2024 and an agreement that dedicated theatre space will
be aligned to SCHT to support consistent Dental theatre provision.
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6. Good News Stories

A member of our Paediatric Psychology team has been on secondment in SaTH since
October 2023 in a new role bringing Psychology to the Telford neonatal unit working with
babies, families, and the staff team. The evaluation of the impact from
introducing/embedding this new role has been outstanding. This has led to permanent
funding being secured for this post. Additionally, the resource has been doubled to ensure
that the positive outcomes are available to more families.

Welcoming the 0-19 team from Dudley to SCHT is ongoing and has been humbling and
exciting to bring on such a dedicated and talented team of people. The executive team
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visited Dudley in June and were blown away by the welcome and innovation they have
brought to their service and something we can now share across STW too. All three 0-19
teams work together, which means best practice is being shared. One service which is
being highlighted as exception within Dudley is the commencement of the Video
Interaction Guidance (VIG) programme delivered by Health Visitors. VIG focusses on
enhancing relationships whilst supporting parents to understand their child's
communication by exploring strengths and successes in their parenting through video
clips. VIG is an Evidence based intervention which support parents with mild to moderate
Mental Health issues. Specially trained Health Visitors work with parents from the
Antenatal period until the child starts school.

Below is a quote from a service user demonstrating the impact of this intervention and |
think it is fitting to leave the last words from one of our service users.

Motherhood is hard and | realised that from the moment | was left alone in a small cubicle
six hours after giving birth through Caesarean to my beautiful daughter. | didn’t have that
initial glowing bond. | was a first time Mum and my husband had been sent home. There
were three other women on the ward who all seemed to know what they were doing, and
my baby was the one that was triggering everybody else’s baby to be crying throughout
the night.

Because of this | really struggled in allowing myself to enjoy the better moments of
motherhood. | wasn’t allowing myself to see her smiles and see her joy. | was only
focusing on how difficult everything was. It wasn’t until | was supported by my health
visitor to take part in the VIG program that filmed moments between myself and my
daughter that | was able to see those golden moments. Dawn has been invaluable in
showing me the bond between my daughter and myself at zeroing in on the small
moments between us that are perfect and showing me how to enjoy motherhood and
helping me get past the barriers that I'd put up to enjoying the motherhood that | was now
experiencing.

I’'m so grateful to the VIG that was offered because | feel now in hindsight, | am truly
aware of how bleak my thoughts were and how dark the path was that | was going down.
| truly believe that Dawn and the team and the service that she provided stopped me from
heading into a form of postnatal depression. This service should be available for every
woman and every new Mum.

End
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1. Purpose of Paper

1.1.

This paper aims to provide assurance to the Quality & Safety Committee to support the
organisation in the provision of evidence against key lines of enquiry and to contribute to
the Trust strategic goals and priorities.

Note: This report is currently under review with the Governance, Quality, and
Information Team to ensure that the report is of good quality and is aligned to the
Power Bl measures and that it reflects an accurate Trust position that is
consistent with other reports.

2. Executive Summary

2.1 Context

The report aims to:

Provide the Committee with an executive summary focusing on areas for and areas of
improvement.

Provide access to the suite of detailed quantifiable information from the Trust’s single data
performance repository for reliability and accuracy.

Analysis to provide evidence through external benchmarking, Trust historical performance
and triangulation of softer intelligence to strengthen both reliability and confidence in
content.

Report improvement headlines from the Divisions.

2.2 Summary
Safe

The number of inpatient falls (17) in our care increased in M3 as did the rate of falls (4.65
per 1000 occupied bed days).

0 Patient Safety Incident Investigation (PSII) were reported in June same as for May.
The development of category 3 and 4 pressure ulcers in our care was reported as 2 for
category 3’s and zero for category 4’s in June.

The count of Never Events reported by the Trust for June was 0.




e The count of National Patient Safety Alerts not completed by the deadline reported by the
Trust for May was 0. There is still one outstanding National Patient Safety Alert, that was
due at the end of March 2024 in relation to Bed Rail safety. Health and Safety Lead is
leading the task and finish group, and progress is monitored through Patient Safety
Committee.

e The 12-month rolling count of MRSA Bacteremia reported in June was 0.

e The 12-month rolling count of E. Coli Bacteremia reported in June was 0.

e The 12-month rolling count of Clostridium Difficile (C. Diff) infections in June is 4 with
cases in August 2023, February, March 2024, and June 2024.

Responsive

e Complaint response has been maintained at 100% in June, with all complaints replied to within
the deadline.

¢ 18-week RTT. 528 harm proformas have been completed to date; with 76.9% indicating no
harm and 21.59% indicating low harm and can be treated and resolved. Looking into the cases
where harm was identified, the vast majority were Rheumatology patients.

Effective
e There were no unexpected deaths reported for June 2024.

Well Led
e The overall CQC rating for the trust for June was Good.

Recommended changes approved at Trust Board 6" of June 2024.

¢ Falls and Category 3 and 4 Pressure ulcer data will be presented in SPC chart format
going forward.

o A new metric will include the number of medication incidents resulting in harm as this
is one of SCHT PSIRF priorities.

e Appraisals, mandatory training and sickness rates are reported at People Committee.

2.3. Conclusion
The Committee is asked to:

¢ Note the information in the report.

o Take assurance from the report that appropriate actions are being taken to address any
areas of concern.

¢ Request any future information that will increase assurance




Safe - Inpatient Falls

Community Hospitals form part of the Integrated Care System (ICS) transitional care pathways. This can lead to challenges on our Hospital Wards as the
Trust cares for people who require rehabilitation often relating to falls and are therefore at higher risk of further falls when on the ward. The Trust aims to
reduce the risk of patients sustaining any harm because of a fall whilst in our care. When patients do fall, a level of harm are assigned to the incident as
follows:

e No harm — no harm caused to patient.

o Low harm — patient required extra observations or minor treatment.

¢ Moderate harm — patient required a moderate increase in treatment, possible surgical intervention, cancelling of treatment, or transfer to another

area.
o Severe harm — death or permanent harm are caused to the patient.

These descriptors are used during this report and are recorded on DATIX.

Total number of Falls in month 17 T
Falls per 1000 Occupied Bed days 4.657

In June 2024 there were 17 inpatient falls reported within our care at the Community Hospitals and Rehabilitation and Recovery Wards(the Rehabilitation
and Recovery wards data has been included since April 2024) This equates to a rate of 4.65 falls per 1000 Occupied Bed Days (OBDs), which represents a
higher incidence rate than M2. This is attributed to a slight increase in falls at PRH RRU Ward 36 and Bridgnorth Community Hospital. In acknowledgment,
falls heat mapping has been undertaken for each site and has been seen as a useful tool for identifying good practice and when change is required. For a
consecutive month there were zero falls at Whitchurch Community Hospital, this is following the reduction of the four escalation beds but further
investigation would need to be completed to understand if this is linked.




Graph 1 below shows the occurrence of falls per 1000 OBDs across 2022/23, 23/24 and 24/25.

M1 M2 M3 M4 M5 M6 M7 M8 M9 M10 M11 M12
April May June July Aug Sept Oct Nowv Dec Jan Feb Mar
2021/22 ALL Falls 19 11 16 14 7 12 14 15 18 12 28 24
Falls per 1000 OBDs 10.06 5.57 6.73 6.63 3.34 6.1 8.17 6.92 8.1 5.25 13.58 11.18
2022/23 ALL Falls 26 15 12 21 12 10 24 14 10 18 7 11
Falls per 1000 OBDs 11.46 6.69 5.66 9.01 3.35 4.29 9.87 5.79 4 7.29 3.08 4.38
2023/24 ALL Falls 11 11 3 14 9 13 3 15 17 25 12 22
Falls per 1000 OBDs 4.56 4.5 2.15 5.84 3.79 5.43 1.97 6.09 6.67 7.11 5.29 5.88
2024/25 ALL Falls 16 14 17
Falls per 1000 OBDs 4.31 3.58 4.65 ]
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In total there were 17 patients falls in M3, 4 falls were witnessed, 13 falls were unwitnessed in which, 6 falls occurred in patient bathroom/ toilets. The 13
unwitnessed falls happened when patients were mobilising or attending to individual personal care. A Falls heat map for each environment has been




completed by ward staff, the results, and actions to maintain optimal safety for all our patients taken will be demonstrated in the Quarterly Thematic falls
review report.

13 of the patient falls were recorded as no harm obtained, 2 patients were identified as low harm with bruising/ marking to the skin. The remaining 2 falls
were categorised as moderate harm, which resulted in skin lacerations and a haematoma head injury.

In total 7 patients were conveyed to ED, 5 patients were on anticoagulation therapy and were reviewed as per policy, 2 patients were conveyed for
treatment of a skin laceration and a haematoma head injury. All patients were medically reviewed and returned to the Community Hospital following

assessment.
All patient’s falls were reassessed in terms of bed visibility and supervision requirements, which resulted in 8 patient transfers into alternative safe bay

cohort beds to optimise care and provide enhanced supervision. 2 falls at Ludlow on the 03.06.2024 and 14.06.2024, reduced staffing was cited as the
reason for the falls, on review staffing, it is clear that these were at the appropriate level and for the fall on the 14.06.2024 a staff member was in the bay.

The distribution of inpatient falls across the hospital sites in May was as follows:

Community Total No Low Moderate Severe Falls per
Hospital Site number Harm/ Harm Harm Harm 1000 OBD’s
of falls very low

Whitchurch 0 0 0 0 0 0

Bridgnorth 6 5 1 0 0 9.43

Ludlow 2 0 0 2 0 3.18

Ward 18 RSH 3 2 1 0 0 3.21

Ward 36 PRH 6 6 0 0 0 13.6

Review of DATIX relating to Falls in M3 demonstrated further reduction and variation in the quality and completeness of reporting with many DATIX
reports missing key information including details specific to the individual patient and the circumstances of the incident. This continues to make it




challenging to identify common themes and contributory factors. Falls have been identified as one of the Trust's PSIRF priorities and the existing and
incoming Locality Clinical Managers will work with their teams to support them with quality improvement in falls prevention and management in conjunction
with members of the Quality Team. Discussion with Ward Managers regarding the development of SWARM huddles / After Action Reviews post falls is
in process and the actions will be highlighted in the quarterly thematic falls report. The Director of Nursing has also requested further work so that our
assessments fully align to existing NICE guidance working with the RiO Team.

Safe - Patient Safety Reporting

As part of the Trust’s transition to the Patient Safety Incident Response Framework (PSIRF) replying in response to a Patient Safety Incident may take
different methods; with an emphasis on thematic review or cluster of incidents to understand common themes, links or issues to facilitate safety responses.
Where an individual learning response has been agreed this will, usually, be in the form of a Patient Safety Incident Investigation (PSII)

Total reported =0

There were 0 Patient Safety Incident Investigation (PSII's) reported in June, same as for May. Regular ongoing monitoring remains in place to ensure
oversight of all Patient Safety Incidents, through Panel meetings chaired by Directors and with representation from the ICB. This has transitioned to a
weekly MDT panel (Patient Safety Incident Panel) as part of PSIRF.

@ Patient Safety Incident Investigations: Trust




Safe — *Category 3 and 4 Pressure Ulcers *(KPI Updated for July 2024 report)

We aim to reduce the number of patients in our care from developing a pressure ulcer attributable to our acts or omissions.

Category three total = 2 developed in service

Category four total = 0 developed in service

2 category 3 and 0 category 4 pressure ulcers were reported as developing in the care of the Trust in June.

The distribution of Category 3 and 4 Pressure Ulcers across the Community Nursing Teams in June was as follows including the level of harm associated

@ Category 4 Pressure Ulcers: Trust
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@ Category 3 Pressure Ulcers: Trust

Actions in place to improve:

» Stop the Pressure planning has commenced — conference will be on Thursday 215t November 2024, the TVN Team also will plan a week’s wor
of events around the county.

+ PURPOSE T final documents have now been released from NHSE (which includes E-Learning package and pathways) so planning in place
launch and make changes to Pressure Ulcer Policy in line with new guidance with associated pathways based on patient risk level.

*  PURPOSE T launch planned for November 2024 as part of Pressure Ulcer awareness month.

* E-Learning package for PURPOSE T to be discussed at Patient Safety Committee to approve to add to ESR for clinical staff.
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» Bitesize face to face sessions and virtual sessions to be planned for October/November to support launch of PURPOSE T and policy update
» Tissue Viability Team continue with monthly caseload reviews with teams to support with Pressure Ulcers and wounds, also to be present durir

safety huddles
* TVN Team are reviewing Datix’s daily, confirming category of Pressure Ulcer and giving advice to teams through Datix

Safe — Compliance with CQC Medicines Management
Proportion of actual compliances with standards against potential compliances

Performance = 98.57%
CQC standards concerning Medicines Management are monitored for a number of services on a monthly basis. These standards help to evidence that th
fundamentals of medicines management at ward or clinic level are maintained. Each standard monitored is defined by the CQC. These standards inclug €]
monitoring of room and fridge temperatures, daily monitoring of resuscitation trolleys, daily checks of controlled drugs, appropriate management of shary
bins, spill kits and fully documented allocation of FP10 prescriptions.

A Standing Operating Procedure (SOP) supports staff and defines expected actions. The minimum target for compliance is set as 95% which was agreed k
the Quality and Safety Committee in 2019. The results from the last quarter can be seen below:

Service
Month Adults (%) | CYP&F (%)
March 97 1 100
April 99.07 100
May 97.14 100

Non-compliance with temperature monitoring was observed at Whitchurch Hospital during May. The Ward Manager is aware. Once the pilot of the new
temperature monitoring paperwork is complete, there are plans to roll this out to all sites.




Ludlow Hospital now have 100% compliance with their drug key accountability which finally provides assurance, unfortunately though, a missed day was
observed with respect to CD registers not being checked on one occasion. No discrepancies were found when it was next checked. It is the Trust goal for
in patient settings to have daily checks completed, however, there is no legal requirement for this to take place, so there are no concerns per se.

Children’s Services continue with their 100% compliance. The Pharmacy Team will continue to monitor and support.
The graph below shows the Trust’s overall trust position at 98.57% for May.

@ Compliance with CQC Medicines Management: Trust

956%




Safe — Safer Staffing

The National Quality Board (NQB, 2016) recommend a ‘triangulated’ approach to staffing decisions. The Trust has a validated tool for acuity and
dependency for both the Community CNSST (Community Nursing Safer Staffing Tool) and Inpatient Wards SNCT (Safer Nursing Care Tool) this will
enable a robust triangulated approach. Data collection is collected twice a year and this data forms part of planned biannual staffing reviews to allow SCH
to comply with National safer staffing guidelines. The National Team has paused with the CNSST tool as there some issues with the data collection and s¢
data will not be collected in June 2024. The National Team plan to relaunch in September 2024. We continue to utilise Fill Rates. A description of both is
below. Fill Rate is calculated by comparing planned hours to that of actual hours worked. A figure over 100% indicates more hours worked than planned.

Community Hospital Inpatient ward fill rates

June 2024
Day Night
Hospital Site Average fill rate | Average fill | Average fill rate | Average fill
— Registered rate — care — Registered rate — care
Nurses (%) staff (%) Nurses (%) staff (%)
Bridgnorth 97% 105% 105% 104%
Ludlow 110% 131% 101% 183%
Whitchurch 96% 100% 100% 100%
Ward 18 RSH 102% 95% 101% 100%
Ward 36 PRH 100% 135% 100% 115%
May 2024
Day Night
Hospital Site Average fill rate — | Average fill | Average fill rate | Average fill
Registered rate — care — Registered rate — care
Nurses (%) staff (%) Nurses (%) staff (%)
Bridgnorth 90.2% 121.5% 100.2% 118.2%
Ludlow 107.0% 131.8% 100.3% 173.3%
Whitchurch 99.0% 102.9% 101.1% 118.3%
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Ward 18 RSH 99.0% 91.4% 98.9% 98.2%
Ward 36 PRH 99% 148.4% 99.8% 112.9%

Fill rates for Registered Nurse (RN) numbers were above the 90% threshold on day and night shifts during June 2024 for all five open inpatient wards.

The overall trend shows staffing levels on day and night shifts for both RN and HCAs were above 90% for all areas day and night. The HCA cover on nigh
duty is over 100% on many of the wards in particular Ludlow and this is due to the amount of enhanced care required in order to maintain safety.

Bed Occupancy Rate

Hospital Site Bed Occupancy Rate
Bridgnorth 96.1%

Ludlow 99.9%

Whitchurch 95.6%

Ward 18 RSH 98.1%

Ward 36 PRH 98.8%

Overall 97.5% by 1.8% on previous
Target 91% T

Registered Nurse shifts covered in Community Wards- June 2024

Total number of RN shifts covered 1199
Substantive staff 897
Percentage 74%
Percentage change from previous month 3.6% vV
Bank 103
Percentage 9.2%
Percentage change from previous month No change
Agency 188
Percentage 16.8%
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| Percentage change from previous month |3.7% A |

There were 3 shifts all at Whitchurch with 1 on the 26th of May 2024 (was not reported in the June report) and 2 on the 7" and 9™ June 2024 that were
100% agency. There were no datixes reported of any patient harm due to 100% agency.

Safe — Rehabilitation and Recovery Units

e RRU Ward 18 Royal Shrewsbury Hospital (RSH) opened on 5th January 2024 (20 beds) earlier than expected due to unprecedented urgent and
emergency care demand across the system. A further 6 beds opened at RSH on the 11" of March 2024.

¢ Incidents have been reviewed for M4 with 16 recorded on DATIX for RSH and 13 at PRH. The top themes remain as Falls, Medicines Management an
challenges relating to patient admissions and transfers.

¢ We have completed a review of our medical model and proposed a review of our current arrangements. Conversations continue between SCHT and
SaTH leadership regarding the out of hours medical cover and potential for this to be fulfilled by SaTH, providing improved patient and staff experience.

¢ In M4 we will continue to focus on patient pathways and experience and have a series of meetings planned with the clinical teams from SaTH focussin
on better use of the Orthopaedic, Stroke and Frailty pathways. We will also be seeking to understand how to support flow through the newly launched
Frailty Assessment Units onto our community pathways including the RRU’s.

o Our Ward Managers at both sites continue to work on actions aligned to improvement plans for Food Safety/Kitchen audits, Medicines Management
audit and IPC audits. We continue to recruit to our full Housekeeper establishment which will support compliance.

o MRSA swab data was 100% for Ward 36 yet only 76% for Ward 18 in M3 — we have now instigated a rapid improvement plan on Ward 18 led by our
CSM and Ward Manager after compliance issues were identified, this has included the roll out of a new safety huddle guide and change in labelling
process.

o The Rehab Complexity Scale will be implemented as our outcome measure from day 1 of M4 and we will report on this next month.

We have started capturing use of the different pathways into the RRU’s and discharge pathways — M3 data is as below. We will now report this monthl

and interrogate for trends.

Discharge pathway RSH PRH
0 0 0

1 26 15

> 2 1

3 13 5
Readmitted to secondary care 3 :




Admission Pathway RSH PRH
Orthopaedic 14 3
Stroke 0 1
Frailty 33 24

Responsive — Complaints (open) % within response timescales

Complaint’s response performance is measured by the percentage of complaints answered within the timescale that has been agreed with the
complainant; the target is set at 95%. Complaints provide valuable feedback to improve care & outcomes.

Performance = 100.00%

As of 4 July 2024, 6 complaints are being investigated. 6 (100%) complaints are currently within their deadlines for reply. A total of 3 complaints were
received in June 2024 as follows.

e 1in Adults Services — Bridgnorth Hospital (1)
e 2in Children and Young People’s Service — Community Equipment Stores (1), and Dudley Health Visitors Central (1)

2 (100%) out of the 2 complaints closed in June 2024 were replied to within their deadlines. Of the 2 complaints closed in June 2024, both were not
upheld, there are no lessons learnt / action taken to report for this period.




@ Complaints - (Open) % within response timescales: Trust

Responsive — 18 Week Referral to Treatment (RTT) Pathways — Harm Proformas

Harm Proformas have been completed for all new patients seen over 52 weeks as an essential, but also for follow up patients if the clinician deems
necessary. 528 harm proformas have been completed to date; with 76.9% indicating no harm and 21.59% indicating low harm and can be treated and
resolved. Looking into the cases where harm was identified the vast majority were Rheumatology patients.




There have been 8 cases (1.51%) of moderate harm identified in November 2023 — May 2024; 5 following delays to first appointment, 2 due to delayed
follow up appointments in Rheumatology and 1 due to patient choice delay to commence medication. All cases have been reviewed by the Clinical Lead
who has agreed with the assessment of moderate harm. These cases have been escalated via the quality team and then onto governance team for
discussion at weekly panel meeting. The Patient Safety Incident Panel have reviewed 2 of the 8 cases and further work is required to understand the
rationale for the level of harm.

The service is routinely conducting a review of 10% of the harm proformas completed which equates to 52. Of the most recent review, 2 were revalidated
as having no further harm occurring.

The below table and charts display the number of harm proformas completed and percentages of low and no harm - over an 11-month period.

18-week RTT Jul-23 Aug-23  |Sep-23  |Oct-23 Nov-23  |Dec-23  |lan-24 Feb-24 [Mar-24 |Apr-24 May-24
Harm proformas completed 370 396 406 428 474 481 495 506 513 517 528
Number of low harm 102 102 102 102 102 104 105 107 109 111 114
Number of moderate harm 0 0 0 0 4 5 6 6 7 7 8
Percentage of no harm 72.40% |74.20% [74.90% [77.50% [77.65% (77.34% (77.58% |77.66% |(77.39% |77.18% |76.90%
Percentage of low harm 27.60% [25.80% [25.10% |22.50% [21.51% [21.62% [|21.21% |21.15% |21.25% [21.47% |21.59%
Percentage of moderate harm  |0.00% 0.00% 0.00% 0.00% 0.84% 1.04% 1.21% 1.19% 1.36% 1.35% 1.51%

The current harms policy will be reviewed to ensure all services that have patients waiting over 52 weeks have harm reviews completed. Outcomes of

harms reviews will be reviewed at Divisional Governance meetings with escalation to Patient Safety Committee.
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1. Purpose of Paper

1.1. Why is this paper going to the Learning from Deaths Group and Patient
Safety Committee, and what input is required?

To provide the Learning from Deaths Group with assurance that Shropshire Community Health
NHS Trust (SCHT) has a robust internal Learning from Deaths review process to ensure that
we learn from any patient deaths and ensure patient safety, clinical effectiveness and user
experience form the core practice and principles of services.

To meet the National Learning from Deaths Framework requirement to collect and publish
data to monitor trends in patients’ deaths within the Trust and report quarterly to the Trust
Public Board meeting.

To provide an update on work to learn from deaths beyond that required by statute and the
emergent system (ICS) approach to Learning from Deaths.

2. Executive Summary

2.1 Context

This report provides the Learning from Deaths Group with assurance that the Trust is meeting
its requirements under the National Learning from Death Framework and the Learning from
Deaths in relation to patients who have died within our direct care. This report also notes how
SCHT is learning from these deaths and the impact of this work, with the aim of providing high
quality, integrated and personalised care.

This includes our wider ambition both to demonstrate impact of learning from Community
Hospital deaths but also to learn from deaths in the wider community (where patients are in
the direct care of another organisation, but we have been involved in their care) and play a
part in evolving a system approach to learning from deaths.

2.2 Summary
The key points of this report are:
+ Nine deaths reported Q1 2024-25 across Community Hospitals and Recovery and

Rehabilitation Wards
o Of these nine, two were unexpected but explainable deaths.



https://www.shropscommunityhealth.nhs.uk/

NHS

Shropshire Community Health
NHS Trust

Learning from Deaths 2024-5 Q1 Report

¢ No patients had COVID-19 recorded as their primary cause of death in Q1.

e There were no reported deaths of Autistic People or people with a diagnosis of
Learning Disability in Q1.

e Since January 2024 the Child Death Overview Process is managed by the ICB rather
than the Trust.

e All Deaths across the Trust's Community Hospital and Recovery and Rehabilitation
Wards are referred to The Medical Examiner Service for independent review of the
Cause of Death.

In addition to exploring and responding locally to learning from each Community Hospital
death, the following theme continues to be addressed and impact demonstrated through our
Learning from Deaths Lessons Learnt Improvement Plan:

¢ Improving inter-organisational collaboration for Learning from Deaths. Child Deaths
and End of Life care including systems for promoting continuity of care.

2.3. Conclusion
The Quality and Safety Committee is asked to:
¢ Note the report and themes detailed.
¢ Discuss and question the issues and work highlighted in the report.

o Agree the level of assurance provided by this report, proposing substantive assurance
that the Trust are meeting their requirements under the National Learning from Death
Framework including learning from deaths in relation to patients who have died within
our direct care and in addition taking opportunities to learn from all deaths within our
direct care and in the wider Community Services.

3. Main Report

3.1 Introduction

The Trust’s Learning from Deaths process is covered in the Learning from Deaths Policy and
details the processes we undertake to carry out a review or investigation of a death of a patient
under our direct care (Community Hospitals, Virtual, Recovery and Rehabilitation Wards and
HMP/YOI Stoke Heath). We are also willing to be involved in any investigation of a patient
death where that patient has been cared for by our staff but where that patient’s direct care is
the responsibility of another organisation. It is acknowledged that, for patients not under our
direct care, we will sometimes have to rely on those other organisations to notify us of a
patient’s death as there is currently no national system in place that will notify us directly. It is
noted that we do carry out Learning from Deaths Level 1 reviews in the Community when
instigated by our Teams.
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3.2 Community Hospital and Sub-Acute Ward Deaths

Local Learning from Deaths Level 1 reviews are carried out on every patient death within the
Community Hospitals and, since January 2024, in the two Recovery and Rehabilitation Wards
(RSH Ward 18 and PRH Ward 36). These reviews are written by the staff involved in the care
and treatment of the patient and reviewed by Clinical Governance and the Medical Director.

Patient deaths reported in Community Hospitals and Recovery and Rehabilitation Wards are
shown below.

No. Episodes

Apr-24 May-24 | Jun-24 Total
Bishops Castle Patient Died 0
Bridgnorth Patient Died 1 0 1 2
Ludlow Patient Died 0 0 0 0
Whitchurch Patient Died 2 2 0 4
SubAcute RSH18 Patient Died 0 2 0 2
SubAcute PRH36 Patient Died 1 0 0 1
Total 4 4 1 9

Data is updated continuously and reported quarterly within the Trust to the Learning from
Deaths Group, to the Patient Safety Committee, and to the Public Board in accordance with
the national framework guidance.

3.3 Causes of Death

The main causes of deaths within Community Hospitals for Quarter 1 of the year 2024-25
were, Respiratory (45%), and Malignancy (33%) as shown in the graph below.
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DATA FOR APR 2024 TO MAR 2025

M Cardio Vascular M Frailty - Old Age
Respiratory B Malignancy
M Infectious Diseases Gastro Intestinal
B Neurological B Other
H Renal W Awaiting Cause of Death Confirmation

3.4 Unexpected deaths

There were two unexpected but explainable deaths in Q1. The first concerned a 73-year-old
male patient admitted to Whitchurch Hospital early April for rehabilitation from SaTH following
a fall at his home. The patient had various co-morbidities including heart failure, a spinal
tumour, type 2 diabetes, and community acquired pneumonia. The patient deteriorated
rapidly. The patient’s next of kin was kept updated throughout his admission and he died
peacefully albeit sooner than had been expected. The second concerned a 93-year-old female
patient admitted to Ward 18 RSH, Recovery and Rehabilitation Ward from SaTH in early May.
The death happened peacefully during the night and following the patient’s admission to the
ward earlier that day. All pre-admission assessments had been conducted as appropriate and
Cause of Death was recorded as Frailty of Old Age with no concerns lodged by the family,
who were supported by the team.

3.5 COVID-19

No patients had COVID-19 recorded as their primary cause of death on the death certificate
for Q1.

4.0 Deaths in Custody

No deaths in custody reported in Q1.
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5.0 Deaths of People with a Learning Disability and Autistic People (LeDeR)

LeDeR is responsible for facilitating local reviews of deaths of people with learning disabilities
(aged 4 to 74 inclusive) and autistic people registered with a GP in England at the time of their
death. All deaths will be reviewed, irrespective of the cause or place of death. There were no
deaths of patients with a formal learning disability diagnosis in Q1.

The Integrated Care System (ICS) published its LeDeR Annual Report into Adults Reports (for
2023-4) on the 26" June 2024. Its key recommendations and next steps for 2024-25 are as
follows:

To promote the appropriate completion of DNACPR's and ReSPECT documents,

o Continue to utilise opportunities to promote learning from all LeDeR reviews.

e The implementation of a communications plan and user friendly ICB website
incorporating resources and links associated with LeDeR and the learning disability
and autism programme.

e Putting learning from reviews into action and undertake quality improvement projects
linked to our LeDeR priorities to ensure we make tangible change for individuals with
a learning disability and autistic people across Shropshire, Telford & Wrekin

The communications from the LeDeR one-minute briefs this quarter have been around Autism
and Epilepsy and have been shared with Team Leaders.

The National Child Mortality Database, also shared its review into child deaths (for 2019 to
2022) on the 18" July 2024 and its recommendations and next steps are as follows:

e Ensure reasonable adjustments are discussed with and provided for all children with a
learning disability, autistic children, and where necessary their families and carers, and
that the details of these needs are appropriately captured in the Child’s Clinical Record.

o Ensure that there is a recognition that infants and children with a learning disability and
autistic children with underlying health conditions may be at higher risk of death from
infection and as a consequence, improved guidance and training is needed to highlight
this risk to healthcare professionals. A low threshold for urgent transfer to hospital,
senior review, and early initiation of treatment should be considered.

e Ensure a designated Named Lead Healthcare professional is identified to support
autistic children and children with a learning disability, with multiple co-morbidities and
complex health care needs, to help in the co-ordination of healthcare provision.

o Ensure improved consideration and account of the needs of children with a learning
disability and autistic children, is included in future revisions of national clinical
standards and guidance with respect to transition from paediatric to adult healthcare
services.

o Ensure increased focus to ensure that children and young people are not waiting
inappropriately long times for autism assessment, in line with NICE and NHS national
framework and operational guidance for autism assessment services.
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o Ensure that autistic children, and those waiting for an autism assessment, have timely
access to appropriate support with mental health services, including talking therapies.

¢ Review relationships, sex and health education (RSHE) guidance to include on the
curriculum appropriate education on self-harm and suicide prevention for all children,
including how to access support if they are in need. This should be age appropriate
and accessible by all children and especially children who are or who may be autistic
or neurodivergent, noting that children may not be diagnosed by the time of the
education offer being presented to them.

6.0 Child Deaths

Since January 2024, the Child Death Overview Panel process is the responsibility of the
ICB.

7.0 Medical Examiner’s Role

All non-Coronial deaths in community hospitals are now referred to the Medical Examiner
service for scrutiny before a medical certificate of death is issued. The Trust has a standard
operating procedure in place, with accompanying patient and staff support resources.

8.0 Learning from Deaths Group

The Learning from Deaths Group met each quarter and received corresponding reports.
Attendance. The distribution list has been revised and the Medical Director has emailed all
those on the distribution list to explain and highlight the importance of staff contribution to the
quality of care for patients at the end of life. An attendance log was implemented further to the
last meeting in Q4 23-24 to monitor and track attendances.

9.0 Learning and Good Practice

The Trust takes the opportunity to learn from each Level 1 Learning from Death Review and
these learning points are discussed and shared at the quarterly meetings. This section of the
report brings together all the lessons and observations made throughout the year.

10.0 Opportunities to improve:

¢ Level 1 Review form reflect one instance of a delayed start (by one day) to the EOL
Pathway. However, all pain relief was provided to the Patient.

o Level 1 Review Form reflect one learning action to consider use of oral/ Sub cut
analgesia when attempting to re-dress wounds when patient not wishing to re-
position.

o Level 1 Review form reflects one instance whereby verification of death had not been
completed by ward staff meaning the case was referred to the Coroner for Death
Certificate. The learning around this was discussed in team.
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11.0 Good practice to share:

L1 Review forms reflect instances of good practice across teams in collaborative
working with families and patients in end-of-life care planning.

L1 Review forms reflect several instances of Patients’ pain being well managed to
ensure a peaceful death.

L1 Reviews reflect several instances whereby patients’ wishes to not want to be
resuscitated were respected. This is demonstrated through prompt use of
side/palliative room for dignity with evidence of repositioning and oral care. Positive
feedback given to staff by relatives for support and comfort given to them in the
period of their relatives’ death.

12.0 Conclusion

The Learning from Death Group are asked to:

Note the mortality data and themes detailed.
Discuss and question the issues and work highlighted in the report.

Agree the level of assurance provided by this report, proposing substantive Assurance
that the Trust are meeting their requirements under the National Learning from Death
Framework including Learning from Deaths in relation to patients who have died within
our direct care. The Trust continues to take opportunities to learn from all deaths within
our direct care and in the wider Community Services.

LIST OF APPENDICES

Appendix 1: SCHT Learning from Deaths dashboard. This is the Department of Health’s
suggested dashboard and categorises all patient deaths. All in this period were assessed as
Score 6 — “Definitely not avoidable”.

Appendix 2: Deaths in Community Hospitals over the past 12 months compared with those
the previous year. This includes the average per month which is currently the same this year
as last year.

Appendix 3: Hospital Mortality Monthly Report: standard monthly report including reported
deaths, categories by age banding and admission details.

Appendix 4: Mortality Analysis Report: mortality data so the Trust can monitor and compare
aspects and themes on a year-to-year basis.
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Description:

The suggested dashboard is a tool to aid the systematic recording of deaths and learning from care provided by NHS Trusts. Trusts are encouraged to use this to record relevant incidents of mortality, number of deaths reviewed and cases from which lessons can be learnt to improve care.

Summary of total number of deaths and total number of cases reviewed under the Structured Judgement Review Methodology
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Appendix 3: Community Hospitals & Sub-Acute Wards Deaths - this year compared to last year

Community Hospitals & Sub-Acute Wards
9 Deaths 2024-25 compared to 2023-24

Average 23-24  3.3333

6 6 Average 24-25 3
5

a4

3 3 3

2

1 1

Apr May Jun

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar total
2023-24| 6 3 3 3 2 3 0 2 3 1 6 8 40

202428 4 4 1
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Community Hospitals - Patient Deaths

No. Episodes Apr-24 | May-24 | Jun-24 | Total
Bridgnorth Patient Died 1 1 2
Sub-Acute PRH = Patient Died 1 1
Sub-Acute RSH | Patient Died 2 2
Whitchurch Patient Died 2 2 4
Total 4 4 1 9
2 Hospital
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Community Hospitals - Patient Deaths by Age Band

No. Episodes Apr-24 May-24 Jun-24 Total
70-79 = Whitchurch 1 1 2
Total for 70-79 1 1 2

80-89 Bridgnorth 1 1 2
Sub-Acute PRH 1 1
Sub-Acute RSH 1 1
Whitchurch 1

Total for 80-89 3 1 1 5

90+  Sub-Acute RSH 1 1
Whitchurch 1 1

Total for 90+ 2 2

Total 4 4 1 9
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Bridgnorth

Ludlow

Sub-Acute PRH

Sub-Acute RSH

Whitchurch

Community Hospitals - Admissions

No. Episodes
[WARDS] - A&E Transfer (Inpatients)
[WARDS] - GP Referral (Inpatients)
[WARDS] - ICS - Admission Avoidance (Inpatients)
[WARDS] - Ward Transfer (Inpatients)
11 - [DAY CASE] - Waiting List (Day Case)
12 - [DAY CASE] - Booked (Day Case)
Total for Bridgnorth
[WARDS] - A&E Transfer (Inpatients)
[WARDS] - GP Referral (Inpatients)
[WARDS] - ICS - Admission Avoidance (Inpatients)
[WARDS] - Ward Transfer (Inpatients)

Shropshire Community Health NHS

Apr-24 May-24 Jun-24

4

38

11
54

25

[WARDS] - Ward Transfer (Inpatients) — Return/Re-admission following Procedure

Total for Ludlow
[WARDS] - A&E Transfer (Inpatients)
[WARDS] - Ward Transfer (Inpatients)

35

46

[WARDS] - Ward Transfer (Inpatients) — Return/Re-admission following Procedure

Total for Sub-Acute PRH

[WARDS] - A&E Transfer (Inpatients)

[WARDS] - ICS - Admission Avoidance (Inpatients)
[WARDS] - Ward Transfer (Inpatients)

Total for Sub-Acute RSH

[WARDS] - A&E Transfer (Inpatients)

[WARDS] - GP Referral (Inpatients)

[WARDS] - ICS - Admission Avoidance (Inpatients)
[WARDS] - Ward Transfer (Inpatients)

Total for Whitchurch

50of 6

46

27
27

33
43

4
2

42

13
61

27

37

47

50

46
49

29
33

1
3
2

23

35

30

30

44

45
10

31
42

Total

117

31

166

16

11

75

107

123

126

117

121
20

93
118
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Information Division
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No. Episodes

Shropshire Community Health INHS |

NHS Trust
Community Hospitals - Admissions
No. Episodes Apr-24 May-24 Jun-24 Total

Total 205 230 203 638
250 — No. Episodes
200 \
150 —
100

50—

0 T T
Apr-24 May-24 Jun-24
Month
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Community Hospitals - Admissions

Community 2013- 2014- 2015- 2016- 2017- 2018- 2019- 2020- 2021- 2022- 2023- 2024- Totals
Hospital 2014 2015 2016 2017 2018 2019 2020 2021 2022 2023 2024 2025

Bishops Castle 271 288 318 328 245 317 299 232 139 0 0 0 2,437
Bridgnorth 767 722 696 722 416 570 534 412 500 545 378 133 6,262  |Note:[
Ludlow 668 583 474 434 451 537 548 379 448 495 330 107 5,347
Whitchurch 445 560 576 632 589 653 617 549 623 708 453 118 6,405
SubAcute RSH18 0 0 0 0 0 0 0 0 0 0 0 121 0
SubAcute PRH36 0 0 0 0 0 0 0 0 0 0 0 126 0
Total 2,151 2,153 2,064 2,116 1,701 2,077 1,998 1,572 1,710 1,748 1,161 605 20,451

Community Hospitals - Admissions

900
800
700
600
500
400
300
200
100

; (][]

2013-2014 2014-2015 2015-2016 2016-2017 2017-2018 2018-2019 2019-2020 2020-2021 2021-2022 2022-2023 2023-2024 2024-2025
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Appendix 3: Community Hospitals & Sub-Acute Wards Deaths - this year compared to last year

Community Hospitals & Sub-Acute Wards
Deaths 2024-25 compared to 2023-24

Average 23-24  3.3333

e ) 023-24  em—2024-25

Average 24-25 3

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

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

2023-24| 6 3 40

w
N
w
o
N
w
—
(o)}
oo}

2024-2¢ 4 4 1 0 0 0 0 0 0 0 0 0 9




Community Hospitals & Sub-Acute Wards - Patient Deaths by Hospital - 2012 to 2024 (to date)

Community 2012 to 2013 to 2014 to 2015 to 2016 to 2017 to 2018 to 2019 to 2020 to 2021 to | 2022 to 2023 (2023 to 2024 2024 to 2025
Hospital 2013 Total | 2014 Total | 2015 Total | 2016 Total | 2017 Total | 2018 Total | 2019 Total | 2020 Total | 2021 Total | 2022 Total | Total to date | Total to date | Total to date
Bishops Castle 33 34 30 21 27 12 22 11 8 7 0 0 0
Bridgnorth 43 41 32 34 29 19 26 26 17 16 13 8 2
Ludlow 56 60 30 24 25 32 24 21 24 13 8 10

Whitchurch 40 49 33 28 46 37 28 28 50 32 33 17 4
SubAcute RSH18 2 2
SubAcute PRH36 3 1

Total 172 184 125 107 127 100 100 86 99 68 54 40 9




Appendix 1

Shropshire Community Health - Community Hospital COVID-positive patient deaths

2023/2024 Grand Total from 2020
Hospital Mar-24 Apr-24 May-24 Jun-24
Bridgnorth 0 0 0 0 7
Bishops Castle 0 0 0
Ludlow 0 0 0 0 13
Whitchurch 0 0 0 0 52
Sub-Acute Wards 0 0 0 0 0
Grand Total 0 0 0 0 72

Mar-24 Apr-24 May-24 Jun-24 Grand Total from 2020

Patients where Covid 19 was
recorded as the primary cause
of death. i.e. COVID 19 was
noted in part 1 of their Death 0 0 0 0 29

Certificate as "Disease or
condition directly leading to
death”.
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Foreword by Clair Hobbs, Director of Infection Prevention and Control

As Director of Nursing and Director of Infection Prevention and Control (DIPC), this annual
report summarises the infection prevention and control work that has been undertaken for
the year 2023/24 and once again shows the wonderful achievements over the last 12
months. This report once again highlights the huge amount of work and dedication shown
by our small but incredibly skilled Infection and Prevention Team led by Sara Ellis-Anderson
as Deputy Director for Infection Prevention & Control.

The Team have continued to robustly support clinical areas with outbreaks, cleanliness
standards, staff practices and Estates Improvement work helping to provide clean, safe and
effective environments and practices across our services.

In 2023/24 we have seen further growth in the services we provide including an Outpatient
Parenteral Antimicrobial Therapy Service (OPAT) giving wider opportunities for clinical staff
to extend their skills safely whilst providing even better services to patients requiring
additional therapy that is not required in an acute hospital setting. We have also seen the
opening of 2 new Rehabilitation & Recovery Wards and in April 2024 welcomed the Dudley
0-19 Teams and the much-awaited re-opening of Bishops Castle inpatient Ward facility is
imminent.

We have seen vast improvements in what has been an incredibly busy year for many
clinical areas in regard to cleaning and environment, not least that of Oswestry Health
Centre and Whitchurch Community Hospital Ward which now have better Estates and
cleaning provided to aid keeping staff and visitors safe and well and with further continued
work carrying on into 2024.

There have been significant improvements in overall governance, communication and
assurance for Infection Prevention and Control across all the Trust. The engagement with
clinical teams and leaders this year has improved dramatically, and this excellent
engagement has resulted in improvements to training compliance in all areas.

We have as an organisation participated in a National UKHSA Point Prevalence Survey
relating to Healthcare Associated Infections and Antimicrobial Prescribing and working
closely with Infection Prevention and our Chief Pharmacist Susan Watkins and her teams,
we are now able to nationally benchmark ourselves and take further actions with these topic
areas to further enhance the care we provide.

Our Infection Prevention & Control Team continue to work hard every day, visiting our sites
regularly offering advice and completing audits and in line with the new Patient Safety
Incident Response Framework (PSIRF), we are starting to see After Action Reviews
undertaken where there is wider learning to share; an example of which is in this document.

It only leaves me to say a huge thank you once again to all of our staff and leaders for their
continued support in helping to keep staff and patients safe and to Sara Ellis-Anderson and
the IPC Team, Richard Best, Associate Director of Estates, the Hotel Services teams and
Susan Watkins, Chief Pharmacist and their teams in what once again has been a very
productive and positive year for us on this important topic area.

. Clair Hobbs, Director of Nursing, Clinical Delivery and Workforce and
il Director of Infection Prevention and Control
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Introduction
Who We Are and What We Do

Shropshire Community Health NHS Trust
(SCHT) provides a range of community
and community hospital services for the
people of Shropshire, Telford and Wrekin,
serving a population of around 506,000
people. Shropshire is a mostly rural,
diverse county with over a third of the
population living in villages, hamlets and
dispersed dwellings, a relatively affluent
county masks pockets of deprivation,
growing food poverty, and rural isolation.
By contrast, Telford & Wrekin is
predominantly urban with more than a
quarter of its population living in some of
the most deprived areas in England. As
over a third of our population live rurally,
our services are on the main organised
geographically to enable us to be as
responsive as possible to meet the needs
of our service users, their carers and
families. SCHT serves its population
throughout life, with a wide range of services including but not limited to; 0-19s Services,
Community Therapy and Nursing, Urgent Care such as Minor Injury Units and Virtual Ward,
Outpatients and Community Inpatient Wards. As a member of Shropshire, Telford and Wrekin
Integrated Care System, we strive to transform the provision of our services by working in
partnership with others to meet the needs of those served.

Whitchurch

Market
Drayton

Bishop's Ludiow
Castle

This annual report outlines the activities of SCHT relating to Infection Prevention and Control (IPC)
for the year from April 2023 to March 2024 and discusses the arrangements SCHT have in place to
reduce the spread of infections. It also reviews governance arrangements, policies and procedures
relating to monitoring and surveillance, the environment, cleaning, audit and education. The report
fulfils its statutory requirements under the Health and Social Care Act 2008: Code of Practice on the
prevention and control of infections and related guidance (Revised December 2022), which sets out
10 criteria of which a registered provider must be compliant. This sets the framework on which we
base our annual programme that is monitored at SCHT’s Quality and Safety Committee and IPC
Committee (IPCC). The prevention and management of infection is the responsibility of all staff
working in SCHT and is an integral element of patient safety programmes. The aim of the IPC
Team is to maintain organisational focus and collaborative working to ensure continued compliance
with IPC practices, and to actively contribute to quality improvement and safer patient care.
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Key Achievements of 2023/24

Our year in numbers

Quality Assurance Audits undertaken by IPC Self-audits undertaken

<ax\§

Team

\ I = Bridgnorth Community Hospital

= Dental = Podiatry = Vaccination = Ludlow Community Hospital
= Prison = Children and Families = Community Hospitals = Whitchurch Community Hospital
. = Adults and Community Division (excluding Community Hospitals)
= MIUs = Wound Healing = Theatre .
= Urgent and Emergency Care Division
= Rehab and Recovery Units = Children and Families and Planned Care Division

IPC Mandatory Training and Hand Washing Outbreaks by Organism and location

Compliance
5
94.36% 4~i
94.50% 3.5
3
94.00% 2.5
2
93.50% 15
1
93.00% 0.5
0
2.509 ° &
92.50% \QIO) A\& q’,&\O qé\b
0 S & & N &
92.00% < =~ ° NS
H Infection Prevention and Control - Level 1 - 3 Years| \; & L
O <
H Infection Prevention and Control - Level 2 - 1 Year| N
B Hand washing compliant B Ludlow Community Hospital B Whitchurch Community Hospital
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MRSA Bacteraemia and Clostridioides difficile cases in SCHT in 2023/24

Apr-23 | May-23 | Jun-23 | Jul-23 | Aug23 | Sep-23 | Oct-23 | Nov-23 | Dec-23 | Jan-24 | Feb-24 | Mar-24 T“’;:t'em Threshold
Healthcare Associated Infections — KEY: Green — below threshold Red — above threshold
MRSA Bacteraemia 0 0 0 0 0 0 0 0 0 0 0 0 0 0
Clostridioides difficile 0 0 0 0 0 0 0 1
MRSA Screening on admission to SCHT inpatient areas 2023/24
Percentage of inpatients screened for MRSA on admission to Community Hospitals — KEY: Green — above 97% Red — below 97%
Apr-23 May-23 Jun-23 Jul-23 Aug-23 Sep-23 Oct-23 Nov-23 Dec-23 Jan-23 Feb-23 Mar-23 T%t:tleto Threshold
Average over Trust 97% 100% 98% 98% 98% 98% 97% 97% 97% 97% 97%
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Key Achievements

The pressures facing our NHS and the IPC Team continued into 2023-24 following the national
pandemic. The Trust launched their first IPC strategy in January 2023 and the IPC team have continued
to deliver against the four ambitions set out; integrated working, education and training, digital technology
and enhanced engagement.

Our IPC Team key achievements were:

e The IPC Team remained actively involved in managing COVID-19 and Norovirus outbreaks in
our inpatient services by providing up to date specialist advice to support our teams and our
people in a timely way.

e The IPC Team worked with our operational teams, attending meetings and huddles to
increase awareness that IPC is the responsibility of every member of SCHT staff working
collaboratively and supporting our colleagues to prevent and manage infection.

e We continued to collaborate with operational areas regarding Estates improvement works all
over our Trust, with notable refurbishment works happening at Whitchurch Community
Hospital and Oswestry Health Centre.

¢ We continued to work on the overarching IPC Improvement plan, capturing actions from the
Health and Social Care Act, the Board Assurance Framework, the National IPC Manual, our
own audits and visits to ensure we can map how we are improving as an organisation and
providing assurance that we are a Trust engaged with IPC and safe patient care.

e The IPC Team continued to investigate all infections acquired within our Community
Hospitals. The Team provided in depth reports to support investigations and identified areas
for improvements. This included improving our screening of CDI and MRSA.

e In relation to IPC training at the end of March 2024, 93.35% of our staff completed IPC Level
1 training, and 92.94% of clinical staff were up to date with IPC Level 2 e-learning.

e The IPC team are now delivering regular face to face IPC training sessions on the Clinical
Skills induction programme.

e The IPC team supported the opening of two new Rehabilitation and Recovery wards based at
Royal Shrewsbury Hospital and Princess Royal Hospital. After opening the Team made
regular visits to advise and support the new teams including delivery of the ‘Back to Basics’
education campaign.

e SCHT were one of nine Community Trusts that that participated in the UKHSA Point
Prevalence survey of hospital associated infections and antimicrobial use last September. All
three community hospital wards were included. The results will enable us to have a
benchmark of our infections nationally and identify those types of infections we need to focus
on and prevent.

e The IPC Team developed several campaigns throughout the year to engage staff with IPC.
These campaigns included a Spring Clean Campaign to encourage clinical areas to tidy and
declutter, a Back to Basics Roadshow and leaflet and Antimicrobial Awareness drop-in
sessions provided jointly with Pharmacy which provided education and training on alert
organisms, aseptic non touch technique and Anti-Microbial Resistance (AMR).

e The IPC Team developed isolation posters to give staff guidance as to what precautions to
take, according to what organism isolated patients are infected by.

e The Associate Director of IPC for NHSE in the Midlands visited the Bridgnorth Community
Hospital, Oswestry Health Centre and Whitchurch Community Hospital in April 2023.
Recommendations included a long-term review of bed spacing at Whitchurch Hospital, a
review of the cleaning provision at Oswestry and identification and replacement of damaged
equipment such as foot stools, leg troughs and pressure cushions. These recommendations
have been addressed. Areas of good practice included the knowledge of the IPC team and
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IPC practices demonstrated by staff, catheter care plans completed and up to date and all
commodes checked were clean.

We have continued to support Local Hospices by providing advice and guidance and sharing
policies.

Engagement and collaboration have improved with the dissemination of the monthly IPC
newsletter, the establishment of non ward-based IPC link worker meetings and the IPC team
lead WhatsApp group to ensure the delivery of key messages across the organisation.
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The Criteria of the Health and Social Care Act (2008: revised 2022)

Compliance
criterion

1 Systems to manage and monitor the prevention and control of infection.
These systems use risk assessments and consider how susceptible
service users are and any risks that their environment and other users
may pose to them.

What the registered provider will need to demonstrate

2 The provision and maintenance of a clean and appropriate environment
in managed premises that facilitates the prevention and control of
infections.

3 Appropriate antimicrobial use and stewardship to optimise outcomes
and to reduce the risk of adverse events and antimicrobial resistance.

4 The provision of suitable accurate information on infections to service

users, their visitors and any person concerned with providing further
social care support or nursing/medical care in a timely fashion.

5 That there is a policy for ensuring that people who have or are at risk of
developing an infection are identified promptly and receive the
appropriate treatment and care to reduce the risk of transmission of
infection to other people.

6 Systems are in place to ensure that all care workers (including
contractors and volunteers) are aware of and discharge their

responsibilities in the process of preventing and controlling infection.

7 The provision or ability to secure adequate isolation facilities.

8 The ability to secure adequate access to laboratory support as
appropriate.

9 That they have and adhere to policies designed for the individual’s care,
and provider organisations that will help to prevent and control
infections.

10 That they have a system or process in place to manage staff health and
wellbeing, and organisational obligation to manage infection, prevention
and control.

NHSE’s Health and Social Care Act (H&SCA) guidance, builds on the previous H&SCA code of practice
and contains statutory guidance about compliance with the registration requirement relating to IPC,
including cleanliness. The H&SCA and regulations are law and must be complied with. The CQC has
enforcement powers that it may use if registered providers do not comply with the law.

Any gaps in compliance and actions to address these are captured on the overarching Trust IPC
Improvement Plan.

Criterion 1: Systems to manage and monitor the prevention and control of infection.
These systems use risk assessments and consider the susceptibility of service users and
any risks that their environment and other users may pose to them

Duties, arrangements and assurance

The SCHT Board and ultimately the Chief Executive carries responsibility for ensuring that systems and
resources are available to implement and monitor compliance with IPC and is a vital component of
Quality and Safety. The Director of IPC (DIPC) provides oversight and assesses assurances on |IPC
(including cleanliness), the built environment and antimicrobial stewardship reported to the Trust Board.
The responsibilities of the DIPC are discharged by the Deputy Director for IPC who is responsible and
manages IPC for the Trust. All managers and clinicians must ensure that the management of IPC risks is
one of their fundamental duties. Every clinical member of staff is expected to demonstrate commitment
to reducing the risk of Healthcare Associated Infections (HAI) through the application of standard IPC
measures aligned to the National IPC Manual. The IPC Team provide a comprehensive proactive
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service, which is responsive to the needs of staff and public alike and is committed to the promotion of
excellence within everyday practice of IPC. Reports on all IPC activity are submitted through a series of
operational Groups, Committees and to Private and Public Board for oversight and assurance purposes.

Governance and Assurance Arrangements for 2023/24

Shropshire Community Health NHS Trust
Infection Prevention and Control Governance Framework

Shropshire Community Health
MNHS Trust Board

....

‘‘‘‘‘

----
el
et

Infection Prevention
| Quality and Safety Committee |7 and Control Committeg fr==e|  STW ICS IPC Meeting

| Audit Committee |

Infection Prevention and

Control Operational Group SDG Operational Meetings

Infection Prevention and SCHT Water Safety Group
Control Link Staff Meetings

The Infection Prevention and Control Team
The Trust’s DIPC is Clair Hobbs, who is also Director of Nursing and Clinical Delivery, and reports
directly to the Chief Executive.

Deputising for the DIPC and leading the IPC Team and IPC programme, is Sara Ellis-Anderson, in the
role of Deputy Director of IPC. Sharon Toland is the Clinical Lead Nurse for IPC. lan McCabe and Eve
Sampson are IPC Nurses.

SCHT has a committed IPC Team that is very clear on the actions necessary to deliver and maintain
patient safety and quality of care. Equally, it is recognised IPC is the responsibility of every member of
staff and must remain a high priority for all to ensure the best outcome for patients. The IPC Team
utilises a proactive approach to engage with staff to develop systems and processes that lead to
sustainable and reliable improvements in applying IPC practices.

Infection Prevention and Control Service
Director of IPC (also Director of Nursing and Clinical Delivery) (1.0 WTE)
Deputy Director of IPC (also Deputy Director of Nursing and Quality) (1.0 WTE)
Clinical Lead Nurse, IPC (1.0 WTE)
IPC Nurse (0.8 WTE)
IPC Nurse (0.8 WTE)
IPC Secretary (1.0 WTE)
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SCHT has a Service Level Agreement for specialist support from a Consultant Microbiologist at SaTH to
act as SCHT’s IPC Doctor. Medical microbiology support is provided 24 hours a day, 365 days a year
through on-call arrangement. SCHT also seek advice from the UKHSA and NHSE IPC when required.

Trust Board — SCHT’s performance against the MRSA Bacteraemia, Clostridioides Difficile Infection
(CDI) national reduction thresholds and the MRSA screening threshold are included in the monthly
Integrated Quality Report. The IPC Board Assurance Framework (IPC BAF) is completed and presented
at the SCHT Public Board Meetings bi-annually and this IPC Annual Report is presented annually at the
Public Board.

Infection Prevention and Control Committee (IPCC) — This group, together with the IPCOG below,
replaced the IPC Governance Meeting. Membership is multi-disciplinary and includes representation
from the operational and quality directorates, estates department, medicines management and SCHT
IPC Doctor. The meeting is chaired by the DIPC and meets monthly. The Terms of Reference (TOR)
and membership are reviewed annually to ensure responsibility for IPC continues to be embedded
across the organisation. This meeting monitors the progress of the annual IPC programme, approves
IPC policies and monitors compliance with them.

Quality and Safety Committee (QSC) — IPCC chair reports, the IPC Board Assurance Framework and
the IPC Annual report are presented to Quality and Safety Committee meetings.

Infection Prevention and Control Operational Group (IPCOG) Meeting — This group, together with the
IPCC (above), replaced the IPC Governance Meeting. Primary membership is from higher risk areas
within the Trust, such as Community Hospitals, dental services and podiatry as well as Health and Safety
and Estates representatives. Team leaders from other services are invited to join if they have any IPC
issues to discuss and/or address. The meeting is chaired by the Deputy DIPC and meets monthly. The
Terms of Reference (TOR) and membership are reviewed every year to ensure responsibility for IPC
continues to be embedded across the organisation.

Learning from Deaths Meeting — The membership is multi-disciplinary and includes representation from
the operations and quality directorates, IPC and medical directorate.

SCHT Water Safety Group — The membership is multi-disciplinary and has representatives from
Midlands Partnership Foundation NHS Trust (MPFT) and an Authorising Engineer. The Terms of
Reference and Governance structure is reviewed every two years. The Group continues to monitor
water risk assessments especially around Legionella, flushing regimens, Automated Endoscope
Reprocessor (AER) and capital developments and reports to the QSC. The annual SCHT Water Safety
audit was undertaken in October 2023. The Deputy Director of IPC is also a member of the MPFT
Operational Water Safety Group for Shropshire chaired by MPFT to oversee operational delivery of
Water Safety.

Integrated Care System IPC Meeting/IPC and Anti-Microbial Resistance Group — These System
groups aim to ensure a strategic overview across the local health economy and SCHT is represented by
the Clinical Lead Nurse for IPC.

In addition to the meetings mentioned above, the IPC Team also attend other regular and ad hoc
meetings where specialist IPC knowledge is required.

Infection Prevention and Control Link Staff — All IPC link staff and their line managers are asked to
sign a Roles and Responsibilities agreement. Our IPC link staff support the operational delivery of IPC
practice ensuring high standards of quality and patient safety in relation to IPC. Our IPC link staff are also
responsible for arranging for IPC audits and self-audits to be undertaken where required and for
disseminating IPC information to colleagues.

Divisional Clinical Managers, Locality Clinical Managers, Ward Managers, Sisters, Charge Nurses
and Team Leaders — Locality Clinical Managers, Ward Managers, Sisters, Charge Nurses and Team
Leaders are responsible for ensuring that their work environments are maintained at high levels of
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cleanliness. Our leaders are responsible for ensuring the IPC link staff are supported in performing their
role and have appropriate time and resources to do this effectively.

Organisational Development Team — Arrangements are in place for staff to attend corporate induction
and complete mandatory training programmes which includes IPC. Training compliance is reported
monthly to the QSC.

Roles and Responsibilities of all Staff — All staff in both clinical and non-clinical roles within the Trust
are responsible for ensuring that they follow standard IPC precautions at all times and are familiar with
IPC policies, procedures and guidance relevant to their area of work and this responsibility is included in
all SCHT job descriptions.

Alert Organism Surveillance and Management and Healthcare Associated Infection

All organisms of IPC significance are monitored by the IPC Team and are termed Alert Organisms. The
local acute Trust, whose microbiology laboratory process specimens from SCHT patients, submit data on
SCHT'’s behalf on MRSA Bacteraemia, MSSA Bacteraemia, Escherichia coli (E.coli) Bacteraemia
infections and CDI to UKHSA, as part of the national mandatory surveillance programme for HCAIs.

SCHT does not have nationally set thresholds for reducing HCAIs. These thresholds are set for acute
Trusts and ICBs. However, SCHT recognises it does have a responsibility in contributing to the overall
reduction thresholds of Shropshire and Telford & Wrekin ICB and therefore agree local infection
thresholds.

Healthcare Associated Infections in SCHT 2023/24

o e e e [ o [ [ [ [ [ Fon [ [ otar | roveshota
MRSA Bacteraemia 0 0 0 0 0 0 0 0 0 0 0 0 0 0
Clostridium difficile 0 0 1 0 1 0 0 0 0 0 1 1 - 1
E-coli Bacteraemia 0 0 0 0 0 0 0 0 0 0 0 0 0 1
Z‘Z‘i:;%”;a”as 0 0 0 0 0 0 0 0 0 0 0 0 0 1
Klebsiella spp 0 0 0 0 0 0 0 0 0 0 0 0 0 1
MSSA Bacteraemia 0 0 0 0 0 0 0 0 0 0 0 0 0 N/A
CPE Bacteraemia 0 0 0 0 0 0 0 0 0 0 0 0 0 N/A
VRE Bacteraemia 0 0 0 0 0 0 0 0 0 0 0 0 0 N/A

Green — under or equal to threshold
Red — exceeding threshold

MRSA Bacteraemia Trust Threshold

In the event of a patient contracting an MRSA Bacteraemia whilst under the care of SCHT, the Trust
would review the case through a Patient Safety Investigation to identify any potential lapses in care or
any common themes that may have contributed to the infection.

Clostridioides difficile Infection (CDI) Thresholds

The local threshold set for SCHT was to have no more than one case of CDI diagnosed post 48 hours
after admission in the community hospitals attributed to SCHT.

There were four incidences of CDI attributed to SCHT in 2023/24. Each case is reviewed to identify
learning, three out of the four cases demonstrated good practice and the fourth case identified lessons to
be learned in terms of timely isolation and sending of sample on identification of symptoms, these were
discussed at an infection review meeting and fed back to ward staff.

The IPC Annual Programme continues to focus on key actions to reduce the number of CDI cases which
includes appropriate antibiotic prescribing and advice, with the earliest detection of CDI and prompt
isolation of all patients with diarrhoea. SCHT IPC team have contributed to a Shropshire Telford and
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Wrekin (STW) collaborative CDI improvement plan to share best practice and learning in response to the
increased incidence being seen across all system providers during 2023/24.

The graph shows the cases of CDI diagnosed in SCHT Community Hospitals since 2012/13 against the
threshold set by the commissioners.

Incidences of CDI in SCHT since 2012/13

CDIs in SCHT Community Hospitals
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CDI 30-day Mortality Rate

The Consultant Microbiologist at SaTH monitors the local health economy CDI mortality data which
includes patients in SCHT. There were no deaths attributed to CDI at our Community Hospitals.
Periods of Increased Incidence (PIl)

Since April 2010, all Trusts have been asked to report Pl of infections on the Trust's electronic incident
reporting system, Datix. SCHT reported no PII during 2023/24.

Other Alert Organism Surveillance and Management

Meticillin Sensitive Staphylococcus aureus (MSSA) Bacteraemia.

Mandatory reporting of all MSSA bacteraemia commenced in January 2011. There is currently no target
associated with MSSA bacteraemia incidence. SCHT continues to fulfil its mandatory requirement and
contributes to this enhanced national surveillance scheme.

Carbapenemase-producing Enterobacteriaceae (CPE)

CPE are Gram negative bacteria which are so resistant to antibiotics that even our last line of defence,
carbapenem antibiotics, are ineffective. CPE continues to be included in the SCHT revised Prevention
and Control of Multi-Resistant Gram-Negative Bacteria policy and advice is included in the Guide to Multi
Resistant Gram-Negative Bacteria information leaflets available to all staff, patients and visitors.
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Glycopeptide-Resistant Enterococci (GRE) also known as Vancomycin-Resistant Enterococci
(VRE)

In all cases of GRE/VRE, IPC recommend source isolation for all community hospital patients as
prevention of transmission is through effective transmission-based precautions.

Extended Spectrum Beta-Lactamase (ESBL) including Escherichia coli. and Klebsiella/AmpC
Beta-Lactamase

Within the community hospitals the most common site for these bacteria is in patients’ urine. Upon
notification of a positive result, the IPC Team contact the ward to discuss isolation, other precautions and
if treatment is required.

Outbreaks

An outbreak of infection is described as two or more people with the same disease or symptoms or the
same organism isolated from a diagnostic sample and are linked through a common exposure, personal
characteristics, time or location.

The table below summarises the outbreaks declared in SCHT community hospitals during 2023/24.

Total outbreaks declared in SCHT in 2023/24

Hospital/Team Date Causative Organism
Ludlow 03/08/23 MRSA (colonisation)
Ludlow 15/12/23 Covid-19 and Norovirus
Whitchurch 19/12/23 Norovirus
Ludlow 02/01/24 Covid-19
Whitchurch 04/01/24 Norovirus
Ludlow 15/01/24 Norovirus
Whitchurch 26/01/24 Covid-19
Ludlow 30/01/24 Covid-19
Whitchurch 17/02/24 Covid-19
Whitchurch 25/02/24 Norovirus
Whitchurch 11/03/24 Norovirus
Whitchurch 24/03/24 Norovirus
Ludlow 30/03/24 Covid-19

SCHT has continued to follow and adhere to National Guidance regarding COVID-19. In each of the
outbreaks, whether for COVID-19 or Norovirus, the IPC Team conducted Quality Ward Walks to offer
guidance on patient management and placement, adherence to control measures and advised the use of
a range of tools designed to assist in the care and monitoring of affected patients. Daily discussions
were conducted with Operational colleagues and Ward teams. Close monitoring in this way meant that
the disruption to patients and SCHT services and teams was kept to a minimum.
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Internal and external outbreak meetings were held on declaration of an outbreak with the ICB, UKHSA
and NHSE, and the Care Quality Commission were notified of any disruption of services.

An After Action Review process was completed following the MRSA outbreak in Ludlow to identify
contributory factors, areas for improvement and shared learning.

What was meant to happen?

After Action Review

Patient known to be MRSA positive on MRSA Outbreak
admission to be isolated as per policy and LUd IOW
decolonisation tri d

There should be no transmission of MRSA
to other patients within the ward

environment.
Shared Learning
Positive Practice
- 2 v Introduced daily di ion with ing team
/ What did Happen? \ from domestic staff

i " " v i d i
MRSA +ve failed decolonisation on one patient ¥ Increased touchpoint cleaning (tristel) Wl I DRI ML

Admission screen for second patient MRSA +ve v" Monthly cleanliness audits repeated and therapy/domestic staff
27th achieved 5 star ¥ Process of accessing results — IT have put icon
Delay in reviewing MRSA +ve result (2™ of Aug) v Good process for samples leaving on for indigo (review) all staff have access and
and delay in isolation hospital and ward clerk has process M-F new laptops ordered

Yy q v New process for reviewing results to be
2 patients acquired MRSA (same strain on typing) to review results °
Delay in prescription and administration of v' Doors were closed on side rooms standardised 7 days per week
decolonisation treatment throughout v' PGD for decolonisation to be introduced to

v Daily hand hygiene and PPE observation BVUid_ prescri!)tir.)_n delays .
Contributory factors: with good practice observed v Consider reviewing number of hours required
- New process introduced for agency v Each side room has own observation for Housekeeper role
machine = Check level of training other disciplines

approval potential for delay in backfilling

shifts (several HCA shifts unfilled/unable to v’ Agency staff have local induction :‘ecel_\zed e DOI'EerI_ng staff . .
cover) v Grab pack for decolonisation available - reintr CHEG ( ity
v Flex of domestic staff from other areas Hospital Environmental Group) to standardise

Increased dependency of patients
Agency/bank staff unable to access

N . hospitals
systems and no process in place to mitigate
- IPC Training levels—1 substantive member \ /
of staff out of date
= Cleanliness audit—4 star
= IPC Audit— 83% July 86% Aug

Auditing Programme

processes and equipment across community

Auditing is the mainstay of the systems we use to manage and monitor the prevention and control of
infection and a summary of our audits is provided below.

Hand Hygiene Assessments

Effective and timely hand decontamination is acknowledged as the most important way of preventing and
controlling infections. The IPC Team continued its concerted efforts to ensure that hand hygiene
compliance remained a high priority.

Training on the importance of hand hygiene, being “bare below the elbow” and the World Health
Organisation (WHO) “5 moments for hand hygiene”, was provided locally to new clinical staff on induction
and was reinforced by members of the IPC Team at all IPC training events, during clinical visits and
whilst auditing.

Assessments to monitor effective hand washing are undertaken by all new staff within one week of
commencement of employment, and annual assessments undertaken for existing staff, including
students on placement. Hand washing assessments are included in clinical areas’ reports to the IPCC
meeting.

IPC Quality Assurance Audits

In total 112 audits were undertaken by the IPC Team. The objectives of the audits were to inform
services of their level of compliance to the NIPCM, local policy and procedures and allow improvements
to be made based upon the findings. It also identified target areas for IPC training.

Common themes identified within these audits were Estates remedial works required, missed moments of
hand hygiene and inappropriate use of and compliance with PPE.
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As well as audits undertaken by the IPC Team, IPC have encouraged the use of the self-audit/checklist
by ward staff and community staff to monitor ongoing IPC compliance. Any issues identified are
addressed immediately to ensure safety for the individual patient, other patients, and staff, and for
assurance as all self-audits are reported through IPC Committee meetings.

407 self-audits were undertaken at the community hospitals by ward staff — 148 at Bridgnorth Community
Hospital, 168 at Ludlow Community Hospital and 91 at Whitchurch Community Hospital.

Self-audits were also undertaken in non-inpatient areas. These monitored areas such as the
environment, cleaning standards and the condition and cleanliness of equipment, 56 such self-audits
were undertaken in the Adults and Community Division, 66 in Urgent and Emergency Care Division and
45 in Children and Families and Planned Care Division.

External Audit

The Associate Director of IPC for NHSE in the Midlands visited the Bridgnorth Community Hospital,
Oswestry Health Centre and Whitchurch Community Hospital in April 2023. Recommendations included
a long-term review of bed spacing at Whitchurch Hospital, a review of the cleaning provision at Oswestry
and identification and replacement of damaged equipment such as foot stools, leg troughs and pressure
cushions. Areas of good practice included the knowledge of the IPC team and IPC practices
demonstrated by staff, catheter care plans completed and up to date and all commodes checked were
clean.

The The Trust were assessed as requiring enhanced monitoring and support on the NHSE IPC internal
escalation matrix following the audit in April 2023 and key recommendations were made to improve the
estate and cleanliness of Oswestry Health Centre.

In response to the external audit a comprehensive improvement plan was developed for Oswestry Health
Centre and monitored fortnightly through a multi-agency meeting involving NHS Property Services, the
ICB and SCHT estates, operational and IPC teams. As of March 2024, 93 actions out of 99 have been
completed, this included significant refurbishment works, procurement of a new cleaning provider for the
site and implementing the National Standards of Cleanliness to ensure clear roles and responsibilities.
The 6 actions remaining continue to be monitored through IPCC.

Criterion 2 — The provision and maintenance of a clean and appropriate environment in
managed premises that facilitates the prevention and control of infections

The 2021 cleaning standards encompass all cleaning tasks throughout the NHS regardless of which
department is responsible for it. They are based around being easy to use; freedom within a framework;
fit for the future; efficacy of the cleaning process; cleanliness which provides assurance; and
transparency of results. The 2021 standards reflect modern methods of cleaning, IPC and other changes
since the last review and important considerations for cleaning services during a pandemic; and
emphasise transparency to assure patients, the public and staff that safe standards of cleanliness have
been met.

All hospital wards have a hospital cleaning schedule and charter specific to the ward clearly displayed.
Key policies for this criterion are in place.

e Quality reviews and IPC audits are undertaken in all areas that include general cleanliness.
¢ Monthly cleaning scores for sites maintained by MPFT are reported to the IPCC meeting.

e Formal assessments using Patient Led Assessment of the Care Environment were re-
established and were reported through the Patient Experience Group.

e |PC Team continue to advise on refurbishment or redevelopment and new build projects to
ensure |IPC is adequately considered at all stages in line with Health Technical Memorandum
and Health Building Notes.

e All laundry is reprocessed at Elis Laundry Services via a contract agreement with Mid
Cheshire Hospitals NHS Foundation Trust. Compliance evidence against the contract
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specifics is reviewed by the Trust and auditing of the laundry facilities is shared with
colleagues from RJAH.

e The Central Sterilising Services Department (CSSD) in Telford, operated by SaTH,
undertakes most of the decontamination of reusable instruments for SCHT.

e The Trust employs an Authorised Engineer who leads on Decontamination. Visits and audits
were undertaken during 2023/24 to ensure compliance with training, process and guidance.

e The SCHT dental service is compliant with the “essential quality” requirements contained in
the Health Technical Memorandum 01-05 — Decontamination in Primary Care Dental
Practices and use the NHSE Dental Audit tool to monitor IPC.

¢ An automated audit reporting system is now used for completion and monitoring of cleaning
audits at the community hospitals.

Water Safety

SCHT Water Safety Group meets quarterly with representatives from MPFT and NHS Property Services
(NHS PS) and reports through IPCC. The Trust employs an Authorised Engineer who conducts an
annual audit, and an action plan is developed to address any issues arising. The Group monitors and
manages water risks, especially around Legionella and Pseudomonas, flushing regimens, annual
disinfection and capital developments.
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Criterion 3 — Appropriate antimicrobial use and stewardship to optimise outcomes and to
reduce the risk of adverse events and antimicrobial resistance

Medicines Management Report

The IPC specific organism policies have guidance contained around appropriate antimicrobial
prescribing. The Trust has access to a Consultant Microbiologist to advise on appropriate antimicrobial
prescribing.

The Trust follows local prescribing guidelines and a community antibiotic policy. All non-medical
prescribers have an induction competency assessment with a pharmacist which includes antimicrobial
prescribing. Ward Pharmacy Technicians review all prescription charts daily and advise on antimicrobial
stewardship.

There are no dedicated AMS staff within the medicines management team at SCHT however as the
covid vaccination service moves to a business as normal model the Lead Pharmacy Technician is being
developed in order for them to take on the role of AMS pharmacy technician. As part of the development
plan, we have received funding for this Technician to undertake a Level 4 enhanced program AMS
pathway with Buttercups. This will further strengthen oversight of SCHT prescribing.

There are numerous services in the Community Trust where we would expect to see antibiotic
prescribing and administration.

UKHSA Point Prevalence Survey

The Trust participated in the point prevalence survey on healthcare associated infections, antimicrobial
use, and antimicrobial stewardship in England on the 20t, 25" and 27t of September 2023.

Overall, 124 Trusts / Independent Sector providers contributed to the 2023 PPS with data on more than
56,000 patients. Participation was voluntary, SCHT was one of only 9 community trusts to participate.

The aims and objectives of the survey were:

o To determine the prevalence of HCAI (Healthcare associated infections) and AMU (Antimicrobial
use) within community hospitals and contribute to the national picture.

o Describe patients, invasive procedures, infections, and antimicrobials prescribed by patient
demographics, specialities, or healthcare facilities.

o To have information of the above for our local trust in addition to contributing to regional and
national data to help identify priorities and targets for quality improvement at local and national
level.

o To provide a standardised tool for hospitals to identify targets for quality improvement.

HCAI prevalence, overall and distribution by infection site
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Infections, 1, 10%

<

patients were identified with an HCAI, please note 1 patient had 2 HCAIs.

Recommendations because of the Point Prevalence Survey

e Develop a framework to prevent UTls with a focus on maintaining hydration, and prompt
removal of catheter when no longer required.
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o Develop a framework for the prevention of hospital acquired lower respiratory infections /
pneumonia with a focus on mobility, sitting out and mouthcare.

o Repeat a simplified version of the surveillance every quarter to provide benchmarking data,
identify trends and improvements and as a tool to further improve antimicrobial stewardship.

Community Hospitals:

¢ Antibiotic prescribing is monitored electronically daily by a designated member of the Clinical
Medicines Management Team.

o Team huddles take place daily for pharmacy staff within community hospitals - led by the lead
pharmacist for community hospitals. Part of this huddle is to reiterate the AMS message and
the importance of checking antimicrobial prescribing, technicians are reminded to check
every patient’s drug chart daily. Antimicrobial prescribing is then highlighted to the pharmacist
who will clinically check the prescribing against Micro Guide to ensure it is being prescribed
within our local guidelines.

e Any prescribing outside of guidance is challenged by the pharmacist with the prescriber.
Where prescribing is outside of guidance and there is no microbiology to support the
prescriber’s decision, they will be highlighted to the Medical Director within SCHT who will
challenge this prescribing. Any prescribing that fails to meet the guidance is questioned and a
Datix completed.

Antibiotic courses prescribed within Community Hospitals SCHT
April 2023 to September 2023

TRIMETHOPRIM TABLETS 100MG 1
METRONIDAZOLE SUSPENSION 200MG/5ML 1
LINEZOLID TABLETS 600MG 1
ERTAPENEM POWDER FOR CONCENTRATE FOR... I
CO-TRIMOXAZOLE (TRIMETHOPRIM AND... 1
CO-TRIMOXAZOLE (TRIMETHOPRIM AND... I
CLINDAMYCIN CAPSULES 300MG I
CLINDAMYCIN (AS HYDROCHLORIDE) CAPSULES... 1!
CEFALEXIN CAPSULES 250MG !
AMOXICILLIN INJECTION 500MG 1
FLUCLOXACILLIN ORAL SOLUTION SUGAR-FREE... ® 2
FIDAXOMICIN TABLETS 200MG B 2
FOSFOMYCIN GRANULES FOR ORAL SOLUTION... = 3
TRIMETHOPRIM ORAL SUSPENSION... == 4
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METRONIDAZOLE TABLETS 400MG s 13
AMOXICILLIN CAPSULES 500MG m——— 26
TRIMETHOPRIM TABLETS 200MG = 29
FLUCLOXACILLIN CAPSULES 500MG I 42
DOXYCYCLINE (AS HYCLATE) CAPSULES 100MG I 50
NITROFURANTOIN MODIFIED RELEASE... I 69
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e A spreadsheet is also used to monitor antimicrobial use. The spreadsheet is used to record
initiation of antibiotics along with the indication, chosen antibiotic, dose and course length as
assurance. This is reviewed daily by the Lead Pharmacist for Community Hospitals and
MIUs. Any queries are relayed back to the specific hospital team.
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¢ Any antibiotic courses prescribed are added to each patient's RiO record along with the name
of the prescriber for auditing purposes.

e The System Microguide is the reference source used to provide the most up to date
information on resistance patterns.

e The use of Intravenous (IV) antibiotics occurs in one Community Hospital only (Whitchurch
Rehab), however, use is low.

Prison Healthcare:

e The electronic patient record in prison (SystmOne) allows reporting on antibiotic use.
Antibiotic prescriptions are scrutinised and verified as clinically indicated.

e Antibiotic prescribing within HMP Stoke Heath occurs at an average rate of 34 acute
prescriptions per month and15 prescriptions for lymecycline 408mg- Lymecycline is
prescribed on repeat for up to 6 months for the treatment of acne or recurring folliculitis. The
reason why this level of prescribing is seen for these conditions is due to the use of plastic
mattresses in cells which leads to back acne.

e The prison GP has a good understanding of anti-microbial stewardship. The electronic
prescribing system facilitates adherence to formulary as the dose and the number of tablets
(course length) are automatically populated from the formulary.

¢ Antibiotic audits are pulled from the SystmOne software and shared with the Chief
Pharmacist.

e Areportis produced and shared with the prison team at the prison Medicines Management
Meetings which take place bi-monthly.

Antibiotic courses prescribed in Jan-Dec 2023
at HMP Stoke Heath Prison
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e The prison also has remote assistance from another Pharmacist from the SCHT team who
clinically screens prescribing on SystmOne to further support the antimicrobial stewardship by
challenging any antimicrobial prescribing that doesn’t follow Microguide/NICE guidance.

Dental emergencies:

o The Dental service is supported by a member of the Medicines Management Team. They
monitor the prescribing of antibiotics at all five dental clinics, these include Oswestry, Market
Drayton, Castle Foregate, Craven Arms and Dawley Telford.
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¢ Antibiotic prescribing will generally occur during working hours. Clinics which are specifically
set up for emergencies have the highest rate of antibiotic prescribing. In these clinics,
antibiotic prescribing can be 50% of all prescribing.

e Most of the prescriptions continue to be metronidazole and amoxicillin which is in line with
Micro guide for antibiotics that should be used to treat dental infections.

¢ Clinics, which predominantly have a special care role, prescribe the least number of antibiotics.

¢ Antibiotic use has been assessed against the dental formulary along with prescribing guidance
and found to be compliant.

Dental Prescribing
Quantity of Metronidazole and Amoxicillin Antibiotic courses prescribed
Quarter 4 (April to June) 2023
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Patient Group Directions (PGDs):

o Patient Group Direction (PGD) are used to provide antibiotics to patients under strict criteria,
e.g., in Minor Injury Units.

o PGDs when reviewed are checked against evidence-based references such as NICE
guidance and the Shropshire, Telford, and Wrekin Microguide

o All PGD'’s for supply of an antimicrobial have microbiology approval before publishing.

OPAT

o Outpatient parenteral antimicrobial therapy (OPAT) refers to outpatient or community-based
management of an infection via the administration of an intravenous (IV) antimicrobial while
residing at home.

¢ Patients are managed without admission or may transition to OPAT following hospitalisation.
By minimising hospital stay, OPAT is increasingly recognised as a cost-efficient management
strategy for a variety of patients requiring either short- or medium-to long-term 1V
antimicrobial therapy, while also reducing pressures on the acute hospitals by reducing the
need for hospital admissions

¢ The main antibiotics prescribed by OPAT are Cefuroxime, Ceftazidime, Ertapenem and
Teicoplanin this is mainly due to their OD/BD regimes as these are logistically easier to
manage by the team. Antibiotics are prescribed either on a PSD or an authorisation to
administer form by the prescribers in the OPAT team.
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The chart above shows the indications treated by OPAT October 2023 to January 2024

Infected Leg Ulcer, 200mmunity acquired Diabetic foot sepsis , 1,
4% pneumonia, 1, 2% %
Chest and UTI Osteomyelitis, 3, 6%

. h Necrotising otitis
0,
infection, 1, 2% externa, 3, 6%
Discitis, 2, 4%
Infected hip
replacement, 1, 2%

Infected Insect Bite, 1,
2%

Empyema, 1, 2%

. i Cellulitis, 13, 27%
Urinary Tract Infection,

8,17% . .
Bronchiectasis, 8, 17%

Virtual Ward:

o Virtual ward allows patients to access hospital-level care in familiar surroundings at home,
safely to speed up recovery while freeing up hospital beds for patients that are more in need.

e There is a mixture of NMP’s and Doctors working within this service. All antibiotics prescribed
are either provided by OPAT for IV or on FP10 prescription for oral medicines.

¢ Antibiotics are prescribed to patients following agreed pathways that mirror guidance in
Microguide or via OPAT with medication then being supplied via SaTH pharmacy.

e We have a Principal Pharmacist in virtual ward who has a specialist interest in antimicrobial
stewardship, all prescriptions are clinically screened to ensure that they are following local
antibiotic guidance.

Virtual Ward Oral FP10 Antimicrobial Prescribing May to November 2024
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Community Nursing:

e With the introduction of OPAT, the amount of IV antibiotics prescribed by community nurses
has been reduced. Non-medical prescribing by appropriately qualified community nurses is
monitored via ePACT2 data by the trust medicines management team and the Integrated
Care Board.

o Appropriate justification for prescribing is sought where necessary.
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Antimicrobial prescribing (in Items) for the April to September 2024 period by non-medical
prescribers can be seen in the chart above.

NMP Antibiotic Prescribing Apr-Sept 2023
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Amoxicillin I 16
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Recovery and Rehabilitation Units:

In January 2024, SCHT opened two new wards which are based within the acute hospital (SaTH), with
one being on the Royal Shrewsbury Hospital site and the other at the Princess Royal Hospital (PRH) in
Telford.

Data is being gathered for the first quarter to review antibiotic use for these sites. It should be noted that
intravenous antibiotics are used in these units, with PRH in particular a high user.

The pharmacy department managing the units are employed by SaTH.

Summary:

o Frameworks to reduce HCAI’s are being developed to prevent HCA LRTI's and UTI's in
collaboration with the IPC team.

e The Medicines Management Team are active in ensuring compliance with the Antimicrobial
Stewardship.

o The Medical Director will support the medicines management team by challenging prescribing
when identified by SCHT pharmacy that it is outside of guidance and there is no microbiology
to support the request.

e Any issues with the prescribing undertaken by SCHT are highlighted at the Trusts Infection,
Prevention and Control Governance or Committee meetings.

e The opening of RRUs will bring additional data in future reports.

Susan Watkins, Chief Pharmacist, SCHT
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Criterion 4 — The provision of suitable accurate information on infections to service
users, their visitors and any person concerned with providing further social care support
or nursing/medical care in a timely fashion

Communication regarding appropriate guidelines has continued to be a key requirement in the provision
of care, the instigation of IPC initiatives as well as public and visitor safety as we moved to “business as
usual” introducing a traffic light system for wearing masks and face coverings in our hospitals, visits and
clinics.

The Communications Team are invited to attend IPC outbreak meetings if these may result in media
interest because of the nature or impact of the outbreak. The Communications Team also provides the
support and guidance and to prepare proactive and reactive media statements where required.

The IPC Team Secretary is responsible for updating the IPC Team intranet site and for the production of
staff and visitors’ leaflets. IPC updates are also provided to Team leads and IPC monthly newsletter is
designed, sent to all staff and published on the intranet.

As in Criteria One, SCHT report on all Alert Organism monitoring and surveillance through IPCC
meetings and Quality and Safety Committees. Our IPC Annual Report is a public document and available
to view or download on our Website. Details of Alert Organism cases and MRSA screening compliance
are also published on the intranet and the public website.

Criterion 5 — That there is a policy for ensuring that people who have or are at risk of
developing an infection are identified promptly and receive the appropriate treatment and
care to reduce the risk of transmission of infection to other people

The IPC Team perform a number of activities that minimise the risk of infection to patients, staff and
visitors including advice on all aspects of IPC; education and training; audit; formulating policies and
procedures; interpreting and implementing national guidance at local level; alert organism surveillance
and managing outbreaks of infection.

MRSA Screening

In addition to the local infection thresholds, a compliance threshold of 97% for MRSA screening for in-
patients on admission was agreed with the ICB. Compliance results are reported monthly to the Quality
and Safety Committee and the Board and IPC Committee bi-monthly with oversight by the DIPC to
ensure good practice is shared and action plans are completed and show improvement.

MRSA Screening Compliance for in-patient areas

B(I:ir:t,lzs Bridgnorth B?ndl:g;: Whitchurch | Overall
Apr-23
May-23 _ 97.22% | 97.73%
Jun-23 Teggg;”'y 100.00% | 100.00% | 100.00% | 100.00%
Jul-23 100.00% 98.21% 97.56%
Aug-23 100.00% 98.10%
Sep-23 100.00% 97.73% 97.60%
Oct-23 100.00% 98.33% 98.46%
Nov-23 100.00%
Dec-23
Jan-24 100.00%
Feb-24 97.62% | 100.00% 98.26%
Mar-24 97.56% | 100.00%

Overall [ 98.35% |GG 97.06% | 97.28% |
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We aim to screen at least 97% of patients on admission for MRSA each month. For 2023/24, our MRSA
screening compliance score was 97.3%, just above the 97% target. Work continues to ensure that this
figure is maintained or improved for 2024/25 which includes supporting our clinical teams with digital
solutions to form filling and helping reduce the amount of paperwork on admission to our community
hospitals.

Criterion 6 — Systems are in place to ensure that all care workers (including contractors
and volunteers) are aware of and discharge their responsibilities in the process of
preventing and controlling infection

The Trust has information and processes in place to ensure that its staff, including agency staff,
contractors, and volunteers, are able to meet the requirements of this criterion.

All clinical staff receive induction and updated training and education in current IPC practices. IPC
mandatory training for clinical staff was delivered via e-learning and out of a possible 992 clinical staff
(92.94%) were up to date with mandatory Level 2 IPC training as of March 2024.

The IPC team have been engaging with the Clinical Education team and have a regular 2 hour training
session being delivered to SCHT staff as part of the clinical induction week programme. The IPC team
also support the Shropshire Telford and Wrekin (STW) Healthcare Support Worker (HCSW) academy by
delivering IPC training to new HCSW staff that have been recruited.

Other systems in place include:

e SCHT job descriptions include IPC compliance alongside mandatory training to show that
responsibility for IPC is delegated to every member of staff.

e “IPC working with patients in community hospitals” information booklet developed with the
Feedback Information Group, provides IPC advice and information for all volunteers working
with SCHT.

¢ An IPC information leaflet for health professional staff is available and is given to all
temporary and agency staff as part of their local induction.

e |PC Standard Operating Procedure for Building, Construction, Renovation and Refurbishment
Projects in available for all contractors working in the community hospitals.

¢ Information leaflet for contractors working in community hospitals.

¢ Monthly hand hygiene observational audits tools include volunteers and students.

It is important that the Trust can demonstrate that responsibility for IPC is effectively devolved to all
groups involved with delivering care and that we have the arrangements in place to inform relevant
authorities and System partners of outbreaks or incidents relating to infection. Surveillance of Alert
Organisms is covered under Criteria 1.

e Our IPC Arrangements and Responsibilities policy reflects the management and reporting
structure of SCHT outlining its collective responsibility for IPC from Board to floor,
demonstrating that responsibility is disseminated to all staff in the organisation.

¢ Responsibilities of groups and of staff are included in all SCHT IPC policies.

e |PC Link Staff Roles and Responsibilities for both community and community hospitals has
been revised and updated. The IPC link staff receive additional training in IPC and act as a
resource and role model and liaise between their clinical area and the IPC team.

e The IPC Self-audit programme encourages teams to own IPC practices and compliance as
part of their day to day work.

e |PC Team access SaTH Laboratory IT systems to allow enhanced alert organism surveillance
and on notification, the IPC team report all outbreaks and incidents of infection to the CQC,
ICB, UKHSA and NHSE.
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SCHT IPC Ambitions were launched in January 2023 and a report on progress against the milestones
has been updated through the IPC report received at IPCC.

Figure: SCHT IPC Ambitions

Shropshire Community Health NHS Trust
IPC Quality Improvement Ambitions
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- D sustalnadbility and bulld resilionos of IPC by
I ﬂtEErEtElj across Shropshire Telford and forging new relatonshins snd Soecloping PO SUDD ort
for BPC Teams bn the County and B ogionalty
& Grow the number of BPC Bnk practtianers and IPC
approach to IPC ‘Oz PRGNS S0ross Our Spe dalties

Wrekin, to consolidate our

= We will deliver and
training and education on IPC for all statt

Education and = We will dewelop and detheer IR com peienoy
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DO SUDROrT Our tesen s
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accessible and responsive Organsms
- Dopwheboip 2N BPC Tty VLIS SNt System

Harness technology to make 1PC

The IPC Team have maintained 100% compliance with their own mandatory training programme and
personal development reviews that support increasing knowledge and skills to assist in the delivery of
improved quality of care. IPC Nurses have revalidated with the Nursing and Midwifery Council.

The image below demonstrates significant progress against the 4 ambitions within the first 12 months of
the strategy.

Integrated Working

+Collaborative CDI Improvement plan across STW
+Sharing of policies and supporting local Hospice
+Co-led Measles action plan with Occupational Health
+EPRR - IPC team involvement in exercises

Education and Training

+Several Education campaigns including Back to Basics, Antimicrobial Awareness and Spring Clean
+|PC faceto facetraining on SCHT Clinical Skills week

+Support and deliver sessions on STW Healthcare Support Worker Academy

\f
-
===t

- ¢ -
e —— «|PC team student placement

= Digital Technology

+RiO alerts developed for IPC

+|PC team have access to MyAudit cleanliness trend reports to triangulate with IPC audits
+|PC Trustwide Watsapp group to deliver key messages

r . Enhanced engagement and involvement

I +|PCOG — multi-disciplinary meeting

] ’ +|PC monthly newsletter

m +|PC regular agenda item on Divisional Quality and Governance meetings
" +Divisional compliance with IPC training and annual Hand Hygiene Assessment improved
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Criterion 7 — The provision or ability to secure adequate isolation facilities

The Trust has robust isolation policies in place and has single room accommodation available to isolate
patients when this is required. The Trust is also able to implement cohort isolation processes within the
current estate and this process has been assured by NHSE Deputy Director of IPC. The Isolation policy
includes an Isolation Risk Assessment Tool which allows staff to consider individual requirements for
isolation to ensure patients are managed on a case-by-case basis.

Criterion 8 — The ability to secure adequate access to laboratory support as appropriate

The contract for laboratory services is with Shropshire and Telford Hospitals NHS Trust (SaTH) which is
fully UKAS (United Kingdom Accreditation Service) compliant under ISO 15189. The IPC Team have a
good working relationship with our IPC Doctor who is the Consultant Microbiologist at SaTH. Medical
microbiology support is provided by SaTH 24 hours a day, 365 days a year and the Trust is currently fully
compliant with this criterion.

Criterion 9 — That they have and adhere to policies designed for the individual’s care, and
provider organisations that will help to prevent and control infections

The Trust has many policies and Standard Operating Procedures (SOPs) in place to ensure it meets the
requirements of this criterion. The IPC Team have a rolling programme to update and review policies and
compliance with the programme is monitored through IPCC. In addition, policies are updated prior to
review date if national guidance changes to ensure they reflect up to date, evidence based, best practice.
All policies are ratified and approved through SCHT governance arrangements.

Criterion 10 — That they have a system or process in place to manage staff health and
wellbeing, and organisational obligation to manage infection, prevention and control

Occupational Health Report

Occupational Health continue to support IPC and the wider trust with project work, advice and support.

Information regarding MRSA in staff is available in the MRSA policy to help support any member of staff
and their manager(s) to ensure that they do not put others at risk of acquiring the organism. In addition to
the MRSA policy a number of OHS policies, including Staff Immunisation policy, are available. The IPC
policies Prevention and Management of Needlestick Injuries: including Inoculation Incidents and
Exposures to Blood Borne Viruses (BBV) Policy (includes safe sharps handling) policy (inoculation injury
flow charts available to staff and audited by IPC Team during HCAI audits); Standard Infection Control
Precautions: Hand Hygiene and Personal Protective Equipment Policy all support staff health.

From April 2023 to March 2024 there were 10 reported sharps/splash or scratch injuries reported through
Occupational Health -- 1 was noted to be a student doing a placement within the trust but was supported
as any other member of staff would be. The Occupational Health Team also supported a member of staff
who joined the trust part way through the policy/process whose form trust did not offer any ongoing help
or support.

The Flu campaign for 2023/24 was a huge success and was supported by 6 peer vaccinators and a Bank
Nurse. It should be noted that Shropshire Community Health were the top performer in STW ICS and in
the top quartile for England (54.3% of staff vaccinated).
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Occupational Health are currently working to assess the Measles status of any staff who have a patient facing role. They are looking at staff needing 2 x
MMR Vaccines or Measles Serology as proof of immunity. The Health Protection Agency suggest that having had 2 x MMR Vaccines offers 95%
efficacy. Each staff member with neither vaccines or serology recorded are being offered serology testing but we are noting that there is a high
percentage who are ignoring their invitation to attend — when they are invited to attend they are being sent information from The UK Health Security
Agency as reference.
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Looking Forward to 2024/25

An Overview of Infection Prevention and Control Programme

The key aim in 2024/25 will be to continue to prevent HAI and to manage and control infections.
This will include meeting thresholds and to evidence compliance with the Health and Social Care
Act through completing the IPC BAF. In addition, we will strive to achieve the IPC objectives and
four ambitions in our IPC Strategy.

Our focus will be to:

Ambition 1: Integrated Working
e Collaborate with other providers across Shropshire Telford and Wrekin to consolidate our
approach to IPC.
e To establish relationships with local higher education establishments
e Participate in the system wide Antimicrobial Group partnership contributing to the worldwide
antimicrobial resistance campaign.
o Participate and support in local EPRR exercises

Ambition 2: Education and Training
¢ Innovate our approach to education, creating a sustainable future for the IPC workforce. This
will include implementing the IPC National Education Framework and ensuring that IPC
training for our staff is fit for purpose and meets the new guidance set out in the Health and
Social Care Act.
e |PC team members to attend Quality Improvement fundamentals course

Ambition 3: Digital Technology
¢ Harness technology to make IPC accessible and responsive. This includes implementing
software platforms to enhance our audit and reporting and surveillance software increasing
and maximising our response to risks of infections.

Ambition 4: Enhanced Engagement and Involvement
e Ensure IPC has Board to floor involvement. This includes enhanced communications,
introducing IPC campaigns and engaging with all staff on IPC Roadshows.
e Ensure approach is aligned with the organisation Patient Safety Incident Response
Framework and promote the use of After Action Reviews following outbreaks or HAls
e Engage with Quality Improvement team to deliver identified Quality Improvement projects

Conclusion

SCHT IPC Team have had a year of change and innovation. We saw the impact of COVID-19
continue to reduce and we kept our teams and patients safe by ensuring the guidance on screening
and prevention on infection met our local healthcare needs. At the same time, we continued to
deliver a robust IPC activity programme, this time focussing on our Estate and Community Hospital
facilities.

The IPC Team have strengthened their approach to IPC this year, delivering numerous
improvements to improve the cleanliness of our premises, prevent HAI and control infection to keep
our patients, staff and the public safe. Our Strategy clearly defines our ambitions for 2024/25, and
the IPC Team remain dedicated and motivated to deliver our ambitions while continuing to provide a
safe and effective IPC service for the Trust.
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Glossary of Terms

Bacteraemia A bloodstream infection

BSI Bloodstream Infection

CDI Clostridioides difficile infection. Clostridioides difficile is a bacterium
which lives harmlessly in the intestines of many people. Clostridioides
difficile infection most commonly occurs in people who have recently
had a course of antibiotics. Symptoms can range from mild diarrhoea
to a life-threatening inflammation of the bowel.

COVID-19 Coronavirus disease

CPE Carbapenemase-producing Enterobacteriaceae. Enterobacteriaceae
are a large family of bacteria that usually live harmlessly in the gut of
all humans and animals. They are also some of the most common
causes of opportunistic urinary tract infections, intra-abdominal and
bloodstream infections. Carbapenemases are enzymes that destroy
carbapenem antibiotics, conferring resistance.

cQcC Care Quality Commission

CSSD Central Sterile Services Department

DAART Diagnostics, Assessment and Access to Rehabilitation and Treatment

Datix Patient safety organisation that produces web-based incident reporting
and risk management software for healthcare and social care
organisations.

DIPC Director of Infection Prevention and Control

E.coli Escherichia coli. E. coliis the name of a type of bacteria that lives in
the intestines of humans and animals.

ePACT2 Prescription database for authorised users

ESBL Extended-Spectrum Beta-Lactamases are enzymes that can be
produced by bacteria making them resistant to many of the commonly
prescribed antibiotics.

GRE/VRE Glycopeptide-Resistant Enterococci/Vancomycin Resistant
Enterococci. Enterococci are bacteria that are commonly found in the
bowels/gut of most humans. There are many different species of
enterococci but only a few that have the potential to cause infections in
humans and have become resistant to a group of antibiotics known as
Glycopeptides; these include Vancomycin.

HAI Healthcare Associated Infection

ICB Integrated Care Board. Previously known as the Clinical
Commissioning Group.

ICS Integrated Care System. Integrated care systems (ICSs) are
partnerships of organisations that come together to plan and deliver
joined up health and care services

IPC Infection Prevention and Control

IPC BAF Infection Prevention and Control Board Assurance Framework

IPCOG Infection Prevention and Operational Group

IPCN Infection Prevention and Control Nurse

LFD Test Lateral Flow Device Testing

MPFT Midlands Partnership NHS Foundation Trust

MRSA Meticillin Resistant Staphylococcus aureus. Any strain of
Staphylococcus aureus that has developed resistance to some
antibiotics, thus making it more difficult to treat.
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MSSA Meticillin Sensitive Staphylococcus aureus. Staphylococcus aureus is
a bacterium that commonly colonises human skin and mucosa (e.g.
inside the nose) without causing any problems. It most commonly
causes skin and wound infections.

NHSE/I NHS England and NHS Improvement

NICE National Institute for Health and Care Excellence

NHS PS NHS Property Services

OHD Occupational Health Department

Outbreak Two or more persons with the same signs, symptoms in time place
and space.

Pl Period of Increased Incidence

PPE Personal Protective Equipment e.g. gloves, aprons and goggles

SaTH Shrewsbury and Telford Hospital NHS Trust

SCHT Shropshire Community Health NHS Trust

SENDS Safety engineered needleless device systems

SOP Standard Operating Procedure

TEMS Telford Musculoskeletal Service

TOR Terms of Reference

UKHSA United Kingdom Health Security Agency
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1. Purpose of Paper

1.1. Why is this paper going to the Trust Board and what input is required?

This paper presents evidence and recommendations for ensuring quality and safety within
pressurised services for the Trust Board for assurance.

2. Executive Summary

2.1 Context

Following the Channel 4 programme Dispatches that aired filming from within the ED at RSH,
NHSE wrote to all Trusts to ensure their Boards had assurance on quality and safety within
pressurised services. The paper was presented and discussed at Quality & Safety Committee
in July.

2.2 Summary

. The letter from NHSE sets out 6 areas for Boards to assure themselves against.

. Evidence is presented to provide assurance against all 6 areas.

. In addition, evidence is provided for assurance regarding care in unconventional care
areas.

. Recommendations to take forward are outlined to provide further oversight,

triangulation and assurance.
2.3. Conclusion

The Trust Board is asked to

e Receive the paper as assurance on the Trusts oversight of pressurised services to
ensure quality and safety.
e Discuss & approve the recommendations to provide greater oversight.
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3. Main Report

3.1 Introduction

Channel 4 aired a Dispatches programme on 24 June 2024 which was filmed in the
Emergency Department at Royal Shrewsbury Hospital. Following this NHSE wrote to all Trusts
(26" June) asking every Board across the NHS to assure themselves that they are working
with system partners to do all they can to;

e provide alternatives to emergency department attendance and admission, especially
for those frail older people who are better served with a community response in their
usual place of residence

¢ maximise in-hospital flow with appropriate streaming, senior decision-making and
board and ward rounds regularly throughout the day, and timely discharge, regardless
of the pathway a patient is leaving hospital or a community bedded facility on

In addition, wherever a patient is receiving care, there are fundamental standards of quality
which must be adhered to. Corridor care, or care outside of a normal cubical environment,
must not be considered the norm — it should only be in periods of escalation and with Board
level oversight at Trust and system level, based on an assessment of and joined up approach
to managing risk to patients across the system (through the OPEL framework). Where it is
deemed a necessity — whether in ED, acute wards or other care environments - it must be
provided in the safest and most effective manner possible, for the shortest period of time
possible, with patient dignity and respect being maintained throughout and clarity for all staff
on how to escalate concerns on patient and staff wellbeing.

In achieving this, Board members across ICS partners should individually and jointly assure

themselves that:

1. their organisations and systems are implementing the actions set out in the UEC Recovery
Plan year 2 letter

2. basic standards of care, based on the CQC’s fundamental standards, are in place in all
care settings

3. services across the whole system are supporting flow out of ED and out of hospital,
including making full and appropriate use of the Better Care Fund

4. Executive Teams and Boards have visibility of the Seven Day Hospital Services audit
results, as set out in the relevant Board Assurance Framework guidance

5. there is consistent, visible, Executive leadership across the UEC pathway and appropriate
escalation protocols in place every day of the week at both Trust and system level

6. regular Non-Executive Director safety walkabouts take place where patients are asked
about their experiences in real time and these are relayed back to the Board

The letter is attached in appendix A for information and reference.
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3.2 Assurances against the outlines points 1-6
3.21 UEC Recovery Plan year 2 letter actions (appendix B for information and
reference)

Operational planning guidance asked systems to focus on 3 areas to deliver UEC recovery
ambitions.
. maintaining the capacity expansion delivered through 2023/24

Shropshire Community Health Trust have led on behalf of the system three key service
developments with the core aim to increase capacity across the UEC footprint in STW:

o Alternatives 2 Hospital Admission (A2HA) (Rapid Response, Care Home MDT,

Respiratory Early Supported Discharge)

This was a 3-part programme of work designed to prevent the predicted demand through the
front doors of SaTH by providing alternative community pathways and capacity. The A2HA
services launched in 2020 and are now well established across STW. The Local Care
Programme has triangulated output measures between 2021/22 and 2022/23 and been able
to demonstrate a sizeable reduction in ED attendances and non-elective admissions following
the launch of A2HA services. The impact of these schemes has stemmed growth and
provided the equivalent of 40 beds worth of acute capacity. Currently Rapid Response are
running consistently at 120% against their planned activity demonstrating ongoing delivery of
the capacity expansion seen in this area through 2023/24.

o Virtual Ward (VW)
Virtual Ward has a workforce model to support the equivalent of 167 beds worth of capacity.
The national target is 80% occupancy The capacity is consistently available for VW and month
on month improvement can be seen in both step up and step-down referrals.

Revised Average Performance Actual
Month Capacity Target Occupancy against target Referrals
October 2023 115 103 90% 252
November 2023 115 104 90% 248
December 2023 125 92 74% 223
January 2024 135 90 67% 214
February 2024 145 100 69% 166
March 2024 167 91 54% 188
April 2024 167 106 63% 187
May 2024 167 103 62% 221

The main challenge with Virtual Ward is maintaining utilisation and supporting clinical referrals
particually from the acute to ensure safe and effective utilisation of available capacity. SCHT
have presented at many clinical forums locally to promote utilisation of the service and
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routinely in reach into the acute to support identification of patients who are appropriate for
step down. SCHT Medical Director continues to lead on discussions with SaTH MD to ensure
a medical drive from the acute for VW referrals.
e Rehab and Recovery Units (RRU’s)

Plans were established early 2023 for two modular wards to be constructed on the RSH (Royal
Shrewsbury Hospital) site creating 64 beds worth of General & Acute (G&A) capacity.
Following SaTH’s internal bed reconfiguration, it was agreed that 52 beds worth of capacity
would be aligned for community sub-acute pathways and two wards (one at Princess Royal
Hospital and one at RSH). Due to delays in the modular build project the volume of beds
offered to SCHT is 46, both wards opened early January 2024. In the first 6 months 467
patients have been supported through the RRUs. This is a consistent occupancy of 98.45%.
65% of all admissions have returned to their usual place of residence and an ongoing ‘home
first culture’ is continuing to be driven through the units with a constant focus to streamline
pathways with Local Authorities, Community Therapy and Virtual Ward.

II. increasing the productivity of acute and non-acute services across
bedded and non-bedded capacity, improving flow and length of stay, and
clinical outcomes

SCHT became lead provider for the Integrated Discharge Team (IDT) in September 2022. The
IDT focusses on early discharge planning and creating a resilient team that specialises in
complex discharges. A 2 day Length of Stay (LoS) improvement for No Criteria to Reside
(NCTR) patients in the acute has been demonstrated. The service consistently hits the target
to discharge 32 patients daily from the NCTR cohort. The percentage of NCTR in Q3 and Q4
2023 was 21.26% and is now 14.58%. There has also been a significant increase of 5% for
patients being discharged through pathway 0, which prevents long term dependency on
services and promotes individuals’ independence. The significant on-going improvements
demonstrated by the IDT evidence improved flow, system capacity, efficiency, and most
importantly enhanced outcomes for patients.

Through the Care Home MDT and IDT when care home residents are admitted there is an
increased number with Advance Care Plans (ACP) in place. This has empowered patients
and their families to promote early discharge planning and provided a robust clinical handover
and plan for this complex cohort of patients when they require acute care. This has resulted
in a decrease in acute length of stay locally for care home patients of 8.7% and as a result this
has equated to a decrease in bed days of 1601. Again, this is supporting to enhance acute
capacity but also prevents risk of decompensation for the most vulnerable and frail cohort of
people in our local population.

Community Hospital (CH) occupancy sits regularly around 95%. The average LoS when
benchmarked with comparable peer providers in April 24, was within the top two of the second
quartile with a length of stay of 23.6 days. A month-on-month improvement has been achieved
with May’s position at 21.7 days and June’s at 19.4 days. This supports patient flow
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significantly and has been achieved through aligning pathways more closely with Local
Authority partners. Additional CH capacity has been introduced following the re-opening of
Bishops Castle CH in July.

lll. continuing to develop services that shift activity from acute hospital
settings to settings outside an acute hospital for patients with unplanned
urgent needs, supporting proactive care, admissions avoidance and
hospital discharge

Rapid Response Teams consistently deliver against the 2 hour 70% response target.
Additionally activity performance is 122% against commissioned plan.

The system UEC Improvement Plan has 5 workstreams, one of these is Alternatives to
Emergency Department (AtED) and Integrated Care Coordination (ICC) of which the SRO is
the SCHT Director of Operations. The programme is targeting better alignment of the systems
Directory of Services (DOS) locally for professionals and patients to navigate making access
to alternatives to front door admission more streamlined and clinically appropriate.
Stakeholders from across the system are actively engaged and invloved. This work will then
help to inform several planned improvement events for the care coordination element of our
system with the core aim to enhance single point of access in time for Winter. Alignment of
community pathways to this work will be essential to secure delivery and improved patient
experience.

Developing proactive and prevention services has also commenced in Southwest Shropshire,
this has been facilitated by a good developing relationship between SCHT and the Southwest
Primary Care Network. SCHT are contributing to the membership of the Proactive Care Multi-
Disciplinary Meetings to identify support for people to prevent them reaching crisis point. The
locality team within the Southwest also successfully piloted a series of wellbeing drop-in
sessions for members of the community to speak to a healthcare professional to support them
to access the support they needed avoiding crisis events that could result in ED access.

SCHT has engaged in the National programme to review all Minor Injury Units (MIU’s) and
assess based on demand and capacity, appropriateness to designate to Urgent Treatment
Centres (UTC’s). A self-assessment facilitated through NHSE has been completed.

3.2.2 Basic standards of care, based on the CQC’s fundamental standards, are in
place in all care settings

The fundamental standards of care that everybody has the right to expect are:

Person Centred Care
Visiting and Accompanying
Dignity and Respect
Consent

Safety
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Safeguarding from Abuse
Food and Drink
Premises and Equipment
Complaints

Good Governance
Staffing

Fit and Proper Staff

Duty of Candour

Display of Ratings

These are assured from floor to Board through quality and governance structures, meetings,
committees and visits.

The Quality Team support teams to ensure compliance with CQC standards through self-
assessment, quality visits and facilitating ICB visits with visit reports identifying celebrations
and ideas for improvement. The Board receives a quality report and improvement plans and
quality improvement projects are monitored through meetings and committees.

Service visits are completed in several formats across teams and disciplines for example
quality visits, Observe and Act visits, Executive visits, IPC visits, Safeguarding visits, ICB visits
and Senior Leadership Team back to the floor visits.

IPC audits, Safeguarding audits, clinical audits, review of NICE guidance, quality improvement
projects all review compliance and improvements with the standards. All areas comply with
the cleaning standards and are rated in line with assessments.

The people we support, care and treat have individual treatment plans, care plans or outcome
plans developed with them and reviewed regularly. Ongoing work is in progress across our
ward areas to ensure these plans are within the electronic patient record roll out. The plans
have been reviewed and developed to ensure essential standards are incorporated. Teams
completed audits on record keeping ensuring continuous improvement.

Recently a committee paper outlined the extension of visiting and an updated procedure to
ensure visiting and accompanying people to appointments is in line with new legislation and
CQC regulation.

All patients in our Community Hospitals’ have their nutrition needs assessed and provide for
on admission. The Trust has made improvements that continue through CQUINS framework.
All our in-patient sites have on site catering provision.

Dignity, respect and consent all patients is maintained by single bed spaces that met the need
of the patient e.g. call bells curtains etc. Care and treatment plans are developed reviewed
and planned with the patient. Single sex bays are maintained inline with national guidance.
Consent is obtained both verbally and written appropriate to the treatment or care being
delivered and assurance is gained by sites and clinical visits.

SCHT is meeting its statutory responsibilities regarding safeguarding and promoting the
welfare of children, adults and families that come into contact with our services as set out in
the Children Act 1989 and 2004 and The Care Act 2014, supporting staff to raise any
safeguarding issues and concerns confidently and competently.
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To support staff to meet high standards of safeguarding practice, staff access safeguarding
training, have access to the safeguarding team for advice, guidance and supervision. There
is a safeguarding page on the staff website offering advice, guidance around identification of
decision making and referrals around safeguarding practice.

Ongoing quality visits continue to each Community Hospital, Specialist clinical teams and
services by the Nurse Specialist for Safeguarding Adults and Children, providing additional
safeguarding advice and support increasing visibility and enhancing professional relationships
with Trust staff. This integrated approach to delivering safeguarding encourages professional
curiosity around practice minimising the risk to the trust by giving staff the confidence and
competences around raising safeguarding practice.

Additional scrutiny and assurance is monitored through the Safeguarding Committee which is
attended by ICB partners.

Governance and quality meetings take place at individual division level for assurance and
learning, Reports are then reviewed through Trust level committee meetings. Patients’ safety
incidents and Duty of Candour are reviewed in line with PSIRF and oversight through the
incident panel. DATIX is used by staff to record any concerns and for investigation and
learning.

Safer staffing is monitored daily, monitoring of staffing has been improved by the introduction
of E-roster and whilst the whole of the trust is not yet onboarded 75% of clinical staff have
been. The Trust uses a validated Safer Staffing Care Tool where data is collected bi-annually
with the report being seen at Quality and Safety Meetings and the Board to give assurance of
staffing within the Trust.

Mandatory training is monitored via the Quality and Safety meetings and through to Board for
oversight. The education team along with our specialist teams provides in house training, as
well the Trust outsourcing training for staff . CPD funding is available for registered staff within
the Trust and the TNA identifies the areas of training need.

SCHT is an equal opportunities employer and as such promotes the efficient, effective, fair
and consistent recruitment and selection practices for all staff in the Trust. It is our policy to
recruit the best person for each vacancy regardless of age, disability, race, religion and belief,
sex, sexual orientation, gender reassignment, pregnancy and maternity or marriage and civil
partnership.

Our processes in place ensure that all checks for individuals are undertaken before
commencement in role and we undertake the 6 standards which make up the NHS
Employment Checks Standards and includes the process which is required by law with regard
to eligibility to work in the UK. (Right to Work):

Verification of identity checks

Right to work checks

Professional registration and qualification checks
Employment history and reference checks
Criminal record checks

Occupational health checks
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For relevant Senior Roles, Fit and Proper Persons Checks also take place and at annual
intervals.

There is an ongoing 3 yearly DBS programme to ensure our current staff are safe and to
safeguard our patients.

The recruitment team are trained in pre-employment checks and up to date with any changes
in legislation. There is on ongoing training programme for the team. The recruitment up to
date position is reported quarterly to the People Committee.

CQC ratings are displayed on the Trust website and at venues across the Trust.

3.2.3 Services across the whole system are supporting flow out of ED and out of
hospital, including making full and appropriate use of the Better Care Fund

The IDT is an integrated co-located service based within the acute. The development of this
service has focused on streamlining pathways, risk assessment and trusted assessments to
support seamless transition from acute to home or an alternative more appropriate setting for
all complex patients. The IDT is expanding on this work through the system wide discharge
alliance programme (overseen by UEC Delivery Board) which is focusing on transition into a
Care Transfer Hub. SCHT will be pivotal in the development of this as it will elevate the IDT to
have full oversight of flow throughout all intermediate care ensuring timely access for patients
to return home as soon as they are clinically safe to do so.

Rapid Response (RR) and Virtual Ward take referrals directly from both ED’s (as well as
multiple agency’s including Primary Care and ambulance service to avoid admission all
together). RR consistently achieve the 70% 2-hour UCR response target (73.5% in May)
providing timely alternative options to ED over a 7-day period. RR also has a trusted
assessment model built in to secure swift access to social care provision if required.

3.2.4 Executive teams and Boards have visibility of the Seven Day Hospital Services
audit results, as set out in the relevant Board Assurance Framework guidance

Not currently relevant to SCHT as this applies primarily to the acute Trust.

3.2.5 There is consistent, visible, Executive leadership across the UEC pathway and
appropriate escalation protocols in place every day of the week at both Trust and
system level

The Director of Operations is responsible and accountable for the safe, effective timely
delivery of UEC services in both a proactive and reactive response.

Out of hours the Director on call assumes this within their duties. To ensure a robust resilient
approach to on call, handovers are undertaken. In addition, escalation WhatsApp groups are
in place to pull on the wider team for support as and when needed.

OPEL levels are used within the Trust and across the system. When the system is at OPEL 3
strategic calls take place 3 times a week with representation as a minimum from the Director
of Operations. When in OPEL 4, strategic meetings take place daily with representation as a
minimum from the Chief Executive.

In the absence of the Director of Operations, the Deputy Director has delegated responsibility
to attend and represent.
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3.2.6 Regular Non-Executive Director safety walkabouts take place where patients are
asked about their experiences in real time and these are relayed back to the Board
There is a regular plan for visits along with participation with Observe and Act visits. Both the

Chair and the Non-Executive Directors update at Board meetings on their visits to services on
a regular basis.

3.2.7 Unconventional Care Areas
In ward areas a process is in place to ensure beds can be released by risk assessing patients

that are fit for discharge and can sit safely awaiting discharge. A QEIA has been completed
to support this with the plan that this will drive early system wide flow enhancing patient safety
and experience by preventing late admissions and discharges.

As a result of a system risk summit in Winter 2021 a full risk assessment and QEIA process
was completed exploring use of additional bed spaces during periods of extreme pressure and
system critical incidents. These assessments were able to evidence that any additional beds
would result in nursing in an unconventional area which does not support safe and effective
care. As such The Trust have not supported the increase in the bed base with out designated
bed spaces.

3.3 Recommendations to further strengthen Board assurance of pressurised services

Following Dispatches airing and the subsequent letter a series of briefings, reflective sessions
and focused discussions relating to improvement locally have taken place internally and
externally with clinical and operational leaders.

In addition to the targeted areas of work as detailed above further actions to ensure quality
and safety within pressurised services have been identified:

o Implement a series of peer reviews to support with a fresh eye, open, transparent and
continuous improvement culture. A 12-month rolling programme will be embedded
commencing August.

e A targeted communications campaign and promotion of Freedom to Speak Up in
services to support frontline teams to escalate concerns.

e A rolling programme of service reviews that evaluate performance, workforce, quality
and safety practices to gain a wider perspective of service provision and areas of
improvement.

e An internal model for improvement based upon the ‘Tiger Team’ methodology
(endorsed by NHSE) is being established as a tool and approach for Operational and
Quality Teams to adopt during challenging periods across any service. This will provide
opportunity to act fast and rapidly improve an area of concern. This will utilise skills
and leadership from across the organisation.
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¢ Adoption of Gemba walks methodology to Exec and Non-Exec service visits to enable
a quality focussed approach along with standardised reporting

e Forward work plan of Non-Exec visits to ensure all areas/services are being visited

e Strengthen the opportunities for service user feedback within all areas to enable a
more structured approach to listening and acting on this feedback

3.5 Conclusion
The Trust Board is asked to

e Receive the paper as assurance on the Trusts oversight of pressurised services to
ensure quality and safety.

e Discuss & approve the recommendations to provide greater oversight.

10
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Classification: Official m

England

To:
o All ICB and Trust: NHS England
- chief executives Wellington House
- medical directors 133-155 Waterloo Road
- chief nurses London
o . o
dlrgctors of flna.nce SE1 8UG
- chief people officers
- chlgf opergtlng officers | 16 May 2024
- regional directors of operations
Cc: o ICB and trust chairs
e Regional:
- directors
- directors of commissioning
- directors of system
transformation
Dear colleague,
Urgent and emergency care recovery plan year 2: Building on learning
from 2023/24
Thank you to you and your teams for the progress made over 2023/24 in delivering the
actions set out in the Delivery plan for recovering urgent and emergency care (UECRP).
Despite significant headwinds in the form of unprecedented industrial action and higher than
anticipated demand, the hard work of NHS and social care colleagues across the country I
has seen marked year-on-year improvement in the headline ambitions set out in the plan.
2023/24 was the first non-pandemic year since 2009/10 that A&E 4-hour performance was &

better than the previous year, with over 2.5 million more people completing their A&E
treatment within 4 hours compared to 2022/23. Response times for Category 2 ambulance
calls also improved; over the year, the average response time was over 13 minutes faster
compared to the previous year.

Other benefits for patients included:

¢ tens of thousands more people received the care they needed to return home quickly
and safely thanks to the expansion of same day emergency care (SDEC) services

e on average, around 500 fewer patients a day had to spend the night in hospital
because of a discharge delay, and 13% more patients received a short-term package
of health or social care to help them continue their recovery after discharge

Publication reference: PRN01288 i
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e urgent community response teams provided 720,000 people with an alternative to
going to hospital between April and January

e virtual wards have supported more than 240,000 people to get the hospital-level care
and monitoring they needed in the comfort of their own home

Maintaining progress

The UECRP is a 2-year plan. The level of ambition for 2024/25 was recently set out in the
NHS priorities and operational planning guidance:

e improve A&E performance with 78% of patients being admitted, transferred or
discharged within 4 hours by March 2025

e improve Category 2 ambulance response times relative to 2023/24, to an average of
30 minutes across 2024/25

This operational planning guidance asked systems to focus on 3 areas to deliver these
ambitions:

1. maintaining the capacity expansion delivered through 2023/24

2. increasing the productivity of acute and non-acute services across bedded and non-
bedded capacity, improving flow and length of stay, and clinical outcomes

3. continuing to develop services that shift activity from acute hospital settings to settings
outside an acute hospital for patients with unplanned urgent needs, supporting
proactive care, admissions avoidance and hospital discharge

This letter and its supporting annexes aim to help systems and providers as they plan and
prioritise over the coming weeks, in order to make progress over the summer and improve
resilience ahead of winter, by bringing together in one place what we know works in support
of the key requirements set out in planning guidance.

Evidence-based actions to support delivery

Over the last year we have learned a significant amount from systems and providers — both
through engagement as well as the early findings of formal evaluation — about how best to
deliver for patients and for staff in the context of a challenging financial environment.

Annex 1 summarises the actions that work, and maps these against the requirements set out
in planning guidance. Annex 2 provides further detailed information on those evidence-based
delivery actions that we know will make a difference, as well as providing the supporting
evidence and case studies.

This document is focused on acute and community services, and the needs of people with
mental health issues in those services. It does not specifically address mental health
settings; however, many of the principles and delivery actions will apply, such as working
jointly with local government and social care partners to make effective use of the Better
Care Fund for mental health pathways.
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Working with local government, adult social care and the voluntary sector

The effectiveness of UEC services relies on the NHS, local authorities, providers of health
and social care services, and VCSE partners working together across the UEC pathway.
Throughout the last year, there have been excellent examples of partnership working to
prevent avoidable hospital admissions, speed up discharge and improve outcomes for
patients.

During 2024/25, continued partnership working — including with patients, families and carers
— will build on and strengthen this joint approach. Annex 3 sets out the shared objectives,
and this letter is being sent in conjunction with a letter from the Department of Health and
Social Care to local authorities to ensure alignment across systems. This will help sustain a
joined-up, collaborative approach to improving UEC services and outcomes for patients.

Delivery support

NHS England has also heard from systems and local teams what support offers have been
helpful, and the support offer in 2024/25 has been refined as a result.

The UECRP set out an approach to UEC tiering support. Over the last year, this approach
has supported improvements for challenged systems and providers, and helped to reduce
unwarranted variation. It has been aligned with support for local government through the joint
NHS England and DHSC Discharge Support and Oversight Group, which works with
challenged systems to support improvements in discharge across all local partners. Annex 4
provides an analysis of the progress made by systems in Tiers 1 and 2, as well as additional
learning on success factors.

For 2024/25, NHS England will continue to apply the same tiering approach, providing
support to systems that are below target and/or are outliers on key metrics. The support will
take account of learning from our review of tiering work to date, in particular by better
aligning with NHS England’s other tiered offers to systems, the Recovery Support
Programme team and cross-government offers such as the BCF support programme, and by
ensuring clear agreement of priorities for improvement across national, regional and local
teams.

NHS England also offered a Universal Support Offer (USO) to drive improvement and
innovation across 10 high impact areas, which included working with the BCF support
programme for those areas that require a joined-up approach across health and social care,
such as capacity planning for intermediate care and effective implementation of care transfer
hubs.

Feedback from participating systems highlighted benefits to working in this way, although
other systems reported finding it difficult to engage with. This feedback has been built into
our approach to supporting systems in 2024/25, and will also underpin future support
packages for local systems to deliver improvement in clinical outcomes and productivity.
There will be a continuing focus upon the 10 high impact areas for 2024/25 within the wider
holistic approach; these have been incorporated into Annex 1 with additional detail and
evidence-based actions to support further improvements within Annex 2.
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Measuring progress

In addition to the 2 headline ambitions, the planning guidance sets out that systems and
regions should focus on reducing the number of over 12-hour waits in emergency
departments (EDs), including for mental health patients awaiting admission to a mental
health bed.

NHS England will also be regularly considering the following supporting metrics in assessing
performance and where additional support may be required:

e reducing ambulance handover delays

e reducing admitted and non-admitted time in EDs, with an intention of reducing long
waits, particularly for mental health patients

e maintaining average G&A core capacity across the year at the level achieved in the
last quarter of 2023/24, equivalent to at least 99,500 beds nationally, allowing for
seasonality

e improving length of stay for all admitted patients (specifically emergency admissions
with a length of stay of 1+ day)

e reducing average delays post discharge ready date (combining the two published
metrics (a) the percentage of patients discharged on their discharge-ready date and
(b) the average delays for patients not discharged on their DRD)

e improving length of stay in NHS commissioned community beds

Accountability

Building on the experience from 2023/24, the NHS will continue to ensure the key elements
of implementation and delivery support are in place, starting with clear accountability for
delivery through the NHS Oversight Framework. The new operating framework will also
provide clarity on outcomes and priorities, while providing local flexibility on how to deliver.

The oversight framework sets out the key outcomes expected of integrated care boards
(ICBs), and will be supported by regional UEC delivery boards as well as a national
programme board that will review any issues occurring across regions.

On a day-to-day basis, a new OPEL framework has supported aligned accountability on
operational risk management, managed at integrated care system (ICS) level through our
system co-ordination centres. Over winter 2023, this new framework has supported the 24/7
National Co-ordination Centre, and enabled NHS England to provide targeted support when
there has been pressure. NHS organisations continue to work routinely with local authorities
to manage operational risks that require co-ordinated health and social care action.

The OPEL frameworks for mental health and community services are now being developed.
The frameworks will use the same principles as the acute care OPEL 2023/24 (that is, digital,
clinically relevant and consistent). NHS 111 OPEL and revised acute care OPEL will be part
of a weighted system aggregated score, to increase both the pace and rigour of our
response to patient safety within the entirety of the UEC pathway.
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Transparency

Over the last 12 months the NHS has made strong progress on improving the availability of
data to support service improvement and transparency for patients and the public. Key
developments included:

e publication of 12-hour waits

e development and publication of a new dataset derived from the discharge ready date
(DRD)

For 2024/25, a key priority will be to continue to improve the collection and quality of DRD
data and data on reasons for discharge delays, and to improve data collection on community
services. This includes ensuring that all relevant trusts are reporting high-quality data on
DRD, to enable comparison at trust, local authority and ICS levels. This will help drive
effective shared action across the NHS and social care to improve timely discharge. By July
2024, all community providers of NHS commissioned services should be reporting into the
Community Services Data Set. These metrics will support better local and national
assessment of flow and capacity.

Capital and incentives

A total of £250 million of operational capital was provided in 2023/24 to support estate and
technology improvement relevant to UEC. A further £150 million of capital was also allocated
in 2024/25, as part of a scheme to incentivise higher performance in 2023/24.

This year, £150 million of operational capital is being distributed for improvements that will
support front door services and flow through EDs, to support improvements in ED
performance. NHS England regional teams are working with systems to progress business
cases; further details will be available once these have been agreed.

In addition, there will be up to £150 million of capital allocated within NHS operational capital
budgets in 2025/26, to incentivise both highest performance and greatest improvement in
performance since 2023/24. An outline of the scheme is set out below:

e improved 4-hour performance (measurement at year end, with a further element to
incentivise improvement throughout the year)

e improved Category 2 performance (incentivised throughout the year)

e reduction in 12-hour delays in an ED (incentivised throughout the year)

Schemes will not be mutually exclusive. Capital will be allocated to the ICB for the Category
2 ambulance response performance and improvements, and to individual trusts and their
nominated partners (which may include community and mental health trusts) for the A&E
schemes.

Thank you again for the incredible work that you and colleagues have done together to
improve the timeliness, quality and safety of care for patients requiring urgent and
emergency treatment over the first year of the UECRP. We hope this further information is
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helpful in the planning you are doing now for the second year, and we look forward to

continuing to work with you to support further improvements over the course of 2024/25.

Yours sincerely,

Sarah-Jane Marsh CBE

National Director of Urgent and
Emergency Care and Deputy Chief
Operating Officer

NHS England

Dr Julian Redhead

National Clinical Director for Integrated
Urgent and Emergency Care

NHS England
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Annex 1: Summary of supporting actions
Op.eratlonal plrfmnmg Evidence-based actions to support delivery -
guidance requirement
1. Maintain the capacity expansion delivered through 2023/424 IN
1A. Maintain acute G&A beds | ¢« Maintain and monitor the 99,500 core G&A bed capacity over 2024/25.
at the level funded and At system level this means maintaining the growth achieved by Q4
agreed through operating 2023/24 on average over the course of the year, adjusting for o
plans in 2023/24 seasonality.
1B. Maintain ambulance e Maintain hours on the road/deployed ambulance staff hours.
capacity and supportthe | o |ncrease clinical assessments of calls in NHS 111 and ambulance @
development of services control rooms compared to 2023/24.
that reduce ambulance e Maximise opportunities to establish ‘call before you convey’ best .
SIS e\ D e practice models to increase direct referral to alternative services.
hosplials e Continue the focus on deploying the paramedic workforce, including
ambulance support staff, in the most effective way. ®
e Embed culture improvement by implementing the recommendations set
out in the Culture review of ambulance trusts.
1C. Focus on reduction in e Reducing handover delays will be a key focus and action for systems ©
ambulance handover to deliver in 2024/25 and will remain a metric to better assess flow
delays to support system across UEC pathways and support improved patient outcomes. The —
flow delivery actions and best practice examples to support this are ©
included across other domains above and below.
1D. Expand bedded and non- | « Working jointly across ICBs and local authorities, ensure that o
bedded intermediate care commissioned intermediate care capacity meets projected demand,
capacity, to support supported by the additional £400 million in the 2024/25 Discharge
improvements in hospital Fund. Plans should accurately forecast capacity needs, considering o
discharge and enable the most appropriate balance between different discharge pathways,
community step-up care and identify the workforce capacity and skill mix changes required to —
deliver sufficient rehabilitation and reablement activity to support o
discharge. Plans will be assured through the Better Care Fund (BCF)
assurance process. -
e Use the Intermediate care framework for rehabilitation, reablement -
and recovery following hospital discharge, and the Community
rehabilitation and reablement model, to identify how to improve =
service and workforce models.
1E. Improve access to virtual | « Maintain capacity and improve occupancy of virtual wards, expand
wards through access to step-up and step-down capacity, and improve length of stay ||o
improvements in by pathway, through implementing best practice as set out in the
utilisation, access from virtual ward framework. -
home pathways, and a o Work together locally, including with social care providers, to increase |[™
focus on frailty, acute access to virtual ward services that provide an alternative to hospital
respiratory infection, attendance or admission (‘step up’ virtual wards) including increasing [/~
heart failure, and children the home referrals and directing patients from ED and SDEC following || %
and young people initial assessment where appropriate.
e Consider specialty pathways and teams according to local demand, 2
including paediatric virtual ward services and capacity.
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Operational planning
guidance requirement

Evidence-based actions to support delivery

2. Increase the productivity of acute and non-acute services across bedded and non-bedded
capacity, improving flow and length of stay, and clinical outcomes

2A. Focus on reductions in
admitted and non-
admitted time in ED

Continue to focus on initial assessments, including continuing to
increase the proportion received within 15 minutes of arrival, and
increase the proportion of patients redirected to alternative services.
Work with providers to improve flow into and through acute beds by
reducing excess length of stay and variation in high volume, high bed
use pathways.

Review critical interventions along patient pathways in hospital and
ensure they are aligned with best flow practice principles.

Review and audit trust internal professional standards, using the
ECIST guide as a starting point.

Build on the rollout of psychiatric liaison services to support Type 1
EDs working towards ambition of responses within 1 hour of referral.
Reduce mental health patient time in EDs, including reducing length of
stay for patients in acute beds waiting for a mental health bed, and in
mental health beds. Systems, including local government, should
focus on improving whole mental health pathway patient flow.

2B. Focus on reductions in
the number of patients
still in hospital beyond
their discharge ready
date (DRD)

Continue to improve in-hospital discharge processes. Ensure early
discharge planning, including effective involvement of patients, carers
and families, in line with statutory guidance on hospital discharge and
community support.

Working across the NHS and social care, maximise the effectiveness
and maturity of care transfer hubs to improve quality and timeliness of
discharge for patients with complex needs.

Working across the NHS and local authorities, implement trusted
assessments to reduce duplication and ensure information is shared
through the pathway.
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2C. Focus on reductions in
length of stay in
community beds

Increase productivity and capacity of community bed-based services
based on maturity self-assessments.

Extend the implementation of best practice flow principles to
community beds, including tracking length of stay.

Reduce discharge delays from community bedded units through
process improvements, and through timely access to ongoing
packages of care supporting transition and continuation of
rehabilitation and reablement at home, building on good practice in
care transfer hubs in acute settings.
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2D. Improve consistency and
accuracy of data reporting

Ensure all trusts are consistently and accurately recording key metrics
including SDEC activity in ECDS, community discharge information on
the community SitRep/SUS, DRD, data on reasons for discharge
delays, and the Ambulance Data Set.

Ensure system co-ordination centres are fully embedded and made
ready for system OPEL.

Consider how to disaggregate data based on age, to understand
demand and monitor performance for children and young people.
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Operational planning

. . Evidence-based actions to support delivery
guidance requirement

3. Continue to develop services that shift activity from acute hospital settings to settings o
outside an acute hospital for patients with unplanned urgent needs, supporting proactive
care, admissions avoidance and hospital discharge

-~
3A. Increase referrals to and e Increase UCR referral volumes and number of patients treated.
the capacity of urgent o Explore the use of technologies and point of care testing to optimise
community response existing capacity, and consider referral pathways from technology oL
(UCR) services enabled care (TEC) providers and SDEC.
3B. Ensure all Type 1 e Ensure SDEC compliance of 12 hours a day, 7 days a week.
providers have an SDEC | o |ncrease utilisation by working with partners (including ambulance <
service in place for at least trusts) to increase the proportion of patients with direct access, direct
12 hours a day, 7 days a referrals from outside the ED (NHS 111, 999 and primary care), and  [[
week reduce variation in the proportion of ED patients who are treated
through the SDEC.

e Increase productivity by implementing the minimum standards of ®
delivery outlined in the SAMEDAY strategy.

e Improve consistency of reporting SDEC into the Emergency Care
Data Set (ECDS) by March 2025. ©

3C. Ensure all Type 1 e Ensure acute frailty service compliance of 10 hours a day, 7 days a
providers have an acute week, implementing a comprehensive geriatric assessment at the front [[=
frailty service in place for door, and the minimum standards in the FRAIL strategy, to increase ©
at least 10 hours a day, 7 patient flow and the proportion of patients over 65 with a Clinical Frailty
days a week Score. o

¢ Understand and work across systems to reduce numbers and variations
in care home referrals to ED.

3D. Provide integrated care co- ¢« Work to understand the total demand for services that provide an o

ordination services alternative to an ED attendance for urgent care needs, complemented
by a review of capacity holistically across all relevant services. Work ~
with local authorities to link this to BCF demand and capacity planning |«
for intermediate care.

o Establish core operational integrated care co-ordination structures as a ||~
minimum by October 2024, with a focus on paramedic access to clinica -
advice to support alternative pathways to ED.

e Ensure surge acute respiratory infection provision, including for S
children.

>
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Annex 2: Further detail on supporting actions

Learning from the first year of UECRP

The approach to developing this document has been 2-fold. Learning has been drawn from
regular conversations with systems across health and social care, which has highlighted the
interventions and approaches that have been easier to implement, and what would need to
be true to replicate this elsewhere.

Systems that are further ahead with implementation have documented their approach in
case studies; examples are given in these annexes.

We have also begun to see emerging learning from the evaluation approach that was set out
in the UECRP. This includes some insights from Sheffield University’s literature review,
alongside emerging findings from qualitative evaluation by the REVAL team at Manchester
University. The National Institute for Health and Care Research (NIHR), a partner to NHS
England in evaluating the UECRP, along with the case study authors, will make these
findings available in due course.

Overall, NHS England has heard and seen that the broad approach set out in the UECRP is
the right collection of activities to enable the NHS, working with local authorities, social care
providers and VCSE partners, to deliver the ambitions of the plan.

NHS England has also heard from systems and local health and social care teams
implementing the UECRP on the ground that they would value the opportunity to continue
with their delivery and embedding of changes into Year 2. Teams have also asked for
evidence-based, structured products to highlight the key components of the interventions,
and to support prioritisation of their delivery.

We have been told — and seen in the data — that some of these interventions have been
easier to implement routinely across systems than others. Both standardising the approach
to delivering services across health and social care to improve support for frailty, and
standardising the approach to inpatient flow and length of stay, have been raised as
consistent challenges. Further work is underway with partners and stakeholders across the
country to establish and document a more succinct approach to improving these pathways.

To help and support delivery into Year 2 of this plan, NHS England has responded to this
learning in 2 ways. The approaches that work have been collated and refined into a set of
evidence-based actions for health and social care systems to support delivery of and
progress towards the headline ambitions, alongside links to further guidance, evidence and
examples of best practice. These actions are set out below, grouped under the 3 UEC
priority areas for this year: maintaining UEC capacity, improving the productivity of that
capacity, and continuing to shift care out of acute hospitals.

In implementing these actions, working with social care and VCSE partners, systems should
include, wherever appropriate, children and young people, patients with mental health needs
and dementia, people with learning disabilities, autistic people and those experiencing
homelessness within their plans.

10

(0] 1

IT

cl

o1

14!

G

o1

LT

|1

61

116




In these newer pathways, or those that have been more challenging to implement, evidence
of what works is being codified to support wider national learning. Some of this detail is
already available, with some further detail to follow shortly.

Interventions for frameworks that are Care transfer hubs
already available

SAMEDAY framework for same day emergency
care

Combined adult and paediatric acute respiratory
infection hubs

Discharge ready date guidance (includes DRD
definitions)

Discharge guidance (including homelessness

checklist)

Interventions for frameworks that will be | Virtual wards

published shortly Single point of access/integrated care co-

ordination centres

Pathways for which work is ongoing with | Standardisation of services to support older
local and regional teams over the people with frailty

coming weeks Standardisation of inpatient flow and length of

stay

Priority 1: Maintaining and increasing the capacity expansion delivered
through 2023/24

During 2024/25, systems should continue to ensure that UEC capacity is maintained or,
where appropriate, expanded. Alongside the increase in physical capacity, and in line with
the NHS Long Term Workforce Plan, systems should continue to take action to support the
UEC workforce, including enabling staff to work more flexibly.

Learning during 2023/24

During 2023/24, the NHS delivered significant capacity expansion, supported by over

£1 billion of new revenue and £250 million of new capital investment. The NHS and local
authorities also worked together to agree how to deploy the £600 million Discharge Fund,
alongside the wider BCF, to improve capacity for supported discharges and reduce
discharge delays, delivering a 13% increase in supported discharges in 2023/24 compared
to 2022/23 and — despite a 6% increase in emergency admissions over this period —a 4%
reduction in the average daily number of acute hospital patients with delayed discharges.

This capacity expansion has had an impact, as evidenced by the improved overall
performance in the UECRP’s 2 headline ambitions against the previous year. Modelling
underpinning the planning guidance highlights the relationship between capacity increases
and ED performance, largely driven by bed occupancy. Further modelling highlights the
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https://future.nhs.uk/connect.ti/bettercareexchange/view?objectId=138136933
https://www.england.nhs.uk/long-read/sameday-strategy/
https://www.england.nhs.uk/long-read/sameday-strategy/
https://www.england.nhs.uk/long-read/combined-adult-and-paediatric-acute-respiratory-infection-ari-hubs/
https://www.england.nhs.uk/long-read/combined-adult-and-paediatric-acute-respiratory-infection-ari-hubs/
https://www.england.nhs.uk/long-read/discharge-ready-date-guidance-examples-and-frequently-asked-questions/
https://www.gov.uk/government/publications/discharging-people-at-risk-of-or-experiencing-homelessness
https://www.gov.uk/government/publications/discharging-people-at-risk-of-or-experiencing-homelessness

relationship between handover performance and handover delays, and by extension
Category 2 performance.

Evaluation from newer interventions, such as virtual wards, has also begun to build a picture
of where and how improvement can have most effect. For example, there is strong evidence
that virtual wards are associated with reducing avoidable attendances and admissions to
hospital, as well as supporting early discharge and reducing length of stay in acute beds.

® There is growing positive evidence of impact from site evaluations:

o East Kent’s 50-bed step-up frailty virtual ward has seen a reduction in non-elective
admissions for older frail cohorts (75+). A South East region-wide evaluation is due
to be published demonstrating similar results across the region

o South and West Hertfordshire Health and Care Partnership experienced a
reduction in hospital bed days from the implementation of a COPD ward hospital at
home pathway with an observed reduction in both inpatient length of stay and the
number of repeated hospital admissions

o evaluation of the Mid and South Essex frailty virtual ward found that readmission
rates to an acute bed within 30 days of discharge were 26.5% lower than the 30-
day readmission rate seen nationally for acute frailty wards.

® Virtual wards also deliver cost savings, as demonstrated in an economic analysis by
NICE, which found that in aggregate the services have provided a significant net
financial benefit due to avoided hospital activity. Across multiple evaluations, there is
also consistent evidence of very positive patient experience of virtual ward services.

Learning from joint ICB/local authority capacity and demand planning for intermediate care
through the BCF has reinforced the importance of actively reviewing projected need for
different types of intermediate care, including both step-up and step-down care. It has also
reinforced the importance of working with community and social care providers to plan
services and associated workforce requirements so that they better match projected needs,
including a focus on a ‘Home First’ approach to reablement and recovery. Local areas have
also reinforced the importance of understanding the relationship between average length of
stay in different types of intermediate care and the capacity available to meet projected
demand.

This learning has informed the planning guidance requirements and the supporting delivery
actions set out below for 2024/25. Further evidence is set out in case studies and links
throughout this section.

Based on evidence from last year, key supporting actions for 2024/25 include:

1A. Maintain acute core G&A beds as a minimum at the level funded and agreed
through operating plans in 2023/24

e Core G&A bed numbers should be maintained through monitoring and maintaining the
average of 99,500 beds over 2024/25, adjusted for seasonal trends.
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https://www.england.nhs.uk/long-read/rapid-evaluation-report-chronic-obstructive-pulmonary-disease-virtual-ward-enabled-by-technology/
https://www.nice.org.uk/about/what-we-do/our-research-work/hta-lab#virtual-wards
https://www.nice.org.uk/about/what-we-do/our-research-work/hta-lab#virtual-wards
https://bmchealthservres.biomedcentral.com/articles/10.1186/s12913-024-10619-7

1B. Maintain ambulance capacity and support the development of services that
reduce ambulance conveyances to acute hospitals where appropriate

¢ Ambulance trusts maintaining the increase in deployed staff hours established in
2023/24, to maintain the peak increase in capacity agreed in operating plans.

e Systems increasing clinical assessment in NHS 111 and control centres compared to
2023/24, in line with national implementation principles for Category 2 segmentation.
This will ensure that patients who do not need a face-to-face response are transferred o
to the most appropriate service and supports effective prioritisation for ambulances.
This may include increasing access to paediatric expertise through a NHS 111
Paediatric Clinical Assessment Service, where supported by evaluation and business =
case development.

e Systems maximising opportunities to establish ‘call before you convey’ best practice ~
models to increase direct referral to alternative services, where clinically appropriate.
These best practice models include early access to a named senior clinical decision-

maker so that patients with the most urgent need are seen sooner. ®
e Ambulance trusts deploying the paramedic workforce, including ambulance support
staff, in the most effective way to meet ambulance capacity requirements in line with ©
local need.
e Ambulance trusts embedding culture improvement alongside the delivery of )
operational targets, by implementing the recommendations set out in the Culture
review of ambulance trusts. -
Case study: Moorfields Eye Hospital NHS Foundation Trust — Virtual Eye Pathway =
‘The Virtual Eye Pathway’ is an integrated virtual consultation pathway between NHS 111
and the Moorfields Eye Hospital within North Central London (NCL) and North East -
London (NEL) ICBs, which aims to reduce the number of calls related to urgent eye «
conditions that result in avoidable ED attendances.
With the new pathway, NCL and NEL ICB callers to NHS 111 with urgent eye conditions =
will be briefly assessed and then transferred to a virtual waiting room, after which they
shortly receive a specialist ED virtual ophthalmology assessment provided by a 5
Moorfields clinician. The clinician then streams patients to the most appropriate service
(often an opticians, a minor eye condition service or Moorfields itself) or provides advice
and guidance to enable self-treatment. o
Since the Virtual Eye Pathway launched in March 2023, 30% of patient callers who would
previously have resulted in a Type 1 ED attendance have been avoided, with patients ]
directed elsewhere. Those referrals that do result in an A&E attendance have the benefit
of being validated by a specialist clinician in advance of attendance. Wider benefits have —
included reduced patient wait times within NHS 111, especially where specialist ETC oo
ophthalmology assessment is required, and reduced Type 1 ED referrals overall. In
addition, access to this service has been expanded via the 111 Online channel so that 5

users of NHS 111 Online can obtain urgent eye care assessment directly through this
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online channel. The virtual eye service is also linked to the London 111 natural language
pathway development, so that users who declare urgent eye problems will streamline
directly to this service via NHS App/111 Online. w
1C. Reduce ambulance handover delays to support system flow N
e Handover delays still present a significant challenge to increasing ambulance service
capacity, particularly in certain areas. Due to the impact on patient care, reducing 3
these delays will be a key focus and action for systems to deliver in 2024/25. This will
remain a metric to better assess flow across UEC pathways and support improved
patient outcomes. @
~
Case study: Barts Health NHS Trust — REACH service
The Remote Emergency Access Coordination Hub (REACH) is a UEC collaborative in
North East London set up in October 2020. Developed and hosted by Barts Health NHS ®
Trust initially as a response to COVID-19, it aims to co-ordinate and deliver the most
appropriate secondary emergency care for patients. O
Ambulance service paramedics, urgent community response (UCR) and primary care
clinicians on scene with a patient are able to call the REACH service to receive -
emergency medicine consultant-led clinical advice regarding best options for the patient, ©
including support for appropriate non-conveyance. The REACH service provides
collaborative decision-making with the caller, facilitating remote treatment and discharge =
or direction to alternative care pathways where appropriate, which improves patient
experience and optimises utilisation of both community and in-hospital resources such as =
UCR, SDEC and virtual wards. N
In 2023, REACH took 11,600 calls from clinicians in the community (93% of those from
London Ambulance Service) and 4,200 referrals from NHS 111, with 10,300 patients &
managed without in-person ED attendance. This equates to a 29% ambulance
conveyance rate, a statistically significant reduction in ambulance arrivals in all boroughs -
served. =
With strongly positive patient and staff feedback, a system-wide saving of over £1.5 =
million a year and an estimated saving of 156 tonnes of CO2 emissions, REACH has o1
proven to be a safe and effective clinical co-ordination service.
>
1D. Expand bedded and non-bedded intermediate care capacity, to support
improvements in hospital discharge and enable community step-up care =
e ICBs and local authorities will need to review their BCF demand and capacity plans
to ensure that commissioned capacity meets forecast need, to support both discharge =
and step-up care. Systems should ensure accurate estimates of demand from
discharges and from community referrals are used to commission the appropriate
volumes and types of intermediate care capacity, supported by the increase in the o
Discharge Fund (from £600 million in 2023/24 to £1 billion in 2024/25). Plans will
14
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include making clear assumptions for average length of stay, and will actively consider
the most appropriate balance between Pathway 0, Pathway 1, Pathway 2 and
Pathway 3 discharges. They will take account of variations in demand over the course
of the year and building potential ability to flex into forecasting models. Further
support setting out the joint requirements for the NHS and local government to deliver
the objectives of the BCF is included within the Better Care Fund 2024/25 addendum
and associated demand and capacity planning templates. Plans will be assured
through the BCF assurance process to ensure they are robust and deliverable.

e When conducting demand and capacity planning, systems should work with
community and social care providers to ensure there is sufficient workforce capacity
with the appropriate skill mix to deliver the required capacity. This ‘right sizing’ of
capacity has been successfully achieved in some systems by making more effective
use of both registered and unregistered workforce, and by using other community
roles to support rehabilitation and reablement both in people’s homes and, where
appropriate, in community beds.

e The Intermediate care framework for rehabilitation, reablement and recovery following
hospital discharge, and the Community rehabilitation and reablement model, set out
the approach to service delivery.

Case study: Oxfordshire ICB — out of hospital care for people experiencing
homelessness

Through start-up funding from the DHSC Out of Hospital Care Programme, Oxfordshire
has implemented an excellent hospital in-reach and step-down service, which is helping
transform patient’s lives, prevent a return to rough sleeping, and dramatically reduce
discharge delays and avoidable readmissions from acute and mental health hospitals.

Under the leadership of a dedicated programme manager, and with support and funding
from the ICB, BCF and health and care partners, the programme has appointed
experienced housing officers co-located in acute and mental health hospitals. They bring
extensive legal knowledge related to housing applications in addition to working knowledge
of local housing and homelessness services to support ward staff in planning individual’s
transition from the hospital.

Oxford has opened 4 step-down houses with 27 beds in the community, which include
access to rehabilitation, reablement and recovery services, a social worker, occupational
therapist, clinical psychologist and community based mental health workers. This service
enables individuals to recover their mental health in the community and develop
independent living skills, and facilitates services coming together collaboratively to support
the individual.

The service has supported over 250 planned discharges from hospital (50% from mental
health wards). Where a discharge has included a stay in a step-down house, there has
been a 24% reduction in emergency hospital admissions and a 56% reduction in
presentations to EDs. Over the 12-month evaluation period, mental health bed days were
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https://www.gov.uk/government/publications/better-care-fund-policy-framework-2023-to-2025/addendum-to-the-2023-to-2025-better-care-fund-policy-framework-and-planning-requirements#:~:text=In%202024%20to%202025%2C%20the,social%20care%2C%20reablement%2C%20r

reduced by 89% — saving the NHS £657,000. Patients are no longer ‘stranded’ in hospital
and very rarely return to rough sleeping
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1E. Improve access to virtual wards through improvements in utilisation, access from
home pathways, and a focus on frailty, acute respiratory infection, heart failure
and children and young people w

e Systems maintaining capacity of virtual ward/hospital at home (HaH) beds, and
expanding access by ensuring utilisation is consistently above 80%. Guided by EN
feedback from systems, a new virtual wards operational framework will be produced
in spring/summer 2024 to help tackle variation, achieve further standardisation and

ensure the benefits of virtual wards/HaH can be realised at scale. !
e Systems (including local authorities) and providers working together locally to
increase the proportion of virtual ward beds accessed from home (‘step up’ virtual =
wards), including directing patients from EDs and SDEC following initial assessment
where appropriate. In doing so, it would be helpful to pay particular attention to 3
improving the coverage of paediatric virtual ward services and capacity.
¢ Anew patient-level dataset for virtual wards (the Virtual Ward Minimum Data Set -

[VWMDS]) is being developed. When launched, providers will be expected to submit
to the VWMDS, supporting local systems to have enhanced operational oversight of

virtual wards as well as to enable national benchmarking. Further information on ©
rollout will be published in due course.

"
S
Case study: Cambridge University Hospitals — virtual wards
In November 2022, CUH developed a virtual ward designed to deliver hospital-level care =
for patients in their own homes, using remote monitoring technology. The focus was on
delivering 45 occupied virtual ward beds by September 2023 that delivered step-down —
discharge care, to free up capacity in the hospital. N
A significant amount of pathway development work was undertaken to make the service =
available to every specialty in the hospital. Key to this was use of a remote digital ©
monitoring technology, which allowed the team to monitor the vitals of all their patients
continuously and spot when a patient was deteriorating. This helped build confidence with I
clinicians to refer their patients, given assurance as to the level of care and monitoring
they would receive.
In just over 1 year of being operational, the CUH virtual ward has onboarded over 1,500 7
patients from 23 different specialties, including frailty, oncology, surgery, orthopaedics,
cardiology and respiratory. It has exceeded its occupancy figure by almost double and )
the patient experience survey has a 97% satisfaction score. The wider benefits are
considerable, with significant length of stay and associated bed day savings. CUH is now I
developing its model further to start delivering step-up and admissions avoidance care,
and eventually include access pathways from primary care and care homes too.
®
°
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Priority 2: Increasing the productivity of acute and non-acute services
across bedded and non-bedded capacity, improving flow and length of
stay, and clinical outcomes

It is important to ensure that UEC and acute capacity is being used as efficiently and
productively as possible. This includes the NHS, local government and other system
partners working together to improve the timeliness of discharge from hospital and
community settings.

Learning during 2023/24

Actions taken in Year 1 of the UECRP to improve post-pandemic productivity have
demonstrated a length of stay reduction in overnight emergency admissions of over 4% in
2023/24.

Health and care systems across the country have driven length of stay reduction through
initiatives such as:

e Using the discharge ready date (DRD) metric (first published in November 2023) to
understand the proportion of patients not discharged on the same day as they are
clinically ready for discharge (that is, no longer meet the criteria to reside), the
average length of stay, and the distribution of those delays (that is, the proportion
discharged 1 day, 2-3 days, 4—6 days, 7—13 days, 14—20 days and 21+ days after
their DRD). These data support systems to understand variation both between trusts
and between local authority areas, and to identify where to target improvements.

¢ Implementing and maturing their care transfer hubs to manage discharges for patients
with more complex needs. A Sheffield University NIHR review of reviews — with
acknowledged limitations of the evidence base — found evidence in the published
literature that care transfer hubs show promise both for patient flow and UEC
performance and for quality of patient care, in areas such as reducing all-cause
mortality, hospital readmissions and ED visits.
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=
N
This learning has informed the planning guidance requirements and the supporting delivery
actions set out below for 2024/25. Further evidence is set out in case studies and links
throughout this section. w
Based on evidence from last year, key supporting actions for 2024/25 include:
N
2A. Reduce admitted and non-admitted patient time in emergency departments

e Service providers (in and out of hospital) working together to continue the focus on o1
initial assessment. Continue to increase the proportion of assessments received
within 15 minutes, and to increase the proportion of patients redirected to alternative =
services such as urgent treatment centres, SDEC and acute frailty services, as well
as urgent care response and virtual wards.

e Trusts ensuring that their medical model of care for the first 72 hours is optimised to N
eliminate the longest waits in the ED.

e Building on the evidence that inpatient flow interventions are an effective way to ®
decrease ED wait times, systems working with providers to improve flow into and
through acute beds by reducing excess length of stay and variation in high volume, ©
high bed use pathways.

e Trusts seeking to understand their non-elective length of stay in key medical —
specialties, particularly respiratory and cardiology, and how they compare to the ©
national mean and best in class via GIRFT model hospital datasets. Where evidence-
based, robust clinical pathways exist (for example, fractured neck of femur, stroke, =
STEMI, AF), trusts can review whether clinical pathways currently meet key time
stamps and take steps to monitor current levels of adherence as well as instigate
plans to improve this. o

e Trusts ensuring critical interventions during a patient’s in-hospital stay are in place,
delivered in a timely way. This includes: &
o a review by a senior decision-maker within the first 12 hours in hospital
o early planning and conversations around the patient’s anticipated discharge needs IN

with full involvement of patients, carers and families in line with statutory guidance

on hospital discharge and community support 5
o a care plan involving the patient and family/carer, and assessment against patient-

centred questions =
o adaily ward and board round (including weekends) on each ward.

e Trusts reviewing and auditing their internal professional standards, using the ECIST =
quide as a starting point.

e Actions to address the long waits that occur for many mental health service users are -
also beneficial, including: ®
o systems building on the successful rollout of psychiatric liaison services to all =

Type 1 EDs by working towards the ambition of responses within 1 hour of referral \O
19
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https://www.england.nhs.uk/long-read/uec-improvement-guide-to-specialty-support-to-the-uec-pathway-internal-professional-standards/
https://www.england.nhs.uk/long-read/uec-improvement-guide-to-specialty-support-to-the-uec-pathway-internal-professional-standards/

o systems and providers, including local government, reducing mental health
patient time in ED by tackling long length of stay of patients in acute beds waiting
for transfer to a mental health bed, and the length of stay for those in mental health
beds

o systems, including local government, focusing on improving whole pathway
patient flow through mental health, including dedicated improvement action on
discharge as set out in the 100 day mental health discharge challenge and GIRFT

programme.

Case study: Lincoln County Hospital, United Lincolnshire Hospitals NHS Trust -
admitted pathway criteria to admit (CTA) audit tool

Lincoln County has had long-standing challenges with exit block. Working with ECIST, it
developed a pilot to incorporate the criteria to admit audit tool into its standard admission
processes, via a designated shift within the consultant rota, 8am to 6pm, 7 days a week.

The CTA consultant reviewed all patients with a plan to admit to an inpatient bed,
including those who had been seen by the acute medical or specialty teams. If the patient
had improved clinically, or were deemed not to meet the criteria at the time of review,
then alternatives to admission were sought.

Early findings from the pilot have shown that this shift reduces admissions by 5-10 a day
— approximately 8—16% of total admissions. Findings from an initial CTA audit suggest
that over a week this equates to approximately 50 fewer admissions than pre-pilot with a
resultant saving of 260 bed days a week. Every admission avoided also results in a
decrease in bed wait time for the remaining admitted patients, improving overall
performance as well as outcomes for those patients.

Case study: Norfolk and Norwich University Hospital — non-admitted pathway
senior decision-makers

Norfolk and Norwich University Hospital prioritised a focus on the non-admitted pathway
mostly utilised by walk-ins, identifying that ED crowding had a negative impact on
efficiency and hypothesising that improvements in this area would yield multiple gains
downstream.

Following a review of the ambulatory pathway model it established that placing a senior
decision-maker (wherever possible at consultant level) as the first point of contact for the
patient would yield the greatest dividends in terms of making better use of ED
alternatives, ensuring patients received more guided work-ups, and resulting in more
rapid turnarounds for those patients seeking primary care and not UEC.

This team was put in place in November 2022, made up of nursing, medical and
healthcare assistants, and has seen a massive step change in the non-admitted pathway,
with corresponding change in 4-hour performance.
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https://gettingitrightfirsttime.co.uk/medical_specialties/mental-health-adult-crisis-and-acute-care/
https://gettingitrightfirsttime.co.uk/medical_specialties/mental-health-adult-crisis-and-acute-care/
https://transform.england.nhs.uk/media/documents/CtA_Audit_tool.ods
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2B. Reduce the number of patients still in hospital beyond their discharge ready date
(DRD)

e Acute providers continuing to improve in-hospital processes to improve timeliness of
discharge, including early discharge planning from the point of admission and early
involvement of care transfer hubs where patients are likely to have more complex
discharge needs.
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ICBs and local authorities, working with acute trusts and community/social care
providers maximising the effectiveness of their care transfer hubs, and ensuring their
care transfer hubs become increasingly mature over the course of the year. This
includes extending the scope of care transfer hubs to discharge from community beds
where practical and ensuring effective governance for care transfer hubs, including a
senior responsible officer across the NHS and local authority, clear escalation routes
and reporting, underpinned by high-quality, shared data. This includes ensuring the
right mix of nursing, therapy and social work professionals are available to work
directly with patients, families and carers to plan timely and effective discharge, with
appropriate support for recovery and reablement, and effective arrangements through
both ward-based teams and community/social care providers to ensure timely and
effective transfers of care. Care transfer hubs should work closely with ward-based
teams to ensure a ‘Home First’ approach to discharge, with a focus on strength-
based, person-centred decision-making and full involvement of patients, carers and
families.

Systems, including both the NHS and local authorities, implementing trusted
assessments to reduce duplication and ensure information is shared appropriately
through the pathway. Care transfer hubs work best when they have the authority,
knowledge of the local care landscape, processes and staffing mix to make effective
decisions that provide the right support to go home, based on patient need and
agreed by health and social care providers, supported by clear processes for case
management from the point of admission until discharge, and escalation of
challenges. Consideration may be given to holding a waiting list for each discharge
pathway, so that if a discharge fails, the next person who could take up that bed or
package of care is identifiable.

Systems and providers ensuring patients no longer meeting the criteria to reside are
discharged as early as possible in the day. Actions to deliver this include working with
services outside the hospital to co-ordinate an early discharge, and avoiding bedding
discharge lounges or, if there is no option, reverse boarding them with patients due for
discharge the next day, reducing acuity (and therefore risk) within the discharge
lounge.

ICBs and local authorities, working with acute trusts and community/social care
providers, using the new discharge metrics (derived from discharge ready date
[DRD] data) and data on reasons for delay to identify how to increase the proportion
of patients discharged on their DRD (that is, when they no longer meet the criteria to
reside) and how to reduce the average length of discharge delays. This includes
tackling the longest delays that are likely to be associated with poorer outcomes for
patients.
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Case study: South & West Hertfordshire — single point of contact

The Single Point of Contact (SPOC), South and West Hertfordshire’s ‘care transfer hub’,
merges health and social care discharge functions into one place to facilitate people to
be discharged from hospital rapidly, safely and appropriately.

Operating since 2020, professionals from Hertfordshire County Council’s Integrated
Discharge Team, Central London Community Healthcare NHS Trust and West
Hertfordshire Teaching Hospital NHS Trust work together to support on average 700
discharges a month; the majority of which are via discharge to assess. This is more than
double the number of people discharged with support in 2019. The SPOC uses a
‘discharge information form’ completed by health professionals to fully understand a
person’s needs and take a strengths-based approach to supporting discharge to the
most appropriate place, preferably home.

The SPOC enables:
e cross-organisation, person-centred triage and decision-making of referrals

e the person and their family carer to be involved in their discharge planning from
the point of admission

e the person to be discharged with the support most appropriate for them with
assessment being undertaken outside the acute hospital, achieving better long-
term outcomes

e simplified referral and discharge processes, reducing the amount of time a person
spends in hospital when there is not a medical reason to do so

e effective use of SHREWD, a shared data tool, to monitor real-time demand and
escalate any issues or challenges, while also feeding in data to the ‘DTA
dashboard’ which is used to inform system-level decision-making on capacity and
demand activity

o West Hertfordshire to operate within national guidelines and best practice

The SPOC also works with the Impartial Assessor (Hertfordshire Care Providers
Association) which supports timely transition from hospital to care homes by undertaking
any assessments on behalf of the home and ensuring communication at every step.

Case study: Waltham Forest — care transfer hub

Waltham Forest’s care transfer hub has representation from community services, their
acute provider and the voluntary sector. It also has local authority input from Waltham
Forest (including a dedicated broker and housing representative), Redbridge and West
Essex to input into multidisciplinary team (MDT) discussion and provide updates on
each patient awaiting discharge.
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=
N
It has found success from its care transfer hub model for a number of reasons. It has
established strong, partnership ways of working, which include twice daily attendance at
MDT discussions that are held virtually. Data sharing agreements are also in place to w
support access to partner’s systems and it has effective case management processes.
Since introduction of its hub, Waltham Forest has achieved more discharges down
Pathway 1 and fewer Pathway 3 discharges. =
Waltham Forest also operates an in-house ‘bridging service’ where support workers and
co-ordinators as part of the hub can provide care for Pathway 1 Waltham Forest patients o
for up to 5 days. This can support people to be discharged more quickly; an assessment
of care needs is subsequently taken at home, the patient has quick access to equipment >~
and reablement is provided at each care visit. It has found that as well as reducing
length of stay in hospital, this has resulted in better outcomes for the patient.
~
0e}
Case study: Swindon — care transfer hub
In January 2023, Swindon launched its care transfer hub with representatives from the S
ICB, Swindon Borough Council, Great Western Hospitals NHS Foundation Trust, First
City Nursing and acute and community therapy leads. The aims of introducing the hub
included improving patient experience, streamlining referral processes and applying an =
MDT approach to triaging referrals and facilitating timely discharge to improve flow.
People who are identified as individuals who may require additional support on -
discharge are referred electronically to the care transfer hub by wards. This can happen
at any time during their admission, from both acute and community hospital wards. Each
day, including weekends, the MDT comes together to make a decision for their Mo
discharge pathway and relevant referrals are passed onto the appropriate team. The
hub also holds daily NCTR calls to discuss discharges due that day and the following ~
day, where actions are set to facilitate discharge and cases can be escalated. ©
The hub is also underpinned by a strong ‘Home First’ model. Individuals who are
discharged down this pathway will be supported, via a multidisciplinary approach, for IN
ongoing health and social care assessments. Staff make joint visits to minimise
duplication and delays and, if required, ongoing care will be arranged for the individual. =
There is a system response in place under the SOP if there is a risk of readmission to
maintain safety.
>
2C. Reduce length of stay in community beds S
e Systems continuing with the actions identified to increase productivity of community
bed-based services following the maturity self-assessment undertaken in July 2023. -
0]
e Systems extending the implementation of best practice flow principles to community
beds. ~
O
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e Systems reducing discharge delays from community bedded units through timely
access to ongoing packages of care that support transition and continuation of
rehabilitation and reablement at home, reducing days away from home.

e ICBs and local authorities exploring ways to track length of stay in intermediate care
services locally, helping to improve the use of bedded and non-bedded intermediate
care for people whose rehabilitation and reablement needs requires it.

2D. Improve consistency and accuracy of data reporting

e Systems ensuring all trusts are consistently and accurately recording key metrics,
including SDEC activity in the Emergency Care Data Set (ECDS) and the Ambulance
Data Set.

e All NHS-commissioned community bed providers being registered and submitting
regular data to the Community Discharge SitRep, with updates to the dataset in mid-
2024.

e All acute and specialist providers ensuring that they are submitting high-quality and
timely DRD data for monthly publication, and that reasons for discharge delay are
captured accurately in SitRep or Faster Data Flow returns.

e Systems ensuring system co-ordination centres are fully embedded, including
operational standards and digital ‘near real-time’ footprint.

e Systems having arrangements in place to disaggregate data based on age, to
understand demand and monitor performance for children and young people.

Priority 3: Developing services that shift activity from acute hospital
settings to settings outside an acute hospital for patients with unplanned
urgent needs

During 2024/25, health and social care systems need to build on work underway to develop
services that support a reduction in attendances and admissions to hospital, and to improve
access to those services.

ICBs should work with local authorities, social care providers and VCSE partners to ensure
an integrated approach to providing health and social care, where necessary, for people with
urgent care needs — and to continue to strengthen proactive care for people most at risk of
emergency admissions, including care home residents and people receiving domiciliary
social care.

Parents and carers should be provided with access to clear, accurate information about
common illnesses in children and young people, promoting self-care and access to the right
care at the right time.

Learning during 2023/24

In Year 1 of the UECRP, health and social care systems have been working to build capacity
that supports people to have their urgent needs met outside a traditional ED.
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Zero-day length of stay (OLoS) has increased year on year since the introduction of a
mandate to support SDEC service provision 12 hours a day, 7 days a week.

There has been a 11% growth in OLoS emergency admissions during 2023/24, attributed in
the majority to SDEC growth. Many systems have successfully introduced and matured their
SDEC services to reduce both wait times and admission rates for some patients when
compared to an ED or acute medical unit.

This learning has informed the planning guidance requirements and the supporting delivery
actions set out below for 2024/25. Further evidence is set out in case studies and links
throughout this section.

Based on evidence from last year, key supporting actions for 2024/25 include:

3A. Increase referrals to and the capacity of urgent community response (UCR)
services

e Systems increasing referrals to, and number of patients treated in, UCR services,
building on the success to date of these services in preventing patient deterioration
and reducing pressures on other health services. This work has been most successful
where:

o there has been a focus on referrals from wider system partners including 999,
NHS 111 and care homes to improve step-up pathways as forms of both
attendance and admission avoidance

o technologies (including point of care testing) have been implemented to optimise
existing capacity

o referral pathways from technology enabled care (TEC) providers and SDEC have
been supported.

Case study: Oxford Health NHS Foundation Trust — urgent community response

The UCR service in Oxford, part of Oxford Health NHS Foundation Trust, delivers crisis
response for people who are at risk of a hospital admission in the next 24 hours. It
provides assessment, treatment and support in the patient’'s home to avoid a hospital
admission.

To help keep people at home, Oxford’s UCR team have developed strong collaborative
working between themselves and secondary care. A ‘consultant-on-call’ service has been
introduced where the UCR clinicians have direct access to an Oxford Health consultant
geriatrician, which enables a clinical conversation to take place. Together they devise an
agreed treatment plan for the person, often resulting in the person remaining at home
instead of being conveyed.

Patients are reporting positive experiences of receiving care through UCR with patients
saying the service is “amazing”, “brilliant”, “excellent” and one patient commenting that

they were “grateful for remaining at home”.

26

(0] 1

IT

cl

o1

14!

G

o1

LT

|1

61

132




=
N
3B. Ensure all Type 1 providers have an SDEC service in place for at least 12 hours a
day, 7 days a week
w
e Systems continuing to develop access components, and encourage specialist SDEC
development (such as frailty or paediatric) according to local demographic need.
e Systems, including ambulance trusts, increasing utilisation of SDECs by: =
o increasing the proportion of patients with direct access, increasing direct referrals
from outside the ED (NHS 111, 999 and primary care) o1
o reducing variation in the proportion of ED patients who are treated through the
SDEC o
o implementing the minimum standards of delivery outlined in the SAMEDAY
strategy. ~
e Providers working to improve consistency of reporting SDEC into ECDS by March
2025. %
Case study: Imperial College Healthcare NHS Trust — SDEC access improvement ©
project
Imperial College Healthcare NHS Trust has focused on improving access to SDEC ”
across both its sites, St Mary’s Hospital and Charing Cross Hospital. Direct electronic ©
booking was introduced in June 2023, allowing the local NHS 111 provider and the
ambulance trust emergency clinical assessment service (ECAS) to book patients directly =
into a slot at either SDEC unit without the clinician having to telephone the unit first.
Utilisation of this pathway showed a slow but steady rise as clinicians became familiar =
with the service — supported by a range of engagement efforts — rising from an average of
15 referrals a month to 55 referrals a month, an increase of over 250%. Associated
benefits include a reduction in clinical touchpoints, unnecessary triage and multiple &
handovers of care, as well as alleviating pressures within the ED.
Following the success of the direct electronic booking pathway, St Mary’s then introduced I
a direct access trusted assessor model for the ambulance service, whereby paramedic
crews could bypass ED and convey patients direct to the SDEC unit. Direct conveyances
have increased from an average of 20 a month at pilot launch to 36 a month in March &
2024. Imperial has since gone live with direct access at Charing Cross as well.
=Y
(@)
3C. Ensure all Type 1 providers have an acute frailty service in place for at least 10
hours a day, 7 days a week I
e Acute frailty units implementing the minimum standards in the FRAIL strategy
supported by initiatives to increase patient flow through direct access, front door frailty —
identification, timely access to diagnostics and access to specialist clinicians where @
appropriate.
e All acute trusts implementing a comprehensive geriatric assessment at the front \©
door, to increase the proportion of patients over 65 with a Clinical Frailty Score.
27
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e Systems working to understand and reduce variation in care home residents’
attendances at EDs.

w
Case study: Hillingdon Hospital — frailty assessment unit

N
Recognising the disproportionate impact that older adults with frailty have on ED
performance, admissions and hospital bed days, Hillingdon Hospital used 2022/23 winter
funding to develop its Frailty Assessment Unit in order to address these issues. o1
Following a successful pilot a business case was approved for the unit to continue
operating under the new model throughout winter 2022/23 and is now business as usual. o
Through a combination of avoided admissions and reduced length of stay for patients
admitted through the Frailty Assessment Unit, they were able to show a reduction of 127
bed days occupied by inpatients with a Clinical Frailty Score of 5 or more compared to ™
the previous winter.
The frailty team continues to see between 150 and 200 patients a month including 26% of o
all patients with a Clinical Frailty Score of 6 or more who attend ED and SDEC, and have

received good or very good feedback on 100% of the friends and family surveys. o

3D. Provide integrated care co-ordination services 2

e ICBs and local authorities working to understand the total demand for services that
provide an alternative to an ED attendance for urgent care needs, complemented by a =
review of capacity across all relevant services, including UCR, community pharmacy
and SDEC. Linking this to BCF demand and capacity planning for intermediate care.

e Systems working towards having core operational integrated care co-ordination W
structures as a minimum by October 2024, to help ensure the best response to patient
needs, with a focus on paramedic access to clinical advice to support alternative &
pathways to ED.

e Systems ensuring they have plans to surge acute respiratory infection (ARI) capacity I
as required. For some systems, this may include the provision of ARI hubs, including
paediatric ARI hubs for children. Analysis of ARI hub appointments from December
2022 found that ARI hubs can reduce pressure on ED attendance and free up &
capacity in general practice while improving same day access.

a

Case study: Leeds — Primary Care Access Line (PCAL)

The PCAL model aims to provide access to a range of services to prevent ambulance 3

conveyance or attendance at ED, specifically for health and care professionals (HCPs),

often GPs and ambulance CAS. HCPs are able to have a clinical conversation with PCAL =

and receive guidance such as direct booking and referrals to SDEC and other secondary

care services, as well as pathways to community and out-of-hospital services. The model

is nurse-led but the team are drawn from a variety of acute and primary care o

backgrounds.
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The service has grown from 10 calls a day in 2003 to 225 calls a day (over 80,000 calls a
year) in 2022/23, with access to over 50 clinical pathways, and Leeds showing lower than
average ambulance waits in ED compared to regional peers. The service has particularly w
high levels of positive feedback from Yorkshire Ambulance Service clinicians and has
been nominated by users for national awards.

N
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Annex 3: Joint working between the NHS and local government

The effectiveness of UEC services relies on the NHS, local authorities, and providers of
health and care services working together across the UEC pathway. Throughout the last
year, there have been excellent examples of ICSs bringing together organisations across
health, social care and wider community services to prevent avoidable hospital admissions,
improve discharge from hospital, community and mental health settings, and improve
outcomes for patients.

During 2024/25, the NHS and local authorities, working with the full range of relevant
providers, VCSE organisations and patients, families and carers, will need to build on and
strengthen this joint approach, working together with the following goals:

Build on progress in reducing discharge delays and improving discharge outcomes

e Further improvements in demand and capacity plans for intermediate care,
based on reviewing patterns of demand and capacity in Year 1 and Year 2 and
ensuring demand and capacity plans link with both NHS planning assumptions for
UEC and local authority planning assumptions for adult social care.

e Further optimisation of care transfer hubs by implementing the 9 priority areas of
focus as set out in the Intermediate care framework for rehabilitation, reablement and
recovery following hospital discharge, with a particular focus on cohorts with the most
complex needs, including patients experiencing homelessness, complex dementia or
mental health conditions.

e Enhanced focus on improving discharge from community settings, building on
the work done on implementing care transfer hubs in acute settings.

e Sustained focus on early discharge planning and 7-day discharge
arrangements, working across hospital wards, care transfer hubs, care providers and
care homes.

e Embedding a ‘Home First’ approach to support recovery at home.

A stronger focus on preventing avoidable hospital admissions

e Improving proactive care through collaboration across the NHS, adult social care
and related services for people most at risk to prevent people’s needs from escalating;
for instance, through falls prevention, home adaptations and assistive technology,
telecare, and healthcare input into residential and nursing home settings.

¢ Providing rapid community-based forms of crisis response to avoid, where
possible, acute hospital stays, including strengthening social care input into virtual
wards.

Joint planning of workforce interventions

e Developing the therapy and reablement workforce needed for high-quality
intermediate care.
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e Developing the workforce needed to provide specialist care for people with more
complex needs (for example, dementia nursing).

¢ Implementing new workforce models as set out in the Intermediate care framework «
for rehabilitation, reablement and recovery following hospital discharge

N
Case study: Stockport Place, Greater Manchester ICS and Stockport NHS
Foundation Trust/Pennine Care NHS Foundation Trust — high intensity use (HIU) !
service
Stepping Hill Hospital ED is supported by a HIU service, which identifies the top 250 A&E o
attenders within a 3-month period for dedicated support. The service is non-punitive, non-
medical and is focused on supporting people with ‘chaotic’ or difficult lives while offering 3
social, emotional and practical support. The impact of HIU services is significant, with a
broad estimate of between 300 and 400% ROI, as well as the immeasurable benefits to
patients: oo

James, 47, lived alone and had Crohn’s disease and was on a waiting list for a stoma, but
his surgery was cancelled. In this time, his mental health rapidly declined, and he ©
attended ED 80 times in 12 months, sometimes twice a day — the majority by ambulance
— and resulting in 11 non-elective admissions.

The HIU service adopted an assertive outreach approach, working on meeting his wider S
social needs including linking into the Crohn’s Network for peer support. Furthermore, the
HIU lead expeditated the necessary procedure and joined up his care. James’ =
attendances to A&E stopped altogether and his mental wellbeing has improved
incredibly. He now feels he can live life to the full and is very grateful for the intervention,
saying “l know | can, but | don’t want to have to attend A&E ever again.” o
To support these objectives: «
e ICBs and local authorities will already be planning how to make most effective use -
of the BCF, including the £1 billion Discharge Fund (an increase of £400 million over +
2023/24), to provide services that best meet people’s needs for community-based
care and support and maximise health and independence. &
e NHS England and the Department of Health and Social Care (DHSC) will continue
to work with the NHS and local authorities with the greatest UEC pressures to help =
develop system-wide improvements, building on the work of the Discharge Support
and Oversight Group but with an enhanced focus on admissions avoidance and on
flow through intermediate care. This will include further work to spread good practice 3
in capacity and demand planning for intermediate care and in the use of care transfer
hubs. —
0]
e NHS England and DHSC, through the joint Discharge Support and Oversight Group,
will use data on discharge delays and reported reasons for discharge delays, -
O

alongside other available data, to measure progress across the NHS and local
authorities in improving discharge, including improving flow through both bed-based

31
137


https://www.england.nhs.uk/publication/intermediate-care-framework-for-rehabilitation-reablement-and-recovery-following-hospital-discharge/
https://www.england.nhs.uk/publication/intermediate-care-framework-for-rehabilitation-reablement-and-recovery-following-hospital-discharge/

and home-based intermediate care, whether NHS commissioned, local authority
commissioned or jointly commissioned.

NHS England and DHSC will go further to align and improve the universal and

targeted support available through NHS England and the BCF support programmes.
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Annex 4: Learning from UEC tiering

Analysis of the UEC tiering approach has shown that Tier 1 and Tier 2 improvement over the
last year has been material, particularly in 4-hour performance.

Although all tiers have shown a percentage point increase in key metrics since UEC tiering
support commenced. Tier 1 and Tier 2 systems with a Type 1 ED have shown a greater
percentage point increase in some of these metrics. As can be seen in the chart below, Tier
1 trusts saw a 3.6 percentage point improvement in ‘All Type’ 4-hour performance and a 4.9
percentage point improvement in “Type 1’ performance. Tier 2 systems in turn showed a
greater improvement than Tier 3 in reduced ambulance handover delays.

Improvement by percentage point in tiering metrics (original cohort)
M Tier 1 Tier 2 [ other

. Reduction in Proportion of Ambulance Reduction in Proportion of Beds Occupied
4 Hour Performance (All Type, Excluding 4 Hour Performance (Type 1 Only, CRS Handovers O'?rer 60 Mins (Daily by Patients with 2 Length of Stay Ovef 14
CRS Trial Sites, AE Monthly Published) Excluded, AE Monthly Published) Ambulance Collection) Days (UEC Daily SitRep)

6.9

45

13

0.8

0.7

Early findings from reviews of tiering support indicate that this approach works best where:

e strong system leadership provides system accountability and assurance of delivery
and long-term, sustainable improvement

e collective, system-wide improvement is delivered through collaboration across the
entire UEC pathway, including primary care, community services and mental health

e improvement approaches and performance oversight are supported and driven by
data

e prioritisation of improvement opportunities is focused on the interventions that will
have the greatest patient impact
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Classification: Official-Sensitive m

England

To: e Integrated care board: NHS England

- chairs Wellington House
- chief executives 133-155 Waterloo Road
- chief operating officers London
- medical directors SE18UG |
- chief nurses/directors of nursing

e Integrated care partnership chairs 26 June 2024

e NHS trust:
- chairs

- chief executives

- chief operating officers

- medical directors

- chief nurses/directors of nursing

e Regional directors

CC: e Local authority chief executives

Dear colleagues,

Action required: Maintaining focus and oversight on quality of care and experience in
pressurised services

Thank you for everything that you and your teams continue to do to provide patients, the
public and people who use our services with the best possible care during the period of
sustained pressure that colleagues in all health and social care services are experiencing.

Despite the hard work of colleagues, and everything they are achieving in the face of these
challenges, we would all recognise that on more occasions than we would like, the care and
experience patients receive does not meet the high standards that the public have a right to

expect, and that we all aspire to provide. S
However busy and pressurised health and care systems are, people in our care — as well as
their families and carers — deserve at all times to be treated with kindness, dignity and %

respect. This week’s Channel 4 Dispatches documentary, filmed in the Emergency
Department at Royal Shrewsbury Hospital, was a stark example of what it means for patients
when this is not the case. While Urgent and Emergency Care (UEC) is facing real pressures
as a result of increasing demand, lack of flow and gaps in health and social care capacity,

Publication reference: PRN01417
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the documentary highlighted examples of how the service some patients are experiencing is
not acceptable.

We are therefore asking every Board across the NHS to assure themselves that they are
working with system partners to do all they can to:

e provide alternatives to emergency department attendance and admission, especially
for those frail older people who are better served with a community response in their
usual place of residence

¢ maximise in-hospital flow with appropriate streaming, senior decision-making and
board and ward rounds regularly throughout the day, and timely discharge, regardless
of the pathway a patient is leaving hospital or a community bedded facility on

These interventions are clearly set out in the UEC recovery plan year 2 document, and it is
evident from the data that those systems with fewer patients spending over 12 hours in an
emergency department are doing a combination of all of them, consistently, with direct
executive ownership.

In addition, wherever a patient is receiving care, there are fundamental standards of quality
which must be adhered to. Corridor care, or care outside of a normal cubical environment,
must not be considered the norm — it should only be in periods of escalation and with Board
level oversight at trust and system level, based on an assessment of and joined up approach
to managing risk to patients across the system (through the OPEL framework). Where it is
deemed a necessity — whether in ED, acute wards or other care environments - it must be
provided in the safest and most effective manner possible, for the shortest period of time
possible, with patient dignity and respect being maintained throughout and clarity for all staff
on how to escalate concerns on patient and staff wellbeing.

While these pressures are most visible in EDs and acute services, they are also wider issues
which need whole-system responses, including local authorities, social care and primary and
community services. There is therefore a shared responsibility to ensure that quality (patient
safety, experience, and outcomes) is central to the system-level approach to managing and
responding to significant operational pressures.

In achieving this, Board members across ICS partners should individually and jointly assure
themselves that:

e their organisations and systems are implementing the actions set out in the UEC
Recovery Plan year 2 letter

e basic standards of care, based on the CQC’s fundamental standards, are in place in
all care settings

e services across the whole system are supporting flow out of ED and out of hospital,
including making full and appropriate use of the Better Care Fund

e executive teams and Boards have visibility of the Seven Day Hospital Services audit
results, as set out in the relevant Board Assurance Framework guidance

e there is consistent, visible, executive leadership across the UEC pathway and
appropriate escalation protocols in place every day of the week at both trust and
system level

Copyright © NHS England 2024 2
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e regular non-executive director safety walkabouts take place where patients are asked
about their experiences in real time and these are relayed back to the Board

In line with the NHS operating framework, regional COOs, chief nurses and chief medical
directors will continue working with ICB colleagues across systems (CMO, CNO,
COO/CDOs) and trusts to support a planned approach to clinical and operational
assessment of system pressures and risks, ensuring an integrated approach to any tactical
response and balancing clinical risk across the system. This collaboration should include
provider CEOs, system executives, local authority, and third sector partners where
applicable.

Where any organisation is challenged we will work with you to use the improvement
resources at our disposal, including clinical and operational subject matter expertise from the
highest performing organisations, GIRFT, ECIST and Recovery Support. We also have a
joint improvement team with the Department for Health and Social Care for complex
discharge led by Lesley Watts, CEO of Chelsea and Westminster. If you are unclear how to
ask for help in any of these areas, please do so via your regional COOQ in the first instance.

We recognise that all colleagues across health and social care are working extremely hard in
very difficult circumstances, and that UEC is not the only pathway in which this is the case.
However, there are interventions and standards that do make a difference and can address
much of the variation in quality and waiting times across the country, and it is incumbent on
us all to do everything we can to ensure that the poor quality of care we saw on Monday
evening is not happening in our own organisations and systems.

Yours sincerely,

Sarah-Jane Marsh Dr Emily Lawson DBE

National Director of Integrated Urgent and Chief Operating Officer

Emergency Care and Deputy Chief NHS England

Operating Officer

NHS England

< 1A

Professor Sir Stephen Powis Dame Ruth May

National Medical Director Chief Nursing Officer

NHS England England
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Purpose of Paper

1.1.

2. E

Why is this paper going to the Board and what input is required?

Following receipt of the Staff Survey results for 2023 (Appendix 1), the Board and The
People Committee have been discussing for some months aspects of the culture and
leadership capabilities in the organisation and the perceived impact of these on
performance, staff engagement and morale.

The purpose of this paper is to recommend to the Board an organisational development
programme to support a review of the prevailing culture of the organisation and the
development of a leadership strategy to ensure that we consistently maintain a high-
quality care culture.

It is proposed that to create a sense of urgency and energy (Appendix 2), describes our
strategic response to phase 1 actions so far in conjunction with some of the staff survey
actions in (Appendix 1).

The Board is asked to formally approve the implementation of this Culture and
Leadership Programme and seek assurance on the progress to date. The Board is also
asked to meet with the new change team and approve that the draft outcome measures
in (Appendix 3) to support and compliment the planned work on our strategy and
corporate objectives is brought back in August/September 2024.

xecutive Summary

2.1 Context

Following the Board development day in June and the people committee in July, where
the Board discussed where we are now and the Culture and Leadership programme.

It was recognised that the Culture of the organisation impacts all levels of the
organisation and a renewed focus on culture and leadership will enable Shropshire
Community Health NHS Trust to address the areas highlighted in the recent 2023 staff
survey and ensure the interventions already in place improve staff experience.
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2.2 Summary
The programme that is being proposed by the Director of People and OD is one that has T
been co-designed by NHS Improvement, the Kings Fund and a number of NHS
organisations, to help Trusts develop a culture that enables and sustains safe, high
quality, compassionate care. =
Culture in organisations, often described as ‘the way we do things round here’
fundamentally affects the way staff treat each other and patients. The biggest influence
on culture is the leadership in the organisation. Collective and compassionate leadership 3
is the key to creating cultures that will give NHS staff the freedom and confidence to act
in the interests of patients and can support sustainable operational and financial
performance. -
This programme provides a series of practical resources to support trusts to diagnose
their cultural issues, develop collective leadership strategies to address them and
implement any necessary changes. The programme consists of three phases — ©
diagnose, design and implement.
2.3 Conclusion
This programme would support the delivery of the Trust’s Strategy and our aspiration to 5
achieve our ambitions complimented by the NHS People Promise Exemplar programme
which the Trust is also implementing to deliver on the elements of the NHS People
Promise, Staff Survey and CQC Well Led Domain. Support and involvement from the H
Board of Directors is essential for the success of this programme.
3. Main Report —
3.1 Introduction °
This paper explains:
(==Y
3.2 What the Culture and Leadership programme is and where are we now «
3.2.1 Our strategic response and actions in response to the culture and leadership programme
taken so far are listed in Appendix 1 as well as a list of actions over the last year in N
response to the staff survey results are listed in Appendix 2. The programme
recommends that the culture of the Trust, and success be measured through a variety
of quantitative data metrics and qualitative information; this should be in relation to both s
our staff and our patients are listed in Appendix 3 and will be presented back to the
board in September 2024.
3.2.3 NHS Improvement has created a toolkit of resources that can be used to collect both o
the quantitative and qualitative data for Phase 1. The type of diagnostic tools used
are described in Appendix 1. In addition to using the outcomes of staff and patient
surveys a culture assessment tool and staff interviews are also used. During the S
discovery phase we use a set of diagnostic tools to establish what the culture is in our
organisation, where there are strengths and where there are areas to develop.
3.2.4 For this programme to gain traction and commitment it requires the %
creation of a team to steer and direct the programme . The recruitment of the Cultural
Change team (Appendix 1) will need to be supported with both protected time and
work space to carry out the programme. Many people will be involved across the 2
2
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organisation. However, the core team will include People and OD Director as
Executive sponsor this team will:
(S}
¢ Create a sense of urgency and energy
¢ Develop the right vision
e Communicate effectively for buy in =
e Empower action
¢ Create short term wins and will include representation from across the whole
organisation and from all levels of leadership. It is important that it also includes
representatives as part of the Trust’s equality goals. N
3.3 How the Board can support the programme ®
3.3.1 Support from the Board of Directors is essential for the programme as
described in Appendix 1 and includes raising awareness with staff and stakeholders. S
4.0 Conclusion
4.1 The programme has three phases: =
Phase 1: DISCOVER °©
* Diagnostics to identify the culture of the organisation
* 3- 6months (June 2024 — August 2024). =
Phase 2: DESIGN
» Development of collective leadership strategies 5
» 3 months (August 2024 — October 2024).
Phase 3: DELIVER —
* Implementation of collective leadership strategies ©
* 12 months (August 2024 — August 2025)
Work has commenced to test and refine the recommended criteria to ensure it is fit N
for a Community Trust setting, and to document the baseline against these outcomes
in order to measure progress. Progress on this programme will be reported into the
People Committee regularly including presentations at Board. &
Sy
o)
3
(==Y
0
°
3
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Shropshire Community Health

Culture and leadership programme NS Trust

Programme To implement a collective leadership strategy to embed cultures that enable the delivery

outcome of continuously improving, high quality, safe and compassionate care.

Pha§e 3
Deliver

Phas_e 2
Design

_Phase 1
Discover

Tools to identify the Development of Implementation of
culture of our collective leadership collective leadership
organisation strategies strategies
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NHS

Shropshire Community Health

Phase 1: discover NHS Trust

Culture and outcomes dashboard Patient experience

High level understanding of culture and Understand patient’s experience of
related outcomes culture

Board interviews
Culture focus groups

Understand the board’s approach to
supporting effective organisational
culture

Understand individuals’ experience of
current organisational culture

BE R IR L3 CEELE S Leadership workforce analysis

Understand staff and stakeholder views
on behaviours of your organisation’s staff
and leaders as a whole

Understand the organisation’s needs on
leadership workforce capacity

Synthesis: Bring together the results of the diagnostic
resources

|
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Shropshire Community Health

Culture Dashboard

) ()21 Score =022 Score 3023 Score

Support & Compassion
80.00%

70.00%

Equity & Inclusion Vision & Values

Learning and Innovation Teamwork

Goals & Performance

NHS Trust
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Progress — Shropshire Community Health
NHS Trust

Strategic response to phase 1 actions

A key focus on our journey and in our People Plan is to make our Trust a great place to work for everyone

&b i -

Culture Annual recognition and awards Health and wellbeing

Divisional Culture Dashboards Annual EDI, Recognition and Wellbeing events included in
being created Celebration calendar developed calendar

Actions to be set by divisions Menopause & Andropause
supported by the HR and OD Work underway to plan resource for awareness and support sessions

team and presented to the oI SHEAES Award.s BUETE Ele being delivered
: : Trust Star Awards aligned to the
People Committee in September

Cultural Characteristics
Health & Wellbeing Days planned

Freedom to Speak up offer for delivery in Autumn
refreshed and relaunched

}
-
}
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Progress - NHS Trust

Strategic response to phase 1 actions

A key focus on our journey and in our People Plan is to make our Trust a great place to work for everyone

o =

Programme Planning Leadership

Change Team advert and expression of interest Leadership Masterclasses advertised
developed

Leadership development programmes advertised
Culture Champions opportunity advertised

Strategy, Visions and Cultural Characteristics re-
Outcomes and success measures baseline being launched
identified

Inclusive Leadership sessions delivered

Board EDI development session completed

}
-
}
:
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Shrop Com Change Team

Yo Shropshire Community Health
NHS Trust

Cultural Transformation at ShropCom -
w do you want to join our Culture Change Team?

",

Y
A When we tali shout aur cultuce, we mean the values lived by #= emplovec’s sverpday’- these may not be
| the samn 2 the stated values. Culture shapes owr behardours, our acperionces, the quality of pationt care
=nd our overad] performance . Ib determines cvorything we do
|

,-" NHE kmprovament have partnered wih the Keg's Fund and the Centre for Createe Lesdership to provice @
pracbcal wipport ard resources o help prowiders Includicg Temem ShropCom! across the UK to improwas
theesr culture, which has resutted in something called the Culture snd Lesdership Programme

Several NHE argan=ations have already signed-up to the programmae and are resging the benefits. This

programme te fully wpported by both NHS improvement and the NHE Leadership Academy Onice appointed the Change Agents will be responsible for:

Alipnad 1o our ACE Cultural Characteristics, we want a type of culture where staif ot all levels are . i
=, Attionding Tha initiad isanch owent
empoweed as indwiduals and 0 1eams b sct o Im@rowe care within and across Shrop Comi, The s in J R i % =
@ = Detinkng the guesticrs @ Dhscover” what the culure o like at Sheoplom
contrast 1o command-and-control coffunes which'are not conduche 1o achieving bgh qualiy care; we I 2
% 2 Ectablich the process for collecting Irformation fvisws fdata

wan! "Leadership of all, by alt and for all'. Throogh strategies which deliver collective, compaszionate, . b

- Gathering and processing data mcluding conducting oo groups ard interviews
anit mchusive leadership, this programme airs to create high quatity care cultures

Cammumimating the process and emerging knowledge 10 the orgarsatio
AHmnding project besm mestings
'y Producing a high-guality report cn the oatoomes of the Decovery process and feeding back with
Poaple Pramese manager, Rebecos: Smith? :

recomme ndatics to the Board

What better wary ta start o own Colture and Leadershep Programme: with the recent recrustmient of our

Modelling cofiective leadership and supporive team working
N we need your help to impiement The Cotture and Leadershap Programene by recruiting & e .
2 P! i "E Hanning the next steps for Decign and Delvery phazes of culture change for ShropCam.

maltidisciplinary team of people from different backgrounds, job mles, pay bands and professions

= D yous wart to miluence the cidhere and keadership of ShropCom? . -
z R 2 5 : In tokal we envisage that yeu will be spending op to- 2 days per month on the Culture Change Team
» Do you want to tackie the chaslenges facing oor ShropCom heod on and be part of the solution? s ks g A 2
T 2 = ® chivities between September 20824 and Febouary 2025 @& manthsl and up to Vday a manth beyoed that
» Are you passionabo about impraving the workong exserience of s smpiovees at ShropCom?
» Are you keen to develop and lsarn® A o
Mext stepa:
» Do ymua ward 1o hove 350y when o comes 1o Branding and creating an idertity for e Trust? ,."’I = sign up? =
L Are you happy to chasmpian our cufture ambiions and wins across the Trust and on sooad media™ '
= Are o 8 cuvsous Endividual, motivated 1o wotk beyont your corrent robe? | « [5zin line marager sign ol and endorsement prior 1o subimatng yous appécation of intorest
~ e pni= .
» Do you want to-heip bring the People Promise alive? I|II + LCompiate the sttached M5 farm: Link Beiow
) + Espressions of interast will be reviewed by the Pecple beam agamt the' above ostena ard b ensur'e

b we have & represontatae group

o Tasam 2= wee roll out The Cullure and Leacssskan
s Applcants will 1hen be mformed by 3Tt Asigust

Thaen wr wasit 1o hear from you! poin the Char
Progrmme, 1o understand ower culture and in

hture. For you tor our callsaguses and tor cur petionds

Ty consstant compass ionade, divesss and Incluaive

B youl wash bo be part o the programmes bt cannoct cormmit ta the Charge Tomere, yot yomd are wilkng to
suppart whore yoo can, than please complete the M5 form snd check the requined box 3t 1he end of the

Wfhy join the change- team? o o,

« Intluence decizion madeng: contribute your insights and cxpertise to fiuence sirategic decizions bor

ShropCom
« Coflatiorate across disciplines: working alongside callragues fram different areas and rofesacros
B 3
ShropCom e
= Mizioe a difference: drive mes=ningful change across ShropCom fo enhanoe employen exparienca, 'E"?'L ﬁmz_
review our culbture and leadership betaeours, bring Tha People Promise” slse, and smprove the carn ' * !r'_'|" @ Lia i % .
W provide tooour patients and commusnities ﬂ‘. P o Ty

%m0
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Annual Calendar

Shropshire Community Health|"

Shropshire Community Health
NHS Trust d

Local © ° Question Time o Health & Wellbeing o Health & Wellbeing * Week of Celebration © Schwarts Round - Values Week @
.. (24t) Days (8th & 31 Days (5th & 13% Long Service Awards Osweatry (28
Initiatives e Schwarts Round — *  Work life balance +  Question Time (22" Recognition
Shrewsbury (24%) week (7t-11% Schwarts Round — Volunteers
° ACP Academy Schwarts Round — Shrewsbury (21 Week/Celebration

Conference 2024
(261)

o STAFF SURVEY?

. Flu Campaign?

Shrewsbury (20*)

Schwarts Round —

Whitchurch (9%

Awareness . National Cycle to Work Day (1) . Pension Awareness Stoptober International Men’s National Grief Awareness Digital Health Forum ion
Schizophrenia . National Opportunity Week (9t — 15t Breast Cancer Awareness Health Month Week (2n9— gt Time to Talk Day (1)
Days Awareness Day (24) Day (13) . World Suicide Month (Movember) World Aids Day (1°) World Cancer Day (4t") géﬂ
. World Hepatitis Day . Bank Holiday (26) Prevention Day (10t) National Cholesterol Mouth Cancer Action Eating Disorder
(28) . Ask about Asthma Month Month Awareness Week (26t 4th)
Week (11t) Speak Up Month International Community Feb - 3 Mar) ay
. World Sepsis Day (13t) Baby Loss Awareness Health and Care Day (1% Rare Disease Day (29t)
. World Patient Safety Month (9t -15th) International Stress me Day
Day (17 World Mental Health Day Awareness Week (5 —
e . National Alzheimer's (10t)
5 7 Day (21%) World Menopause Day Remembrance Day (11%) o\
. Falls Awareness Day (18th) National Self Care Week
(22) Learning and Innovation (a3th)
. World Biggest Coffee Week 14t-18t Anti-bullying Week —
Morning (27 Infection prevention (11t -17t)
control week (13th — 19t) Mental Health (13t)
Trans Awareness Week
(13— 19t%) J
. World Diabetes Day
(14%)
. International Men’s Day
(19%) o
weare recognised 16 Days of Action Against
crewarded Domestic Violence (25%;
0¢}
EDI . South Asian . South Asian Heritage UK National Inclusion Black History Month (1% - o Diwali (1) . Disability History Month . Orthodox Christmas LGBTQIA+ History Zero Discrimination|Day
Heritage Month (18 Month (18 Jul-17 Week (2314 — 29t 31%) . Inter-Faith Week (12th - (16" Nov — 16" Dec) (7). Month (1)
celebration Jul-17 Aug) Aug) Show Racism the Red Card 19t) International Day of . Kerala New Year (1%) . World Interfaith . Ramadan (10" Mar— 9t
(21 . Trans Awareness Week People with Disabilities . World Religion Day Harmony Week (1%t-7t) Apr)
3 (13th-19t) (39) (215 . Lunar New Year (10%) Neurodiversity Celepration
. Disability History Month . Hanukkah (25t — 34) . Holocaust Memorial . Lent (14t Feb - 28t Week (18t -24t
(16" Nov — 16 Dec) . Christmas (25t) day (27t) Mar) . International Day fdr the
. Transgender Day of Elimination of Racid
Remembrance (20t) Discrimination (21
. Easter (29" Mar — {*t Apr)
o International Transgender

Day of Visibility (31T

We each have
a voice that
counts

[y
@)

National ° HSJ Partnership ° Student Nursing ° HSJ Digital Awards 0 National Institutp for
Awards (7t) Times Awards (TBC) Health ResearchfiHR—
Award (TBC) ° Nominations open Awards (TBC) =t
Entry ° RCN Nursing for NHS 0 Health Tech (TB¢) =
. . Awards (TBC) Parliamentary
Deadlines safe o +  British Journal of Awards (29t)
Nursing Awards
2024 (TBC)




NHS

Shropshire Community Health
NHS Trust

People Plan, People Promise and NHS HR and OD vision
2030

New ways of
working and
delivering care

Growing for
the future

Belonging
inthe NHS

Looking after
our people

We are

a voice that alyays ;vf ij‘|,|
i exi
Waare ) counts learning y We are
compassionate We are a team
andinclusive we ore recognised ?‘i‘geltanhd
andrewarded ¥

the Creating a Ensuring Supporting the Leading Embedding Enabling new-ways
and great employee o and developing of all improvement, digitally °fW°_""'-'"9 sl
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Staff Survey Summary 2023
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Our 2023 Staff Survey Results m

® & &0

We are
compassionate We are recognised We eachhavea Wearesafeand  We are always
and inclusive and rewarded  voice that counts healthy learning We work flexibly We are ateam  Staff Engagement Morale

Score (0-10)
(9]

2

1

0

7.54 6.16 6.73 6.13 5.54 6.65 7.00 6.95 5.86
Best result 7.96 6.76 7.36 6.64 6.32 7.22 7.41 7.40 6.43
~ Average result 7.75 6.51 7.15 6.42 6.04 6.93 7.20 7.26 6.23

~ Worstresult 7.30 5.99 6.73 6.07 5.54 6.40 6.82 6.89 5.78
Responses 844 843 842 841 808 840 841 845 845




2022/2023 Results Comparison

—

( Staff Engagement \ / Morale \ We are compasswnate\ ( We are recognised [We are always learning

and inclusive and rewarded
.- ‘ f | }

[ 2023 Score: 6.2 2023 Score: 5.5

2023 Score: 6.9 [ 2023 Score: 5.9 2023 Score: 7.5

2022 Score: 7.1 ) @22 Score: 5.8 /] C)ZZ: Score 7.6 / Q)ZZ Score: 6.1 / Kzozz Score: 5.3
/ We are a team \ We each have a \ [ We work flexibly \ / We are safe and \
healthy .

voice that counts

2023 Score: 6.7 2023 Score: 6.7 | 2023 Score: 6.1

(0]

[ 2023 Score: 7.0

IT

2022 Score: 6.5

@22 Score: 6.9 /] @22 Score: 6.9 ) \ / @22 Score: 6.1
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Theme

Sub-Scores

T

Comparator Information |G CIAIET Rl PE 0 [ ENIEENT) P11 7K}

PP1_1 Compassionate culture sub-score
PP1_2 Compassionate leadership sub-score
People Promise element 1: We . . .
are compassionate and inclusive PP1.3 Diversity and equality sub-score
PP1_4 Inclusion sub-score
PP1 We are compassionate and inclusive score
People Pmmlse element 2: We PP2 We are recognised and rewarded score
are recognised and rewarded
PP3_1 Autonomy and control sub-score
People Promise element 3: We .
each have a voice that counts PP3_2 Raising concerns sub-score
PP3 We each have a voice that counts score
PP4_1 Health and safety climate sub-score
People Promise element 4: We PP42 Burnout sub-score
are safe and health
Y PP4_3 Negative experiences sub-score
PP4 We are safe and healthy score
PP5_1 Development sub-score
People Promise element 5: We .
are always learming PP5_2 Appraisals sub-score
PP5 We are always learning score
PP6_1 Support for work-life balance sub-score
People Promise el.ement 6:We PP6_2 Flexible working sub-score
work flexibly
PP6 We work flexibly score
PP7_1 Team working sub-score
People Promise element 7: We .
are a team PP7_2 Line management sub-score
PP7 We are a team score
E_1 Motivation sub-score
E_2 Involvement sub-score
Theme: Staff Engagement
=3 Advocacy sub-score
E_4 Staff Engagement Score
M_1 Thinking about leaving sub-score
M_2 Work pressure sub-score
Theme: Morale
M_3 Stressors sub-score
M_4 Morale score

Organisation 2022 | Organisation 2021

(0)8

IT

160




Some of the Interventions delivered in 2023/2024

O Participating in the National People Promise Exemplar programme
O Delivery commenced on Civility and Respect training
QO Delivery of Inclusive Leadership training

O Delivery of Wellbeing Conversations training

O Collaborative working with Shrewsbury and Telford Hospital NHS Trust
- Enabled staff to access Masterclasses, Leadership and Manager training
- Enabled staff to access SaTH Psychology Services

O Staff Listening Events and Feedback Button

O Wellbeing Days

O Long Service Awards afternoon Tea and International Nurses Welcome Event
O Appreciation Station on Staff Zone with digital cards

O Relaunch of Freedom to Speak Up and more champions appointed

O Flexible Working Campaign including toolkits, policy review and awareness/development sessions
0 Menopause and Andropause Campaign including new policy and awareness/support sessions

4 Introduced Pregnancy and Baby Loss policy

O Delivered Neurodiversity awareness training

(0)

IT
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NHS Culture & Leadership Programme: Outcome Dashboard

Vision_and_Values

gl17a - | would feel secure raising concerns about unsafe clinical practice.
g21a - Care of patients / service users is my organisation's top priority.
g21b - My organisation acts on concerns raised by patients / service users.
care provided by this organisation.

q3b -1 am trusted to do my job

g6a - | feel that my role makes a difference to patients / service users.
Emergency readmission rates 30 days

Summary Hospital Mortality Indicator (SHMI)

Cases reported to FTSU Guardians anonymously

Cases of detriment as a result of Speaking Up reported to FTSU Guardians

Goals_and_performance

g3a - | always know what my work responsibilities are

q3g - | am able to meet all the conflicting demands on my time at work.

q3h - | have adequate materials, supplies and equipment to do my work.

q3i - There are enough staff at this organisation for me to do my job properly.

g4a - The recognition | get for good work.

q9b - My immediate manager (who may be referred to as your 'line manager') gives
q9e - My immediate manager (who may be referred to as your 'line manager’) values
RTT within 18 weeks

RTT clearance time (weeks)

Cancer - 62-day wait from urgent GP referral

A&E 4-hour wait performance

Clostridium Difficile - infection rate

Mean call answering time

Call to incident ratio

Total number of hours spent at hospital pre-handover (over and above 15min

Total number of hours spend at hospital post-handover (over and above 15min
Ambulance Response to Category 1 (Life Threatening) calls in 7 minutes on average
Ambulance Response to Category 2 (Emergency) calls in 18 minutes on average
Single Oversight Framework (SOF) Segment

Monthly CIP - variance to plan
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Learning_and_Innovation

q3f - 1 am able to make improvements happen in my area of work.

team / department.

q3d - | am able to make suggestions to improve the work of my team / department.
g3c - There are frequent opportunities for me to show initiative in my role.
organisation would address my concern

need to

q20d - | feel supported to develop my potential

g20c - | have opportunities to improve my knowledge and skills

q20b - There are opportunities for me to develop my career in this organisation
q19d - It left me feeling that my work is valued by my organisation.

q19c - It helped me agree clear objectives for my work.

q19b - It helped me to improve how | do my job.

q19a - In the last 12 months, have you had an appraisal, annual review, development
review, or Knowledge and Skills Framework (KSF) development review?

Support_and_Compassion

q11a - Does your organisation take positive action on health and wellbeing
stress?

enough to perform

your duties?

dq12a - How often, if at all, do you find your work emotionally exhausting?

q12b - How often, if at all, do you feel burnt out because of your work?

q12c - How often, if at all, does your work frustrate you?

during leisure time?

physical violence at work from Patients / service users, their relatives or other
members of the public

physical violence at work from managers

physical violence at work from other colleagues

colleague report it?

harassment, bullying or abuse at work from managers?

q14c - In the last 12 months how many times have you personally experienced
harassment, bullying or abuse at work from other colleagues?

g21c - | would recommend my organisation as a place to work.

g21e - | feel safe to speak up about anything that concerns me in this organisation
g22a - | often think about leaving this organisation.

qg4d - The opportunities for flexible working patterns.
gba - | have unrealistic time pressures.

qgSb - | have a choice in deciding how to do my work.

gq6b - My organisation is committed to helping me balance my work and home life
q8b - The people | work with are understanding and kind to one another

q8c - The people | work with are polite and treat each other with respect.




encourages me at work.

q9c - My immediate manager (who may be referred to as your ‘line manager') asks for
my opinion before making decisions that affect my work.
positive interest in my health and wellbeing

problems.

challenges | face

q9h - | think my immediate manager cares about my concerns.
face

Staff engagement

Sickness absence rates

Voluntary turnover rate

Worker safety cases reported to FTSU Guardians

Bullying and harrassment cases reported to FTSU Guardians

Equity and Inclusion

gq16a - In the last 12 months have you personally experienced discrimination at work
from Patients / service users, their relatives or other members of the public?

q16b - In the last 12 months have you personally experienced discrimination at work
q15 - Does your organisation act fairly with regard to career progression / promotion,
regardless of ethnic background, gender, religion, sexual orientation, disability or
Learning Disability Employment Programme pledge

q11a - % staff from BAME background agreeing/strongly agreeing: Does your

q11a - % staff with disabilities agreeing/strongly agreeing: Does your organisation
NHS Trust Board Representation BME

Clinical (non medical) Workforce Skill Mix - (Bands 8a to 9) BME

Clinical (non medical) Workforce Skill Mix - VSM -Very Senior Managers BME
Relative likelihood of staff being appointed from shortlisting across all posts (BME)
entry into a formal disciplinary investigation (BME)

NHS Trust Board Representation Disabled

Relative likelihood of Disabled staff compared to non-disabled staff entering the
formal capability process, as measured by entry into the formal capability procedure
adjustment(s) to enable them to carry out their work.

NHS Trust Board Representation Female

working styles, backgrounds, ideas, etc)

Team_Work

q5c - Relationships at work are strained.

q7a - The team | work in has a set of shared objectives.

q7b - The team | work in often meets to discuss the team's effectiveness.
q7c - I receive the respect | deserve from my colleagues at work.




q7d - Team members understand each other's roles

q7e - 1 enjoy working with the colleagues in my team.

q7f - My team has enough freedom in how to do its work

q7g - In my team disagreements are dealt with constructively

q7h - | feel valued by my team

q7i - | feel a strong personal attachment to my team

g8a - Teams within this organisation work well together to achieve their objectives

q8d - The people | work with show appreciation to one another
Agency workers overall total staffing cost (%)

cQcC

[Overall
Caring

Effective

Responsive

Well Led
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1. Purpose of Paper
1.1. Why is this paper going to the Board and what input is required? O
This paper presents a summary of the Resource and Performance Committee meeting held on
22 July 2024 for assurance purposes.
[
2. Executive Summary ©
2.1 Summary
= The meeting was well attended. =
= The agenda items included:
=
N
o Waiting times — RTT and Non RTT
o Elective Activity Plan and Delivery
o Integrated Performance Report —
o Deep Dive Agency, Bank, Workforce ©
o CIP Actions and Delivery
o Benchmarking paper -Length of Stay in Community Hospitals -
o Finance & Capital Reporting Month 3 N
o Contract Monitoring Report
o Operational Plan Delivery — Approving milestones and outcomes
o PMO Function Report 5
o Procurement Strategy Update
o Estates and Environment Quarterly Update
o Review of BAF risks -
o System Transformation Group update o
o Digital Assurance Group Minutes
-
2.3. Conclusion N
The Board is asked to note the Chair's Report for assurance purposes.
%
°
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3. Main Report

3.1 Introduction

This report has been prepared to provide assurance to the Board from the Resource and
Performance Committee which met on 22" July 2024. The meeting was quorate with two Non-
Executive Directors and three Executive Directors present. A full list of the attendance is outlined
below:

Peter Featherstone Non-Executive Director (RPC Chair)
Sarah Lloyd Chief Finance Officer
Shelley Ramtuhul Trust Secretary/Director of Governance
Claire Horsfield Director of Operations
Harmesh Darbhanga Non-Executive Director
Michael Price Procurement Lead (part meeting)
Patricia Davies Chief Executive Officer
Sarah Allan Associate Director of Workforce & Resourcing (part meeting)
Tina Long Interim Trust Chair
Jonathan Gould Deputy Chief Finance Officer
Gemma Mclver Deputy Director of Operations
Jon Davis Associate Director of Digital Services
Mark Mawdsley Head of Costing and Contracting (part meeting)
Sara Ellis-Anderson Deputy Director of Nursing, Quality and Deputy DIPC
Helen Cooper Divisional Clinical Manager Children, Families, Planned Care
Sam Townsend Divisional Clinical Manager, Adult Community Services
Amy Nicholls Student Nurse (Shadowing)
Poppy Owens Executive Assistant [Minutes]
Apologies:
Richard Best Associate Director of Estates
Clair Hobbs Director of Nursing, Clinical Services and Workforce
Jill Barker Associate Non-Executive Director
Cathy Purt Non-Executive Director

3.2 Actions from the Previous Meeting

The Committee reviewed all open actions from previous meetings, none of which are now
outstanding.

3.3 Key Agenda

The Committee received all items required on the work plan with an outline provided below for
each.
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7. Waiting times — RTT and Non RTT

The Committee considered the 18 week RTT position
which had improved in April and May but deteriorated
during June.

The Committee discussed the long waits position which
has sustained with zero reportable 104, 78 and 65 weeks
for RTT services. Action plans are in place to support
recovery, with a focussed plan for Musculoskeletal
Services Shropshire & Telford (MSST) that is being driven
internally with support of system partners.

The Committee reviewed the long waits for non RTT
services, with a significant number over 52 weeks and a
very small number exceeding 104 weeks.

The Committee confirmed partial assurance and continued
action and oversight is required.

Partial

Continued focus
on long waits
including reviewing
pathways with
system partners.

8. Elective Activity Plan and Delivery

The Committee gained assurance around the governance
and controls in place and sustained delivery of the plan. It
was therefore agreed this element of reporting could be
stood down and reviewed within the integrated
performance report moving forward.

9. Integrated Performance Report

The Committee heard approximately half of the KPls
relevant to this Committee are flagged as a concern, with
all but one relating to waiting times and access to services.
The list is relatively unchanged but to note are the
diagnostics for ultrasound and audiology and the total
patients waiting over 104 weeks for all services. The ‘New
Birth Visits within 14 days’ for both Telford and Dudley are
flagged as a variation concern.

The Committee approved the alterations to the KPI details
for New Birth Visits within 14 days (Dudley) and the addition
of Virtual Ward bed occupancy.

Relevant actions in
relation to access
to services are
picked up through
agenda item 7.

10. Deep Dive Agency, Bank, Workforce

The Committee discussed the month 3 agency update
which continues to show a favourable variance to plan,
largely due to successful recruitment to key clinical posts.
A number of pressures remain including within community
nursing, due to unavailability of staff.

Partial

Bank worker usage
authorisation
process to be
reviewed and
implemented.
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Planned actions include prioritising recruitment to
community nursing vacancies and a continued focus on
price cap compliance.

A summary bank staff strategy was presented, together
with a plan to develop this.

The approval process for bank worker usage was
discussed and further work is urgently required to provide
assurance on the controls in place.

Bank worker usage authorisation was identified as a risk,
pending completion of the above work.

11. CIP Actions and Delivery

The Committee were advised 100% of CIP schemes have
been identified.

62% of CIP schemes remain high risk in terms of delivery
however the Committee acknowledged that this is an
improving position with full oversight through the Financial
Recovery Group (FRG). The stretch target agreed with
system partners remains high risk in terms of delivery at
this time and is included within this position.

Partial

Progress in
relation to CIP
delivery is being
demonstrated but
continued close
oversight through
FRG is required to
continue de-risking
the delivery plans.

12. Benchmarking paper — Length of Stay in Community Hospitals

The Committee noted the positive benchmarking; our
Community Hospital Length of Stay is in the top two of the
second quartile when looking at benchmarking data. As
with all providers there has been a significant increase in
length of stay from April 21-24, mainly due to introduction
of virtual ward.

An action plan was provided and the Committee will
receive an update eon progress in 6 months.

13. Finance & Capital Report Month 3

The Committee heard the Trust is reporting a £276k
adjusted surplus year to date compared to the planned
surplus of £284k which is an adverse variance of £8k. The
key financial risks for consideration include Agency, CIP,
and Elective income and constrained Capital expenditure
funding.

The Committee identified constraints to capital funding as
a risk which will continue to be reviewed through the
Capital and Estates Group and the BAF will be updated to
ensure this is fully captured.
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14. Contract Monitoring Report

The Committee considered contract performance at month Y
2 2024/25. In addition, the risks and issues log from the
Contract Management Group was discussed. Progress o)
agreeing a Service Level Agreement with SaTH was noted
but an update is required within the next report to this

Committee. g

The Committee noted the 2023/24 national cost collection
submission has been made and the recent receipt of the

2022/23 exercise which will be considered and presented o)
to the next meeting.

15. Operational Plan Delivery — Approving milestones and outcomes Ne)

The Committee discussed the delivery of the Trust’s Y
Operational Plan and approved the proposed interventions
and outcomes aligned to RPC. These are the actions and
outcomes which are designed to deliver the Trust’s
Strategic Priorities.

(0] 1

IT

The Committee reviewed and approved the proposed
interventions and outcomes that have been aligned to
RPC.

cl

16. PMO Function Report

The Committee received an updated regarding the PMO Y
function report and the digital tool which has now been
developed and received well.

o1

The Committee were assured with progress made and
agreed this agenda item could be stood down.

14!

17. Procurement Strategy Update

Gt

The Committee discussed that the NoPO NoPay policy Y
has seen improvements in adherence and that there has
also been an improvement in contracted spend compared
to non contracted spend.

o1

An update on the ICS Procurement Strategy will be
presented within the next update.

LT

18. Estates and Environmental Quarterly Update

QT

The Committee received assurance that there are Y
currently no significant concerns to raise, and any relevant
actions are being picked up by relevant Groups.
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The Committee discussed that the ICS has published their
Estates Strategy and this will be added to the next
quarterly update for discussion.

19. Review of BAF risks for R&P

The Committee discussed the 10 BAF risks for RPC and
acknowledged that three additional risks have been noted
today:

e The authorisation process for bank workers,
e CIP delivery risks
e The potential impact of constrained capital funding

3.4 Approvals

The Committee approved the alterations to the KPI details for New Birth Visits within 14 days and
the addition of Virtual Ward bed occupancy.

The Committee reviewed and approved the proposed interventions and outcomes that have
been aligned to RPC through the operational plan.

3.5 Risks to be Escalated
In the course of its business the Committee identified three risks;
e Authorisation process for bank workers

o CIP delivery risks
e Impact of constraints on capital funding

4. Conclusion

The Board of Directors is asked to note the meeting that took place and the assurances obtained.
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1. Purpose of Paper

1.1. Why is this paper going to the Board of Directors and what input is
required?

The purpose of this report is to provide oversight of the key performance indicators included
within the Trust’'s Performance Framework.

The paper is intended to provide information and assurance and consider for action.

2. Executive Summary

2.1 Context

The purpose of this report is to provide oversight and an assessment of the key areas of
performance relevant to the Trust's updated Performance Framework.

This report focuses on the measures relevant to the Resource & Performance Committee as
actions being taken in relation to performance indicators considered by the Quality and Safety
Committee and People Committee are reported separately to the Trust Board.

2.2 Summary
The key points for the Trust Board to consider are:

e There are 64 performance indicators reported in this period across all committees.

o The table below summarises the number of KPIs highlighted as a concern against each
responsible committee. 33 indicators are highlighted as a concern (51.6%), although there
are interdependencies across many of these.

Committee Variation | Assurance | Both Variation Total Total
concern concern and KPIs Requiring
Assurance reviewed | Attention
People 2 7 5 19 14 (73.7%)
Quality & Safety 1 2 2 16 5 (31.3%)
Resource & Performance 4 4 6 29 14 (48.3%)

Each Committee is responsible for reviewing its KPIs, seeking assurance and agreeing actions
to improve performance where required, and subsequent reporting to the Board.
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Action Plans have been developed by Operational colleagues and included at Appendix 3 for
the measures flagged as a concern in this report for the Resource and Performance
Committee. ‘New Birth Visits % within 14 days — Dudley’ is a new measure and an action plan
will be requested for the next reporting cycle.

In line with our Performance Framework and available national guidance, each Committee
reviewed its key performance measures as we entered the new financial year and this suite
of KPIs was considered and approved by the Board at its June. All agreed changes have now
been reflected within the dashboards.

The Resource and Performance Committee requested an additional measure for ‘Virtual ward
bed occupancy’. This has been included within the dashboard and the Board is asked to
approve this change.

In addition, the Committee supported a change to the measure for ‘New Birth Visits % within
14 days — Dudley’, with an amendment of the target from 90% to 95% as advised by the
Divisional Clinical Manager. The Board is asked to approve this change.

Please note that the RTT measures for June are subject to change as the validation for
the national submission continued at the time of preparing the paper/dashboards.

The Board should note that whilst other performance indicators are not flagged as an area of
concern there are instances where the dashboards/SPC charts are showing that an
indicator/process will not consistently hit or miss the target. Further details are included in the
appendices should members wish to review this position.

2.3. Conclusion

The Trust Board is asked to:

e Consider the Trust’s performance to date and the actions being taken to minimise risks
and improve performance where required.

e Consider the current action plan reporting and if any amendments are required in order
to provide adequate assurance to the Board in relation to the actions being taken to
improve performance.

e Approve the alteration to the KPI details for New Birth Visits % within 14 days — Dudley
and addition of Virtual ward bed occupancy.
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3. Main Report

3.1 Introduction

An agreed set of KPIs is in place to monitor the Trust’'s performance. The full list of KPIs
monitored across all three of our committees is shown in Appendix 1 of this document.

Our dashboards include icons that describe both variation and assurance against target and
Appendix 2 includes more detail on the icon descriptions.

3.2 Summary of key points in report

This report focuses on the 29 indicators which are reviewed by the Resource & Performance
Committee (RPC). Of these, 14 require particular focus with 13 of the 14 relating to access
to services and waiting times.

SPC charts are presented within the action plans, including the actual trend lines; the red
dotted line is the target and the two dotted grey lines the control limits one upper and one
lower. The blue data points indicate a positive theme and the amber a concerning one.

Of the KPlIs that the Resource and Performance Committee is responsible for, the following
are currently highlighted as special cause variation of a concerning nature and/or the process
is not capable and will fail the target without process redesign:

Four KPI are a variation concern only — special cause variation of a concerning nature.

1. Outpatient follow-up activity levels compared with 2019/20 baseline

2. Diagnostics for Audiology and Ultrasound — DMO1

3. New Birth Visits % within 14 days — Telford

4. Total patients waiting more than 104 Weeks — All services (Local target)

Four KPI are an assurance concern only - the process is not capable and will fail the
target without process redesign.

1. Total patients waiting more than 65 Weeks to start consultant-led treatment (National
target).

2. Data Quality Maturity Index

3. New Birth Visits % within 14 days — Dudley

4. Proportion of patients who have a first consultation in a post-covid service within six
weeks of referral

Six KPI are both an assurance concern and special cause variation concern.

1. 18 week Referral to Treatment (RTT) incomplete pathways (National target)

2. Total patients waiting more than 52 Weeks to start consultant-led treatment (National
target)

Proportion of patients within 18 weeks (Local target)

Total patients waiting more than 78 Weeks — All services (Local target)

Total patients waiting more than 65 Weeks — All services (Local target)

Total patients waiting more than 52 Weeks — All services (Local target)

ook w
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The list of KPIs which are of concern is relatively unchanged from the last report to the Board
but there have been some changes to note;

e Total patients waiting more than 104 Weeks — All services (Local target) is now
showing a variation concern.

e Total patients waiting more than 52 Weeks to start consultant-led treatment (National
target) is now showing as having both an assurance and a variation concern.

¢ ‘New Birth Visits % within 14 days — Telford’ is flagged as a variation concern and ‘New
Birth Visits % within 14 days — Dudley’ is showing as an assurance concern.

As of June 2024:

Measure Nationally Mandated Local Waiting List

Referral to Treatment Management
(Consultant-led (All Services)
Services)

Patients waiting over 52 weeks 524 1385

Patients waiting over 65 weeks 0 388

Patients waiting over 78 weeks 0 155

Patients waiting over 104 weeks 0 5

There has been significant deterioration across the high wait KPI, this is evident in the charts
within the appendices and detail regarding actions being taken is included in the action plans.

The measures relating to waiting times and RTT are likely to fluctuate as the implementation
and transition of the system-wide MSK transformation programme continues to embed. The
increase in reported pathways for the Trust is significant which requires additional validation
efforts, with limited capacity, and this could affect our performance. This is under close review
by Operational teams within the programme.

18 week Referral to Treatment (RTT) incomplete pathways has shown a deterioration from
54.74% in May to 52.99% in June, although June position was still being validated at the time
of preparing the paper/dashboards. This deterioration is also the case for the local waiting list
measure, Proportion of patients within 18 weeks, with performance of 59.87% in May to
58.65% in June.

The Board should note that whilst other performance indicators are not flagged as an area of
concern there are instances where the dashboards/SPC charts are showing that an
indicator/process will not consistently hit or miss the target. Further details are included in the
appendices should members wish to review this position.

Action plans for the majority of KPIs which require additional consideration from a resource
or performance perspective are appended to this report, within Appendix 3. These plans set
out the actions being taken to improve performance and associated timelines. As these
action plans are under development the Board is asked to consider whether the templates
require any refinement in order to deliver adequate assurance to Committees and the Board.
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3.3 Key Issues & Recommendations

The key issues are summarised within this report and appendices.
3.4 Conclusion

The Trust Board is asked to:

e Consider the Trust’s performance to date and the actions being taken to minimise risks
and improve performance where required.

e Consider the current action plan reporting and if any amendments are required in order
to provide adequate assurance to the Board in relation to the actions being taken to
improve performance.

e Approve the alteration to the KPI details for New Birth Visits % within 14 days — Dudley
and addition of Virtual ward bed occupancy.
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Resource and Performance Committee - SPC Summary o
Committee Domain Metric Latest Date Variation Month Month Month YTD Target YTD Variance Assurance

Value Target Variance
A~

Resource & Performance... Responsive 18 week Referral To Treatment (RTT) incomplete pathways 2024-06-30 @ 52.99% 92.00%  -39.01% 52.99% 92.00% -39.01%
Resource & Performance... Use of Resources Agency spend - compared to the agency ceiling 2024-06-30 @ 74.54% 100.00% -25.46% 74.54% 100.00% -25.46% ) |
Resource & Performance... Use of Resources Agency spend - Price cap compliance 2024-06-30 @ 50.37%  100.00% -49.63% 50.37% 100.00%  -49.63%
Resource & Performance... Effective Available virtual ward capacity per 100k head of population 2024-06-30 @ 38.76 38.76 0.00 38.76 3876 0.00 & G
Resource & Performance... Responsive CQC Conditions or Warning Notices 2024-06-30 &) 0 0 0 0 0 0
Resource & Performance... Effective Data Quality Maturity Index 2024-03-31 @ 94.4% 95.0% -0.6% 944%  95.0% -0.6%
Resource & Performance... Responsive Diagnostics for Audiology and Ultrasound - DMO01 2024-05-31 @ 87.11% 99.00%  -11.89% 87.11% 99.00% -11.89% ) o
Resource & Performance... Use of Resources Financial efficiency - variance from efficiency plan 2024-06-30 &) 4.13% 0.00% 4.13% 4.13% 0.00% 4.13% )
Resource & Performance... Use of Resources Financial stability - variance from break-even 2024-06-30 &) 1.14% 0.00% 1.14% 1.14%  0.00% 1.14% ) N
Resource & Performance... Caring New Birth Visits % within 14 days - Dudley 2024-05-31 ) 89.03% 95.00%  -5.97% 85.42% 95.00% -9.58%
Resource & Performance... Caring New Birth Visits % within 14 days - Shropshire 2024-05-31 &) 85.45% 90.00%  -4.55% 87.41% 90.00% -2.59% )

02]
Resource & Performance... Caring New Birth Visits % within 14 days - Telford 2024-05-31 @ 91.94% 95.00%  -3.06% 92.98% 95.00% -2.02% )
Resource & Performance... Responsive Number of patients not treated within 28 days of last minute cancellati... 2024-06-30 &) 0 0 0 0 0 0 )
Resource & Performance... Effective Outpatient follow-up activity levels compared with 2019/20 baseline 2024-06-30 @ 90.35% 75.00%  15.35% 98.79% 75.00% 23.79% ) g
Resource & Performance... Responsive Proportion of patients spending more than 12 hours in an emergency ... 2024-06-30 &) 0.00% 1.99% -1.99% 0.00%  1.99% -1.99%
Resource & Performance... Responsive Proportion of patients who have a first consultation in a post-covid ser... 2024-06-30 &) 5.26% 92.00%  -86.74% 8.33% 92.00% -83.67% B
Resource & Performance... Responsive Proportion of patients within 18 weeks 2024-06-30  (7v)  58.65%  9200%  -3335%  58.65% 92.00% -33.35%
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Resource and Performance Committee - SPC Summary (continued)

Committee

Resource & Performance ...
Resource & Performance ...
Resource & Performance ...
Resource & Performance ...
Resource & Performance ...
Resource & Performance ...
Resource & Performance ...
Resource & Performance ...
Resource & Performance ...
Resource & Performance ...
Resource & Performance ...

Resource & Performance ...

Domain

Effective

Effective

Effective

Responsive
Responsive
Responsive
Responsive
Responsive
Responsive
Responsive
Responsive

Effective

Metric

~

Total activity undertaken against current year plan

Total diagnostic activity undertaken compared with 2019/20 baseline

Total elective activity undertaken compared with 2019/20 baseline

Total patients waiting more than 104 weeks - all services

Total patients waiting more than 104 weeks to start consultant-led treatm...
Total patients waiting more than 52 weeks - all services

Total patients waiting mare than 52 weeks to start consultant-led treatment
Total patients waiting mare than 65 weeks - all services

Total patients waiting mare than 65 weeks to start consultant-led treatment
Total patients waiting mare than 78 weeks to start consultant-led treatme...
Total patients waiting more than 78 weeks - all services

Virtual ward bed occupancy

Latest Date Variation

2024-06-30
2024-06-30
2024-06-30
2024-06-30
2024-06-30
2024-06-30
2024-06-30
2024-06-30
2024-06-30
2024-06-30
2024-06-30
2024-06-30

OlCIOIBIGIGICIOIGIGIO)¢

Month
Value

85.57%
272.73%
110.46%
5

0

1,385
524

388

0

0

155
72.85%

Month
Target

100.00%
120.00%
103.00%

0
0
0
0
0
0
0
0

63.81%

Month
Variance

-14.43%
152.73%
7.46%

5

0

1,385
524

388

0

0

155
9.04%

91.12%
155.34%
116.38%
5

0

1,385
524

388

155
72.85%

YTD Target YTD Variance

100.00% -8.88%
120.00% 35.34%
103.00% 13.38%
0 5

0 0

0 1,385

0 524

0 388

0 0

0 0

0 155
63.81% 9.04%

Assurance
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Quality and Safety Committee - SPC Summary

Committee

-~

Quiality & Safety Committee
Quality & Safety Committee
Quality & Safety Committee
Quality & Safety Committee
Quality & Safety Committee
Quality & Safety Committee
Quality & Safety Committee
Quality & Safety Committee
Quality & Safety Committee
Quality & Safety Committee
Quality & Safety Committee
Quality & Safety Committee
Quiality & Safety Committee
Quiality & Safety Committee
Quality & Safety Committee
Quality & Safety Committee

Domain

Well Led
Safe
Safe
Safe
Responsive
Safe
Safe
Effective
Safe
Safe
Safe
Safe
Safe
Safe
Well Led
Safe

Metric

Acting to improve safety - safety culture theme in the NHS staff survey
Category 3 Pressure Ulcers

Category 4 Pressure Ulcers

Clostridium difficile infection rate

Complaints - (Open) % within response timescales

Compliance with CQC Medicines Management

Consistency of reporting patient safety incidents

Deaths - unexpected

E. coli bloodstream infection rate

Falls per 1000 Occupied Bed Days

Medication Incidents with Harm

Methicillin-resistant Staphylococcus aureus (MRSA) bacteraemia infection...

National Patient Safety Alerts not completed by deadline
Never Events
Overall CQC Rating

Patient Safety Incident Investigations

Latest Date Variation

2024-06-30
2024-06-30
2024-06-30
2024-06-30
2024-06-30
2024-06-30
2023-06-30
2024-06-30
2024-06-30
2024-06-30
2024-06-30
2024-06-30
2024-06-30
2024-06-30
2024-06-30
2024-06-30

COOOOEOEOEOOEROOO®®

Month
Value

4.00
100.00%
98.77%
83.33%
0

0.00
4.59

Good
0

0.00
95.00%
95.00%
100.00%
0

0.00
4.00

Good
0

Month
Variance

4.00
5.00%
3.77%
-16.67%
0

0.00
0.59

o O O

4.00
100.00%
98.77%
83.33%
0

0.00
4.59

16

YTD Target YTD Variance Assurance:

0.00
95.00%
95.00%
100.00%
0

0.00
4.00

4.00
5.00%
3.77%
-16.67%
0

0.00
0.59

16
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People Committee - SPC Summary o

Committee Domain Metric Latest Date Variation Month Month YTD Target YTD Variance Assurance
Value Variance

-~

People Committee Well Led Aggregate score for NHS staff survey questions that measure perception of leadership ... 2024-06-30 @ 7.4 7.5 -0.1 7.4 7.5 -0.1

People Committee Well Led Appraisal Rates 2024-06-30 &) 85.11% 90.00%  -4.89% 83.33% 90.00% -6.67% N

People Committee Well Led CQC well-led rating 2024-06-30 &) Good Good Good  Good

People Committee Well Led Leaver rate 2024-06-30 @ 11.36% 9.60% 1.76% 11.36% 9.60% 1.76% e -

People Committee Well Led Mandatory Training Compliance 2024-06-30 @ 93.13% 95.00%  -1.87% 93.13% 95.00% -1.87% )

People Committee Well Led Net Staff in Post Change 2024-06-30 &) 8.88 0.00 8.88 5142 0.00 51.42

People Committee Well Led Proportion of staff in senior leadership roles who are from a) a BME background 2024-06-30 9.52% 20.00% -10.48% 9.52% 20.00% -10.48% o

P p p 9
People Committee Well Led Proportion of staff in senior leadership roles who are from b) are women 2024-06-30 73.91% 66.00% 7.91% 73.91% 66.00% 7.91%

P p p )
People Committee Well Led Proportion of staff in senior leadership roles who are from c) are disabled staff 2024-06-30 @ 4.76% 4.00% 0.76% 4.76%  4.00% 0.76% N
People Committee Well Led Proportion of staff who agree that their organisation acts fairly with regard to career pr... 2024-06-30 @ 55.80% 63.90%  -8.10% 55.80% 63.90% -8.10%
People Committee Well Led Proportion of staff who say they have personally experienced harassment, bullying ora... 2024-06-30 @ 7.1% 0.0% 7.1% 7.1% 0.0% 7.1%

02]
People Committee Well Led Proportion of staff who say they have personally experienced harassment, bullying ora... 2024-06-30 @ 12.8% 0.0% 12.8% 12.8% 0.0% 12.8%
People Committee Well Led Proportion of staff who say they have personally experienced harassment, bullying ora... 2024-06-30 @ 22.0% 0.0% 22.0% 22.0% 0.0% 22.0%
People Committee Well Led Proportion of temporary staff 2024-06-30 &) 5.7% 3.4% 2.3% 6.8% 3.4% 3.4% g
People Committee Well Led Sickness Rate 2024-06-30  (7v)  553%  475%  078% 553%  4.75% 0.78%
People Committee Well Led Staff survey engagement theme score 2024-06-30 @ 7.0 7.3 -0.3 7.0 73 -0.3 2
People Committee Well Led Total shifts exceeding NHSI capped rate 2024-06-30 &) 317 0 317 369 0 369
People Committee Well Led Total shifts on a non-framework agreement 2024-06-30 @ 0 0 0 0 0 0 )

(==Y
People Committee Well Led Vacancies - all 2024-06-30 @ 11.56%  8.00% 3.56% 11.90% 8.00% 3.90% ) .
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Appendix 3

Exception Report - Action Plan
Data Quality Maturity Index

@ Data Quality Maturity Index: Trust

KPI Description lr-j‘ct;?;: Oct-23 | Nov-23 | Dec-23 | Jan-24 | Feb-24 | Mar-24 YTD I S™ S S T
DaMI % 94.10% | 94.40% | 94.50% | 94.20% | 94.90% | 94.40% | 94.4% " o 4 C ~J

Target 95.0% | 95.0% [ 95.0% 95.0% 95.0% 95.0% 95.0%

Trajectory | Feb-24 | Mar-24 | Apr-24 | May-24 | Jun-24 Jul-24 Aug-24
% 94.2% | 94.4% | 94.6% 94.8% 95.0% 95.0% 95.0%

Jan 202 an 2022 Jan 2023 jan 2024

Performance dropped in June/July 2023 following a number of errors highlighted in the dataset submissions as the Trust implemented the new version of a dataset submission standard. The datasets have been
corrected and resubmitted.

However, data quality issues still exist in several data items of MIU e.g. Chief Complaint, Clinical Coding for Admitted Patient Care, Ethnicity and Spoken Language.

The main area of challenge impacting this metric is in relation to compliance re-recording of ethnicity. Education to teams re importance and relevance of capturing this metric is ongoing. Challenges with admin capacity
(aligned to NHS controls) to ensure this action is completed has had an impact however working with informatics to see how certain fields that support improving data quality become mandatory for completion.

Reason for
performance gap:

Start Date | End Date Status Outcome
Data Quality Sub-Group to have representation from all divisions Jan-24 May-24 On track Membership at the DQ meeting has been reviewed from an ops perspective
with dedicated representation from each division aligned to support.
Implementation of new Divisional performance and Quality meetings in line with new Mar-24 Apr-24 Complete Plans in place to include data quality as standard agenda item. Meetings
divisional structure to ensure reporting is embedded into governance structures not just are up and running with further action to include other corporate services.
g reflected in the improvement group Separate items for Quality and Governance with further discussions
o required with the Governance Team. Information Analyst has attended
g CYP/Planned Care meetings to discuss data quality
-
<
Work with RIO teams re mandatory fields that must be completed before further data can be Jan-24 Jun-24 Ongoing Ethnicity is a mandatory field in Rio, further investigation required for other
input areas
CSDS Workshop to be held with leads from each SDG to explore areas of improvement Jun-24 Sep-24 Planning
Clinical Audit Tool feedback to be strengthened through SDG meetings Jun-24 Sep-24 Planning
Alastair Campbell/Helen Cooper/Mark Onions/Sam
Author P pert Date 12/07/2024
Townsend/Sarah Robinson
Accountable Claire Horsfield Date 12/07/2024
Officer Approval
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Exception Report - Action Plan

Outpatient follow-up activity levels compared with 2019/20 baseline

@ Outpatient follow-up activity levels compared with 2019/20 baseline: Trust )
- ®
KPI Description Lﬁ?:;?;g Jan-24 | Feb-24 | Mar-24 | Apr-24 | May-24 | Jun-24 YTD
Outpatient follow- % 113.61%|115.29%| 135.83% | 106.31% | 100.15% | 90.35% »
up Target 75.0% | 75.0% 75.0% 75.0% 75.0% 75.0% 75.0%
Trajectory | Feb-24 | Mar-24 | Apr-24 | May-24 | Jun-24 Jul-24 Aug-24
% 120.0% | 120.0% | 120.0% | 120.0% | 120.0% | 120.0% | 120.0%
To be updated . ./

& There continues to be a focus on ensuring clinically appropriate follow-up activity and the positive adherence to utilising PIFU (patient initiated follow up) across MSST.
®
:’ The difficulty with this KPI is that MSST was not in existence in 19/20 so there is no baseline to compare to hence the continued demonstration of overperformance seen above. This would be similar for the TeMS service as the
o TeMS model is significantly different now than it was compared to 19/20.
®
§ Service Jun-24 (Rounded to 0 dp)
e APCS 73%
1 Bridgnorth Outpatients 70%
5 DAART 82%
= Ludlow Outpatients 89%
5 MSST 12065%
& TEMS 4%
& Whitchurch Outpatients 59%
Start Date| End Date Status Outcome

Continue to embed PIFU across all clinically appropriate services and maintain performance Jun-23 Mar-24 Complete Currently overperforming with processes and standards embedded in all
areas

c Work with informatics to look at approach in reporting this KPI due to the challenges with Feb-24 Jun-24 On track Agenda item in performance cycle meeting discussed initially in Feb pending

) comparison for TeMS/MSST feedback for March. Initial conversations taking place at a system level in

t reviewing 2019/20 elective baseline.

'% Transition of TeMS Rheumatology into MSST transferring activity/ pathways to RIAH Feb-24 Apr-24 Complete Confirmation received from RJAH Chief Operating Officer. Majority of open

< clock pathways have been transferred. Transition agreed for follow ups too
but all new/FU activity is now being recorded via RJAH.

Transition of TeMS Orthopaedics into MSST transferring activity/ pathway to SaTH Apr-24 Sep-24 On track Phasing plan shared with SaTH. Patients for upper limb are starting to be
transferred to RJAH. SaTH have aligned consultant support to manage
waiting lists preparing for full transfer of activity.

Author Alastair Campbell/Helen Cooper/Mark Onions Date 12/07/2024
Accountable Claire Horsfield Date 12/07/2024
Officer Approval
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Exception Report - Action Plan
18 week Referral To Treatment (RTT) Incomplete Pathways

18 week Referral To Treatment (RTT) incomplete pathways: Trust
- © e
KPI Description ﬁ;‘::;: Jan-24 | Feb-24 | Mar-24 | Apr-24 | May-24 | Jun-24 YTD < e =
RTT Incomplete % 53.73% | 51.65% | 48.08% | 50.20% | 54.74% | 52.99%" | 52.99%* | s - g et
Pathways Target | 92.0% | 92.0% | 92.0% | 92.0% | 92.0% | 92.0% | 92.0% T Y

Trajectory | Apr-24 | May-24 [ Jun-24 | Jul-24 | Aug-24 | Sep-24 | OCE-24 | | oooob oo N
% 51.0% | 55.0% | 60.0% | 65.0% | 70.0% | 65.0% | 70.0%
To be updated

The current position continues to be a challenge mainly due to the implementation of the MSST service which equates to C 80% of all activity at Trust level but is also impacted by other RTT applicable services.
Performance has dropped below the trajectory due to the continuing challenge within the MSST service and increase in admin resources to support recovery.

MSST - The service went live with receiving referrals 6 months before clinics were available to be booked into as existing services continued to work on their existing caseloads/backlog. This has led to a significant
backlog being generated. The service continues to systematically recover this position however it is challenged due to a number of factors including a lack of standardisation of processes and approach leading to
underutilised clinics and high levels of DNA’s. The appointment of a system admin lead hosted by SCHT will mitigate this considerably however the 47% admin vacancy gap is a risk to full recovery.

Streamlining the service will support greatly with recovery and Rheumatology was transferred to RIAH between Feb and April and Orthopaedics is due to be part of the next phase of MSST.

Dental also poses a risk due to access to consistent SaTH theatre provision, on average the standard offer is 2 lists a month this is planned to improve from December with SaTH now offering a permeant list at RSH for
Adults.

APCS also has a number of backlog patients following sickness within this area. The service is aiming to address this with changes being made to the clinic templates to enable greater new capacity to support reduction
and recruiting additional clinicians to support.

Community Hospital Outpatients has a number of backlog patient pathways. This is due to ongoing challenges with consistent capacity being provided across all SLA, particularly seen within ENT and Respiratory

Reason for performance gap:

There are other services which contribute to not meeting this performance target such as Bridgnorth Hospital Day case

Start Date| End Date Status Comments

Transition of TeMS Rheumatology into MSST transferring activity/ pathways to RIAH Feb-24 Apr-24 Complete Confirmation received from RJAH Chief Operating Officer. Majority of open
clock pathways have been transferred. Transition agreed for follow ups but
all Open RTT pathways have been transferred.

Transition of TeMS Orthopaedics into MSST transferring activity/ pathway to SaTH Apr-24 Sep-24 On track Phasing plan shared with SaTH. Patients for upper limb are starting to be
transferred to RJIAH. SaTH have aligned consultant support to manage
waiting lists preparing for full transfer of activity.

Continue to seek and formalise support from RJAH for Dental sessions. Jan-24 Mar-24 Complete Contract discussions continuing for additional capacity however increased
clinics are now in place and consistent
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Gain an agreement with SATH for consistent ringfenced theatre provision on a regular Nov-23 Ongoing On track 2 adult list offered for April and 2 for May. SaTH have offered 2 regular
basis. consistent slots at RSH from December for adults and have agreed to
support with Paeds however scoping regular days and times.
Recruitment of substantive Advanced Practice Practitioner (APP) in MSST to support Feb-24 Aug-24 Complete Advert closed, shortlisting w/c 11th March. Successfully recruited, awaiting
increase in capacity completion of recruitment process with aim to have staff in post Jun 24.
E Alignment of admin within MSST to standardise approach/processes to booking of Feb-24 Jul-24 Complete Case for need complete for triple lock process, Appointment internally to
o patients to improve clinic utilisation system admin lead complete. Posts offered and start dates in place for mid-
S June
2 Recruitment of admin to support with the current 47% admin vacancies. Apr-24 Jun-24 Complete Approval provided for 5 WTE admin posts within MSST/TeMS. Recruitment
process starting. ETA Jun 24.
MSST focusing on improving clinical utilisation and implementing waiting list initiatives Apr-24 Jun-24 Complete Regular blitz clinics now established to support level 2 but the main concern
within level 2 including additional clinics, blitz clinics etc. is level 3 and the recruitment of admin will support driving improvement in
clinic utilisation. Triage event taken place to support with correct allocation
to levels to support with clinic utilisation.
Additional capacity being sought to support Community Hospital Outpatient backlog Mar-24 Jul-24 On track Additional Gynaecology sessions being provided. Further discussions taking
place with SaTH regarding a more robust approach to the ENT and
Respiratory SLA.
Discussions with RJAH re agreement to have generalised APP clinics rather than sub- Jul-24 Aug-24 On track Discussions with RJAH to support piece of work to book all 52 week cohort
speciality to support recovery. patients into any available APP capacity regardless of sub-speciality.
Implementation of digital systems to support with validation and waiting list Jul-24 Aug-24 On track Implementation of myrecovery to support mSST waiting list management.
management.
System wide action plan for MSST Jun-24 Jun-25 Complete Action plan agreed with system partners to support recovery within MSST.
Author Alastair Campbell/Helen Cooper/Mark Onions Date 12/07/2024
Accountable Claire Horsfield Date 12/07/2024
Officer Approval

*Please note that the actual performance for the month is subject to change as the validation for the national submission continued at the time of updating the action plan
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Exception Report - Action Plan
Total patients waiting more than 52 weeks to start consultant-led treatment

Total patients waiting more than 52 weeks to start consultant-led treatment: Trust
© ®S
. Latest 6 .
KPI Description months Jan-24 | Feb-24 | Mar-24 | Apr-24 | May-24 | Jun-24 YTD
RTT 52+ week Number 55 37 80 157 359 524* 524* w00
waits Target 0 0 0 0 0 0 0

Trajectory [ Apr-24 | May-24 | Jun-24 | Jul-24 | Aug-24 | Sep-24 | Oct-24
Number 59 53 0 0 0 0 0 200
Tobeupdated T oI n oo

jan 2023 Jul 2023 an 2024

Main areas of concern are within TeMS Orthopaedics and MSST due to the delay in implementing Phase 3 of MSST. Rheumatology transferred to RJIAH between February and April, with Orthopaedics to SaTH by end of
September 2024.

MSST Phase 2 has also seen a number of patients reaching 52 weeks due to capacity challenges within the level 3 element (Advanced Practice Practitioners & GPSIs). The 47% admin vacancy gap in MSST and TeMS
is a key risk to delivering the improvement trajectory. This is significantly impact the teams’ ability to validate, manage DNA rates, ensure full clinic utilisation and effectively manage patient pathways safely. An integration
of admin pathways has commenced with RJAH to support with streamlining systems and processes however this will not mitigate the workforce gap it will focus on efficiency and productivity. Navigating the NHSE control
measures effectively to ensure a balanced view on risk will be vital to support with the ongoing workforce gaps.

Dental also continues to be challenged with patients reaching up to 52 weeks+ due to the lack of consistent theatre provision. While there has been improvement in recent months it is essential that the regular provision is
established and maintained

There are other services which contribute to not meeting this performance target such as Bridgnorth Hospital Day case, Community Hospital Outpatients and APCS

Reason for performance gap:

Start Date| End Date Status Outcome

Transition of TeMS Rheumatology into MSST transferring activity/ pathways to RIAH Feb-24 Apr-24 Complete Confirmation received from RJAH Chief Operating Officer. Majority of open
clock pathways have been transferred. Only closed clock FU's remaining to
be transferred.

Transition of TeMS Orthopaedics into MSST transferring activity/ pathway to SaTH Apr-24 Sep-24 On track Phasing plan shared with SaTH. Patients for upper limb are starting to be
transferred to RJIAH. SaTH have aligned consultant support to manage
waiting lists preparing for full transfer of activity.

Continue to seek and formalise support from RJAH for Dental sessions. Jan-24 Mar-24 Complete Contract discussions continuing for additional capacity however increased
clinics are now in place and consistent
Gain an agreement with SATH for consistent ringfenced theatre provision on a regular Nov-23 Ongoing On track 2 adult list offered for April and 2 for May. SaTH have offered 2 regular
basis. consistent slots at RSH from December for adults and have agreed to
c support with Paeds however scoping regular days and times.
E Recruitment of substantive Advanced Practice Practitioner (APP) in MSST to support Feb-24 Aug-24 Complete Advert closed, shortlisting w/c 11th March. Successfully recruited, awaiting
g increase in capacity completion of recruitment process with aim to have staff in post Jun 24.
g
< Alignment of admin within MSST to standardise approach/processes to booking of Feb-24 Jul-24 Complete Case for need complete for triple lock process, Appointment internally to
patients to improve clinic utilisation system admin lead complete. Delay to implementation due to lack of admin

to support proposal, new ETA Jun 24.
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Recruitment of admin to support with the current 47% admin vacancies. Apr-24 Jun-24 Complete Approval provided for 5 WTE admin posts within MSST/TeMS. Recruitment
process starting. ETA Jun 24.
Discussions with RJAH re agreement to have generalised APP clinics rather than sub- Jul-24 Aug-24 On track Discussions with RJAH to support piece of work to book all 52 week cohort
speciality to support recovery. patients into any available APP capacity regardless of sub-speciality.
Implementation of digital systems to support with validation and waiting list Jul-24 Aug-24 On track Implementation of My Recovery to support MSST waiting list management.
management.
System wide action plan for MSST Jun-24 Jun-25 Complete Action plan agreed with system partners to support recovery within MSST.
Author Alastair Campbell/Helen Cooper/Mark Onions Date 12/07/2024
Accountable Claire Horsfield Date 12/07/2024
Officer Approval

*Please note that the actual performance for the month is subject to change as the validation for the national submission continued at the time of updating the action plan




Exception Report - Action Plan

Total patients waiting more than 65 weeks to start consultant-led treatment

Appendix 3

G)

Total patients waiting more than 65 weeks to start consultant-led treatment: Trust

©® S
L Latest 6 Z
KPI Description months Jan-24 | Feb-24 | Mar-24 | Apr-24 | May-24 | Jun-24 YTD
RTT 65+ week Number 1 2 0 0 0 0* 0~ x
waits Target 0 0 0 0 0 0 0
Trajectory | Feb-24 | Mar-24 | Apr-24 | May-24 | Jun-24 [ Jul-24 | Aug-24
Number o) 0 0 0 0 0 0
L]
L2 ° ¢ e
,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, SR T ., . S —
N "N N 0 = e e e eEeeeeeeeeeeeeeeeeeeeeeeeeeeeeeceeceeee >80
Jul 2022 Jul 2023 Jan 2024

L @
0 g The trajectory remains on track to achieve and maintain 0 65 week waits.

©
= [
558
$3
x 3

Start Date [ End Date Status Outcome

Transition of TeMS Rheumatology into MSST transferring activity/ pathways to RJIAH Feb-24 Apr-24 Complete Confirmation received from RJAH Chief Operating Officer. Majority of open
clock pathways have been transferred. Only closed clock FU's remaining to
be transferred.

Transition of TeMS Orthopaedics into MSST transferring activity/ pathway to SaTH Apr-24 Sep-24 On track Phasing plan shared with SaTH. Patients for upper limb are starting to be
transferred to RJIAH. SaTH have aligned consultant support to manage
waiting lists preparing for full transfer of activity.

c

© Continue to seek and formalise support from RJAH for Dental sessions. Jan-24 Mar-24 Complete Contract discussions continuing for additional capacity however increased

t clinics are now in place and consistent

0 Gain an agreement with SATH for consistent ringfenced theatre provision on a regular Nov-23 Ongoing On track 2 adult list offered for April and 2 for May. SaTH have offered 2 regular

E basis. consistent slots at RSH from December for adults and have agreed to
support with Paeds however scoping regular days and times.

Recruitment of substantive Advanced Practice Practitioner (APP) in MSST to support Feb-24 Aug-24 Complete Advert closed, shortlisting w/c 11th March. Successfully recruited, awaiting

increase in capacity completion of recruitment process with aim to have staff in post Jun 24.

Alignment of admin within MSST to standardise approach/processes to booking of Feb-24 Jul-24 Complete Case for need complete for triple lock process, Appointment internally to

patients to improve clinic utilisation system admin lead complete. Delay to implementation due to lack of admin
to support proposal, new ETA Jun 24.

Recruitment of admin to support with the current 47% admin vacancies. Apr-24 Jun-24 Complete Approval provided for 5 WTE admin posts within MSST/TeMS. Recruitment
process starting. ETA Jun 24.

Additional Podiatry capacity being provided to MSST. Blitz style clinics being planned. Jul-24 Aug-24 On track SCHT Podiatry service has started planning to provide additional sessions

to support MSST recovery both at Level 2 and Level 3 with future plans to
implement blitz style clinics.
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Discussions with RJAH re agreement to have generalised APP clinics rather than sub- Jul-24 Aug-24 On track Discussions with RJAH to support piece of work to book all 52 week cohort
speciality to support recovery. patients into any available APP capacity regardless of sub-speciality.
Implementation of digital systems to support with validation and waiting list Jul-24 Aug-24 On track Implementation of My Recovery to support MSST waiting list management.
management.
System wide action plan for MSST Jun-24 Jun-25 Complete Action plan agreed with system partners to support recovery within MSST.
Author Alastair Campbell/Helen Cooper/Mark Onions Date 12/07/2024
Accountable Claire Horsfield Date 12/07/2024
Officer Approval

*Please note that the actual performance for the month is subject to change as the validation for the national submission continued at the time of updating the action plan
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Exception Report - Action Plan
Proportion of patients within 18 weeks :
@ Proportion of patients within 18 weeks: Trust ) ‘ w
®6
_r Latest 6
KPI Description Jan-24 | Feb-24 | Mar-24 | Apr-24 | May-24 | Jun-24 YTD
months - -
' 3
Proportion of o o .
roportion % 58.87% | 58.26% | 57.47% | 58.71% | 59.87% | 58.65% | 58.65% S T o ,',f,,,,.,.,,,,,,,,!,,', ,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,
patients within 18 a0% = = L
| 4 2
weeks Target 92.0% | 92.0% [ 92.0% [ 92.0% [ 92.0% | 92.0% | 92.0% o *o o
1 J = 2 Cﬂ
Trajectory [ Feb-24 | Mar-24 | Apr-24 | May-24 | Jun-24 | Jul-24 [ Aug-24 | |o=
% 53.0% | 52.0% [ 51.0% | 55.0% | 60.0% | 62.0% 64.0%
To be updated @)}
O —
B \]
2021 2022 2023 2024
The deterioration in performance aligns to overall waiting list performance with MSST implementation being the main contributor to the decline. Performance has not dropped as much as anticipated in line with the trajectory.
o We anticipate further challenges with performance over the next few months as Rheumatology transferred to RIAH between February and April, with Orthopaedics to SaTH by end of September 2024. The aim is to work on
g, improving the admin provision across MSST to help drive recovery and improvement from May onwards. o
@
g Community Paediatrician vacancies and sickness continue to have an adverse impact on the waiting list for Community Paediatrics in addition to the increased number of referrals for complex cases. This in turn also
£ adversely affects the Child Development Centre waiting lists.
S
[
E Speech and Language Therapy have also seen an increase within this cohort due to maternity leave, sickness, increased referrals from schools and a national shortage of qualified Speech & Language Therapists. O
=%
:c} APCS also has a number of backlog patients following sickness within this area, particularly seen within the ENT element of the service.
c
8 There are other services which contribute to not meeting this performance target such as CNRT, Bridgnorth Hospital Day case, Community Hospital Outpatients, Dental, Wheelchair Services
© [
& o
Start Date| End Date Status Outcome
Workforce review of Comm paeds provision with plan to mitigate Paediatrician gaps Nov-23 May-24 Complete Specialist Doctor post appointed to. —_
b
Focus on clinic utilisation across all services Oct-23 Apr-24 Complete Improvements seen in MSST with targeted support to APCS about to roll out,
Golden patient model applied in dental and CNRT review commenced.
Proving difficult to implement given the shortage of admin posts in validation
and clinic bookings. Main concern was MSST, clinic utilisation is reviewed as -
business as usual. N
GPwSI locum to support with APCS improving activity and review of clinic templates and Feb-24 Sep-24 On track Reviewing all clinical options internally. Demand and capacity to be reviewed
utilisation
Transition of TeMS Rheumatology into MSST transferring activity/ pathways to RIAH Feb-24 Mar-24 Complete New patients transferred to RJAH, completed 7th March -
5 w
t Transition of TeMS Orthopaedics into MSST transferring activity/ pathway to SaTH Apr-24 Sep-24 On track Phasing plan shared with SaTH. Patients for upper limb are starting to be
o transferred to RJAH. SaTH have aligned consultant support to manage
E waiting lists preparing for full transfer of activity.
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Continued implementation of PIFU to help support demand in services. Apr-23 Mar-25 Complete Overperformance of 10% against 5% target
MSST focusing on improving clinical utilisation and implementing waiting list initiatives Apr-24 Jun-24 Off track Utilisation has remained at 80%. Work underway to review the clinic
within level 2 including additional clinics, blitz clinics etc. templates to convert FU slots to new to improve. Increase in admin capacity
will help to improve utilisation.
Talk boost program implemented to support with appropriateness of referrals coming into Feb-24 Ongoing On track Having impact on reducing number of new referrals
the service which longer term will support with future demand.
Creation of Fortnightly waiting list meeting to review performance and discuss necessary Mar-24 Mar-24 Complete Completed - first meeting 11th March
actions
Implementation of new CNRT Psychology SLA to provide capacity to manage the waiting Mar-24 May-24 Off track SLA has been finalised just requires signing by both parties and then long
list waits will be all booked with psychologist also completing review of harm
associated with each long wait
Author Alastair Campbell/Helen Cooper/Mark Onions Date 12/07/2024
(IO Claire Horsfield Date 12/07/2024

Officer Approval
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Exception Report - Action Plan

Total patients waiting more than 52 Weeks — All services

@ Total patients waiting more than 52 weeks - all services: Trust

KPI Description L;';if;g Jan-24 | Feb-24 | Mar-24 | Apr-24 | May-24 | Jun-24 | YTD
52+ Week waits- | Number | 518 | 589 | 639 | 895 | 1186 | 1385 | 1385 | |
All services Target 0 0 0 0 0 5 5

Trajectory | May-24 | Jun-24 [ Jul-24 [ Aug-24 | Sep-24 | Oct-24 | Nov-24

Number 550 1385 1485 1585 1385 1185 985

To be updated

Reason for performance gap:

The majority of this activity is attributable to TeMS/ MSST and its Lower Limb Orthopaedic and Rheumatology elements of the Service. Rheumatology transferred to RIAH between February and April, with Orthopaedics to
SaTH by end of September 2024

CNRT has a number of patients within 52 weeks due to the challenges with access to Psychology provision. An SLA is however progressing for this area of the service to support recovery. A full service review is planned to re
explore the clinical model in its entirety to scope areas to increase productivity and more effectively manage wait times across the MDT moving forward.

MSST has a proportion of patients within 52 weeks and continues to be challenged due to the pressure on admin teams due to their vacancies. This is leading to challenges with fully utilising clinical capacity to support
patients and recover the position. The lack of standardised admin processes across MSST is also leading to increased DNA rates which is impacting on the services ability to recover and prevent 52 week breaches.

Community Paediatrician vacancies and sickness continue to have an adverse impact on the waiting list for Community Paediatrics in addition to the increased number of referrals for complex cases. This in turn also adversel
affects the Child Development Centre waiting lists. Some of patients waiting longer than 52 weeks in Community Paediatrics are attributable to Children waiting for Schedule of Growth Skills (SOGS) appointments. This is due
to capacity of our Specialist Nursery Nurse Team and reduced admin capacity to support with managing clinics and validation. These appointments are age specific so some take priority over others that could have been
waiting longer on the waiting list. There are regular meetings with the team to review the waiting list and prioritise

Speech and Language Therapy have also seen an increase within this cohort due to maternity leave, sickness, increased referrals from schools and a national shortage of qualified Speech & Language Therapists.

There are other services which contribute to not meeting this performance target such as Community Hospital Outpatients, APCS and Wheelchair Service

>n Plan

Start Date| End Date Status Outcome
Transition of TeMS Rheumatology to MSST Feb-24 Mar-24 Complete New patients transferred to RJAH, completed 7th March
Transition of TeMS Orthopaedics to MSST Apr-24 Sep-24 On track Phasing plan shared with SaTH. Patients for upper limb are starting to be

transferred to RJIAH. SaTH have aligned consultant support to manage waiting
lists preparing for full transfer of activity.

Implementation of new CNRT Psychology SLA to provide capacity to manage the waiting Mar-24 May-24 Off Track SLA has been finalised just requires signing by both parties and then long

list waits will be all booked with psychologist also completing review of harm
associated with each long wait

Comm Paeds - SOGS - looking at different approaches to increase throughput Feb-24 Ongoing Complete Post recruited to

Paediatrician workforce skill mix to support CDC due to recruitment challenges Apr-24 Sep-24 On track Specialist doctor appointed

2 x band 5 specialist nursery nurses recruited to support with CDC assessments. Feb-24 Jun-24 Complete Recruitment completed. Training has started for the individuals
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'..E Waiting list initiative being rolled out in CDC. Looking at different ways of working using Jun-24 Jul-24 On track Number of children waiting longer than 52 weeks has reduced from 55 to 32
< specialist nursery nurses and speech and language therapists.
Talk boost program implemented to support with appropriateness of referrals coming into Feb-24 Ongoing On track Having impact on reducing number of new referrals
the service which longer term will support with future demand.
5 week Speech and Language waiting list initiative commenced June 24 focusing on the Jun-24 Jul-24 On track over 52 week wait figure has reduced from 121 at beginning of June to 23 as
early years complex care pathway where we have the highest waits at w/c 8th July
Alignment of admin within MSST to standardise approach/processes to booking of patients| Feb-24 Jul-24 Complete Case for need complete for triple lock process, Appointment internally to
to improve clinic utilisation system admin lead complete. Delay to implementation due to lack of admin to
support proposal, new ETA Jun 24.
Creation of Fortnightly waiting list meeting to review performance and discuss necessary Mar-24 Mar-24 Complete Completed - first meeting 11th March
actions
Author Alastair Campbell/ Helen Cooper / Mark Onions Date 12/07/2024
Accountable Claire Horsfield Date 12/07/2024
Officer Approval
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Appendix 3

Exception Report - Action Plan
Total patients waiting more than 65 Weeks — All services

@ Total patients waiting more than 65 weeks - all services: Trust )

® 6 @

KPI Description | €816 | jon o4 | Feb-24 | Mar-24 | Apr-24 | May-24 | Jun-24 | vTD
months 5 S

65+ Week waits - |  Number 263 295 192 293 335 388 388

All services Target 0 0 0 0 0 0 e D G SUCIREE, WS CR————
o
Trajectory [ May-24 | Jun-24 | Jul-24 | Aug-24 | Sep-24 | Oct-24 | Nov-24
Number 200 388 420 460 400 300 200
To be updated 100

,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, o
Jan 2023 Apr 2023 Jul 2023 Jan 2024 Apr 2024 \]

o Majority of the patients within this cohort sit within TeMS/MSST. This is mainly the Lower Limb element of TeMS but also a proportion of Rheumatology. Rheumatology transferred to RJIAH between February and April, with
g Orthopaedics to SaTH by end of September 2024. We had anticipated that the numbers would increase before the transfer of Rheumatology and Orthopaedics had begun.
@
Q
5 CNRT has also seen some long waits within their waiting list due to significant challenges with Psychology provision an SLA will launch to mitigate this. A full service review of CNRT is also planned to scope further @
£ opportunities for productivity.
S
<)
E MSST admin within SCHT is heavily depleted due to vacancies with a vacancy rate of 47% being held at present. This is impacting the services ability to standardise admin processes across MSST, reduce DNA rates,
& increase clinic utilisation and manage and monitor patients pathways accurately and effectively. This has the potential to impact on the recovery of Non-RTT waiting lists if not addressed. O
o
: There are other services which contribute to not meeting this performance target such as CDC, Community Paediatrics and Children's Speech and Language Therapy
8
©
Q
o
Start Date| End Date Status Outcome 5
Transition of TeMS Rheumatology into MSST transferring activity/ pathways to RJIAH Feb-24 Mar-24 Complete New patients transferred to RJAH, completed 7th March
Transition of TeMS Orthopaedics into MSST transferring activity/ pathway to SaTH Apr-24 Sep-24 On track Phasing plan shared with SaTH. Patients for upper limb are starting to be
transferred to RJIAH. SaTH have aligned consultant support to manage -
waiting lists preparing for full transfer of activity. =
Implementation of new CNRT Psychology SLA to provide capacity to manage the waiting Mar-24 May-24 Off Track SLA has been finalised just requires signing by both parties and then long
list waits will be all booked with psychologist also completing review of harm
Workforce review of Comm paeds provision with plan to mitigate Paediatrician gaps and Nov-23 May-24 On track Specialist Doctor appointed to —
c also reduce locum costs. N
E Alignment of admin within MSST to standardise approach/processes to booking of Feb-24 Jul-24 On track Case for need complete for triple lock process, Appointment internally to
= patients to improve clinic utilisation system admin lead complete. Delay to implementation due to lack of admin
o
._E to support proposal, new ETA Jun 24.
< Waiting list initiative being rolled out in CDC. Looking at different ways of working using Jun-24 Jul-24 On track Number of children waiting longer than 65 weeks has reduced from 8 to 2 OHJ
specialist nursery nurses and speech and language therapists.
5 week Speech and Language waiting list initiative commenced June 24 focusing on the Jun-24 Jul-24 On track Numbers of children waiting more than 65 weeks has reduced from 39 to 7
early years complex care pathway where we have the highest waits
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Recruitment to 2 x Band 5 SLT posts that will help with capacity of the team Jun-24 Jul-24 On track Currently have 6 applicants and shortlisting is planned early July
Recruitment of admin to support with the current 47% admin vacancies. Apr-24 Jun-24 Complete Approval provided for 5 WTE admin posts within MSST/TeMS. Recruitment
process starting. ETA Jun 24.
Creation of Fortnightly waiting list meeting to review performance and discuss necessary Mar-24 Mar-24 Complete Completed - first meeting 11th March
actions
Author Alastair Campbell/Helen Cooper/Mark Onions Date 12/07/2024
Accountable Claire Horsfield Date 12/07/2024

Officer Approval
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Appendix 3

Exception Report - Action Plan
Total patients waiting more than 78 Weeks — All services ) I

KPI Description | 2816 | jano4 | Feb-24 | Mar-24 | Apr-24 | May-24 | Jun24 | vTD

months
78+ Week waits - | Number 134 150 71 135 130 155 155
All services Target 0 0 0 0 0 0 0 o

Trajectory [ Apr-24 | May-24 [ Jun-24 | Jul-24 | Aug-24 | Sep-24 | Oct-24
Number 120 80 155 155 155 100 50 "
To be updated

Jul 2022 Jan 2023

Majority of the patients within this cohort sit within the TeMS service. This is mainly the Lower Limb element of TeMS but also a proportion of Rheumatology. Rheumatology transferred to RJAH between February and
April, with Orthopaedics to SaTH by end of September 2024.

CNRT has also seen some long waits within their waiting list due to significant challenges with Psychology provision.

MSST admin within SCHT is heavily depleted due to vacancies with a vacancy rate of 47 % being held at present. This is hampering the services ability to standardise admin processes across MSST, reduce DNA rates,
increase clinic utilisation and manage and monitor patients pathways accurately and effectively. This has the potential to impact on the recovery of Non-RTT waiting lists if not addressed.

Reason for
performance gap:

Start Date| End Date Status Outcome
Transition of TeMS Rheumatology into MSST transferring activity/ pathways to RIAH Feb-24 Mar-24 Complete New patients transferred to RJAH, completed 7th March
Transition of TeMS Orthopaedics into MSST transferring activity/ pathway to SaTH Apr-24 Sep-24 On track Phasing plan shared with SaTH. Patients for upper limb are starting to be
transferred to RJAH. SaTH have aligned consultant support to manage
- waiting lists preparing for full transfer of activity.
E Implementation of new CNRT Psychology SLA to provide capacity to manage the Mar-24 Jul-24 On track SLA has been finalised long waits now all booked with psychologist also
= waiting list completing review of harm associated with each long wait
o
= Alignment of admin within MSST to standardise approach/processes to booking of Feb-24 Jul-24 On track Case for need complete for triple lock process, Appointment internally to
< patients to improve clinic utilisation system admin lead complete. Delay to implementation due to lack of admin
to support proposal, new ETA Jun 24.
Recruitment of admin to support with the current 47% admin vacancies. Apr-24 Jun-24 Complete Approval provided for 5 WTE admin posts within MSST/TeMS. Recruitment
process starting. ETA Jun 24.
Creation of Fortnightly waiting list meeting to review performance and discuss Mar-24 Mar-24 Complete Completed - first meeting 11th March
necessary actions
Author Alastair Campbell/Helen Cooper/Mark Onions Date 12/07/2024
Accountable Claire Horsfield Date 12/07/2024
Officer Approval
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N
Exception Report - Action Plan
Total patients waiting more than 104 Weeks — All services
@ Total patients waiting more than 104 weeks - all services: Trust
_r Latest 6
KPI Description Jan-24 | Feb-24 | Mar-24 | Apr-24 | May-24 | Jun-24 YTD
months N
104+ Week waits -|  Number 0 0 0 0 2 5 )
All services Target 0 0 0 0 0 0 0 A
(9]
Trajectory | Jul-24 [ Aug-24 | Sep-24 | Oct-24 | Nov-24 | DeC-24 | Jan-25 [ | /oo
Number o) 0 0 0 0 0 0 2
To be updated
(@)
Jul 2 ul 21 Jan 2 \]
CNRT
i
5O
:3 ®
o5
7]
© E
2 S
= 2
@
o
O
Start Date [ End Date Status Outcome
Transition of TeMS Orthopaedics into MSST transferring activity/ pathway to SaTH Apr-24 Sep-24 On track Phasing plan shared with SaTH. Patients for upper limb are starting to be
transferred to RJAH. SaTH have aligned consultant support to manage
waiting lists preparing for full transfer of activity. -
Implementation of new CNRT Psychology SLA to provide capacity to manage the Mar-24 May-24 Off track SLA agreed internally with contracts and shared with provider mid-June. o
waiting list Awaiting signature from provider before implementation. 1 week lead in time
E once agreed to operationalise the service. Team now looking at alternative
o options as mitigation.
s -
'g Creation of Fortnightly waiting list meeting to review performance and discuss necessary Mar-24 Mar-24 Complete Completed - first meeting 11th March =
< actions
(==Y
N
Author Alastair Campbell/Helen Cooper/Mark Onions Date 12/07/2024 OHJ
Accountable Claire Horsfield Date 12/07/2024
Officer Approval
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Exception Report - Action Plan
Diagnostics for Audiology and Ultrasound - DM01

KPI Description lr'ﬁct;?;: Dec-23 | Jan-24 | Feb-24 | Mar-24 | Apr-24 | May-24 YTD
DMO1 % 99.65% [ 99.59% | 100.00% [ 99.65% | 95.78% | 87.11% | 87.11%
Target 99.0% | 99.0% [ 99.0% 99.0% 99.0% 99.0% 99.0%
Trajectory [ Jun-24 | Jul-24 | Aug-24 | Sep-24 | Oct-24 | Nov-24 | Dec-24
% 93.0% | 92.8% | 92.6% 92.5% 93.6% 92.9% 94.0%

Appendix 3

@ Diagnostics for Audiology and Ultrasound - DMO1: Trust

Jan 2022 Jul 2022 jan 2023 Jul 2023 an 2024

Reason for
performance
gap

For Audiology we are now reporting any planned patients that are overdue for their appointment as active waits, as per National DMO1 requirements. Figures are higher and there are more breaches due to this.

Due to the changes in DMO01 rules additional capcity is needed. This is alongside an increase in demand

Start Date [ End Date Status Outcome
Review of SLA with SaTH Jun-24 Sep-24 Planned Service Review Planned to support an new SLA
&
o Service review Jun-24 Sep-24 Planned Service Review Planned to support an new SLA
S
k3]
<
Author Nicola Greaves/Gemma Mclver Date 12/07/2024
Accountable Claire Horsfield Date 12/07/2024
Officer Approval
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N
Exception Report - Action Plan
Proportion of patients who have a first consultation in a post- : : : : __ :
] . . . . @ Proportion of patients who have a first consultation in a post-covid service within six weeks of referral: Trust ) 0o
covid service within six weeks of referral ® A
80%
N
- Latest 6
KPI Description months Jan-24 | Feb-24 | Mar-24 | Apr-24 | May-24 | Jun-24 YTD
Proportion of % 0.00% | 0.00% | 10.00% | 8.33% | 11.76% | 5.26% | 5.26%
patients within 6 o
weeks Target 92.0% | 92.0% [ 92.0% [ 92.0% [ 92.0% | 92.0% | 92.0% b
,,,,,,,,,,,,,,,,,,,,,,,,,,,,, I s A5 G 0
20%
Trajectory | Jul-24 | Aug-24 | Sep-24 | Oct-24 | Nov-24 | Dec-24 | Jan-25 o
% 40.0% | 92.0% | 92.0% | 92.0% | 92.0% | 92.0% 92.0%
0%
~
Jul 2022 Jan 2023 Jul 2023 Jan 2024
8 Waiting times within the Long Covid Service have been a challenge since the service commenced in November 2020. NHS England had high expectations from the beginning and this was evidenced by the main reportable 0]
g national key performance indicator (KPI) focusing on waiting times. The aim was for all patients to receive an initial assessment within 6 weeks of referral. This has been a challenged KPI in Shropshire Community Health
£ NHS trust (SCHT) due to multifactorial reasons including finance, workforce availability and high referral rates. When the service commenced, there were delays to funding and confirmation of funding amounts. This
5 matched and linked heavily with a delayed workforce despite the referral front door being open for business. With high referral rates and decreased appointment capacity due to recruitment delays, a demand and capacity
E = mismatch quickly became established.
= ©
5 ©
-
c
o
7]
©
]
© =
Start Date| End Date Status Outcome ©
§ Model has been revised to enable quicker access to a first assessment. Jan-24 Apr-24 Complete Revised Model
t Booking of patients into appointments within 6 weeks. May-24 Aug-24 On Track Appointments booked with 6 weeks for all patients
o
= =
© =
<
Author Alastair Campbell Date 12/07/2024
(==Y
N
Accountable Claire Horsfield Date 12/07/2024
Officer Approval
(==
w
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Exception Report - Action Plan
New Birth Visits % within 14 days - Telford

@ New Birth Visits % within 14 days - Telford: Trust h CJJ
100% @
L Latest 6 a8
KPI Description Dec-23 | Jan-24 | Feb-24 | Mar-24 | Apr-24 | May-24 YTD o
months » -
Proportion of % 88.73% | 86.62% | 89.54% | 90.14% | 93.79% | 91.94% | 91.94% | | = s
patients within 18 JN NN
weeks Target 95.0% | 95.0% | 95.0% | 95.0% | 95.0% | 95.0% 95.0% ] X
e - o
Trajectory | Jul-24 | Aug-24 | Sep-24 | Oct-24 | Nov-24 | Dec-24 | Jan-25
% 91.0% | 92.0% | 93.0% | 94.0% | 95.0% | 95.0% 95.0%
To be updated 0% @)}

86 ~J
Jul 2022 Jan 2023 Jul 2023 Jan 2024
8 Commissioning arrangements for the Telford Local Authority during tender outlined a reducing financial budget each year. This has resulted in the inability to replace Health Visitors when posts become vacant. This directly
g effects the ability of the team to reach the NBV delivery target. Both Dudley and Shropshire Local Authorities have reduced the NBV target to 90% due to impact of growing populations and parental choice impacting on the
£ ability of providers hitting the targets. o
° Parent choice of day of visit is having a dramatic effect on the ability of service being able to carry out the visits between 10 and 14 days.
'5 Monthly exception reporting demonstrated that 100% of all NBV are carried out. During May 24 10 out of 114 NBV were completed out of timescales. Of these 6 were due to parental choice and 4 babies were still in the
Q % Neonatal unit.
5 ©
<
c O
o
n
©
Q
o
Start Date| End Date Status Outcome ~
Team leaders to run allocation meetings to identify NBV that are at risk of breaching 14 Jul-24 Oct-24 On track Focus on NBV allocation will increase NBV delivery o
days
E Discussions with commissioners regarding funding for extra hours and weekend working Jul-24 Oct-24 On track Opportunity to utilise bank workforce and offer extra hours.
o
c Introduce weekend working for families that prefer weekend visits to facilitate choice. Jul-24 Oct-24 Planned Increase opportunities to deliver NBV over 7 days a week opposed to current =
-g 5 working days. =
&’ Explore mutual aid from Shropshire and Dudley teams to build resilience in the workforce Jul-24 Oct-24 Planned Increased workforce to deliver more NBV within timescales
Service Lead to analyse exception reports from last six months to identify any trends to Jul-24 Oct-24 Planned Audit of late NBV may provide ideas of changing delivery model for NBV
ensure that NBV are booked and offered effectively. E
Author Helen Cooper/ Mark Onions Date 12/07/2024
Accountable Claire Horsfield Date 12/07/2024 —
Officer Approval w
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1. Purpose of Paper

1.1. Why is this paper going to the Board of Directors and what input is
required?

The purpose of this report is to present the Trust's updated Performance Framework. The
paper is to provide information and assurance and to consider for approval.

2. Executive Summary

2.1 Context

The Trust's Performance Framework has recently been reviewed and amended, largely to
reflect ShropCom’s updated governance structure and amended Executive team
responsibilities.

This is an important document as it sets out how the organisation manages performance
including roles and responsibilities.

2.2 Summary

The Trust Board most recently approved the Trust's Performance Framework in February
2023. The Framework was extensively updated at this time, and it was introduced alongside
performance training and changes to the performance reporting process.

In line with best practice, the document has now been reviewed in detail and a small number
of changes have been made. The Framework has been reviewed and updated by the
Executive team and it is presented to the Board to consider for approval.

The amendments made largely reflect the updated responsibilities within the Executive team
portfolios, changes to the Trust’s governance arrangements and to reflect the NHS England
Making Data Count guidance.

As we progress through the year, it is likely further revisions to the Performance Framework
will be required as anticipated national guidance is published, such as the NHS Oversight
Framework. Any alterations to the Framework will be presented to the Board for further
approval.
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2.3. Conclusion
The Trust Board is asked to:

o Consider the updated Performance Framework and if any amendments are required
in order to provide adequate assurance to the Board in relation to how performance is
managed

e Approve the Trust's updated Performance Framework.
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Introduction

1.1.

1.2.

1.3.

The Trust's Performance Management Framework (PMF), Board Assurance
Framework (BAF) and other wider governance arrangements when combined, are
integral to the Trust’s governance framework. The Framework is designed to enable
a full and comprehensive implementation of strategic and operational plans,
including the delivery of quality and financial improvement programmes.

The Performance Management Framework (PMF) aims to foster a culture of
responsibility and accountability at all levels in the Trust and helps teams and staff
to understand the roles they play in successful delivery of the Trust’s objectives. The
PMF specifies the structure, systems and processes used to embed a performance
management culture in the Trust and identifies the responsibilities for performance
management.

A devolved accountability structure is in place at the Trust, managed through the
Performance Framework. The underlying principles of this Framework are to ensure
that delivery of the Trust's strategy and corporate objectives are managed in a
systematic way from ‘Community/Ward to Board’ and ‘Board to Community/Ward'.

Objectives of the Performance Management Framework

2.1.

2.2.

The PMF sets out the systems and processes through which the organisation will
support teams and manage the delivery of our strategic and operational goals, as
well as ensuring that the regulatory and statutory requirements that apply to the Trust
are met (including those outlined in the NHS Constitution).

The PMF drives the implementation of best practice performance assurance
processes throughout the organisation, aligned to our Board committees, ensuring
that:

¢ Accountability arrangements are in place across the organisation to drive the
delivery of all agreed objectives, targets, and standards. Performance is seen
as a continuous process which is embedded in all aspects of organisational
activity.

e Agreed performance objectives and targets are Specific, Measurable, Agreed,
Realistic and Time bound (SMART) and transparent measurements are set to
monitor performance.

e Timely information is available to enable appropriate understanding,
monitoring, and assessing of the Trust’'s quality and performance, prompting
appropriate action to be taken if performance is forecast to fall below set
objectives and targets.

¢ Staff, teams, and Committees understand their roles and responsibilities and
are supported and motivated to deliver, with a clear line of sight between their
contributions and the overall success of the Trust.

¢ Action plans are developed as soon as risks to the achievement of required
targets or standards and/or barriers to effective performance are identified.
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3. Key Management Principles
N
3.1. The following key management principles underpin this framework:
e Focused on improvement - All teams and staff members are encouraged to oL

embrace a culture of continuous performance improvement and to speak up
with suggestions and concerns. Initial interventions will focus on recovery to
sustain improvement and will include actions to address the root causes of o
issues.

e Transparent — Clear and pre-determined performance measures and
interventions. Teams and individuals will understand how performance is being
assessed and what to expect if performance falls below acceptable levels.

e Consistent - Clear accountabilities through a uniform approach across SCHT,
at different levels of the organisation and across different departments will
ensure that all parties are clear of where accountabilities lie.

e Proactive - Delivery focused on improved performance through an integrated Ne)
and action-oriented approach, with thresholds for intervention that identify
underperformance at an early stage so that it can be swiftly addressed.

e Proportionate - Performance management interventions and action are
related to the scale of risk and maintains an appropriate balance between
challenge and support.

(0] 1

IT

-
N
L1
Clear business directicn, articulated in temms Shomr 1 —_
of specific goals gyt - w
linked to budgets
anved plannming
(==Y
(2] +»
Rewards and Underpinned
CONSequences by mctive
communications The right
performance =
6 tracking S
Good performancs —
Convers.ations (@)}

LT

QT

61

205


https://www.shropscommunityhealth.nhs.uk/

NHS B

Shropshire Community Health

NHS Trust
4. The Performance Spectrum

4.1. The spectrum of performance stretches from unacceptable at one extreme, to
outstanding or world class performance at the other, as illustrated:

Breach of requirements Non- Compliance with Exceeding KPI o
and/or multiple KPI compliance requirements, targets,
targets across multiple of adoption of benchmarking and
domains requirements, improvement continued (o)
not meeting standards and improvement
several KPI | performance against
targets, KPI targets <
selected
improvement
standards or
failure to ®
meet
improvement
targets \©
= Unacceptable Requires Good Outstanding N
Improvement )

(the spectrum of performance must be measured in terms of metrics, targets and standards)

IT

4.2. The Executive Team, through the Trust Performance Board, will assess how each
Division is performing against the necessary Key Performance Indicators, using the
dashboards and slides presented.

4.3. Where an exception occurs, the Executive Team will require assurance in the form
of actions plans to evidence the reason for the performance gap and the associated
actions required to improve performance.

4.4. Divisions and Corporate Services will attend the Trust's Performance Board on a
rolling basis, however frequency may be increased at the discretion of the Executive
Team, should there be particular areas of concern.

[

o1

14!

5. Link to Executive Director Roles and Responsibilities

Gt

5.1. Board of Directors

e The Board is required to ensure that the Trust always remains compliant with
the relevant conditions of its NHS Provider License and has regard to the NHS
Constitution.

e The Performance Management Framework works in conjunction with the Board
Assurance Framework to provide the Board of Directors with the assurance
required in relation to the full and comprehensive implementation of strategic
and operational plans.

e The Board has overall accountability for the implementation of the Performance
Management Framework.
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5.2. Chief Executive

The Board delegates responsibility for delivery of the objectives, targets and
standards outlined in the Trust's Strategy and Operational Plan to the Chief
Executive. The Chief Executive, supported by the Executive Directors, ensures
that the associated activities are carried out efficiently, effectively, and
economically and in a manner appropriate for the proper conduct of public
affairs.

This Performance Management Framework describes the governance
arrangements through which the Chief Executive delegates and manages the
delivery of those responsibilities.

5.3. Chief Finance Officer

The CFO has delegated responsibility for the leadership, development, and
implementation of the Performance Management Framework.

5.4. Divisional Leads, Directorate Leads & Divisional Meetings

The management teams are responsible for ensuring services are delivered in
line with commissioning requirements and meet the required safety and quality
standards, financial targets, and regulatory requirements.

Drive professional and managerial responsibility in delivering key performance
indicators and promoting leadership across the Trust to deliver the performance
agenda.

Responsibilities include ensuring that:

The Performance Management Framework is implemented within their own
sphere of responsibility.

Steps are taken to secure resources for the implementation of associated
controls following risk assessment.

Targets for KPIs are agreed, communicated, and delivered.

Governance arrangements to underpin the Performance Management
Framework are in place.

Services within their remit perform to the required standards/targets and
maximise their potential.

The management teams should:

Acknowledge and reward excellent performance.

Analyse service performance regularly, establishing variances, trends and
discrepancies or gaps.

Scrutinise the root cause of the above and act upon this to eliminate continued
issues by developing actions plans to recover.

Implement improvement plans as appropriate.

Escalate to the executive Team via the Trust Performance Board areas of
significant risk or opportunity.

Divisional meetings are accountable for delivering performance targets within
their respective Divisions. To ensure the efficient operation of the Performance
Framework, Divisional meetings will need to ensure suitable time is available
for the review of performance information and the preparation for Performance
Board.

Each Division will have its own Integrated Performance Report (IPR), which
reflects the content of the Trust Board’s IPR with the addition of drill down KPIs.
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6. Performance Management Roles and Responsibilities EN

6.1. The Trust's Performance Management Framework describes how the Chief
Executive delegates responsibility for the delivery of strategic and operational plans, o
targets, and objectives. There are two main ways in which those responsibilities are
delegated — through line management structures and through a small number of
management meetings.

6.2. The primary way in which responsibilities are delegated is through the Trust’s line
management structure to individuals, and then through to relevant members of their

teams.
©

Director of

(0] 1

Governance /
Corporate Secretary

IT

Director of People

and Organisational
Development

Medical Director Director of Nursing & Chief Finance Officer DTG Clf
Clinical Delivery Operations

cl

o1

6.3. The Executive Directors have individual responsibility for delivering the objectives
that relate directly to their role, and for supporting their colleagues to deliver their
objectives. Also, they are collectively responsible for delivering the Operational Plan
objectives as a team.

14!

Gt

7. Responsibilities and Accountabilities

7.1. To deliver the Performance Management Framework a stepped approach to
performance management is required which clearly specifies roles, accountabilities,
and responsibilities. It is essential that key targets, programmes, projects, and
actions are disaggregated throughout the Trust and hierarchy to ensure delivery of
targets at every level and across the organisation as a whole; to understand what is
expected of them and the part they play in the overall success of the Trust.
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ACCOUNTABILITY NN

Trust Board

Trust Performance Agree and monitor
Board KPI and Performance
Executive Directors Framework

Directorate Performance reviews
Performance and agreement of o)
Meetings KPI's

Delivery of KPI's and
Directorate reporting exceptions to
Committee/Board

Services and Monitoring and
Departments management of KPI's

Monitor and facilitate

NICEA improvement of KPI's

Assess and manage
individual contribution
to KPI's

RESPONSIBILITY

(0) 1

8. Line Management Responsibilities

8.1. Responsibility for most of the Trust’s performance objectives and targets is cascaded
through to relevant line managers on an annual basis (or more frequently if required).

IT

8.2. Line managers are responsible for delivery of their agreed targets in accordance with
the key principles and approach outlined in this framework. Line management
responsibilities include ensuring that:

cl

e Teams and staff members have a clear understanding of their role,
responsibilities, and performance targets (with individual targets agreed and
documented through the appraisal process).

e Teams and staff members work in an environment that embraces feedback and
learning and staff members are encouraged to speak up about issues and
concerns.

e Performance delivery is actively and proactively managed.

e Performance issues and risks are captured, managed and escalated where
appropriate.

e Excellent performance is recognised and rewarded.

o1
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9. Sub-Committee Responsibilities

9.1. A number of Sub-Committees support the Board and Executive Team in effectively
discharging their obligations by taking responsibility for the delivery of agreed
objectives and targets.

LT

QT

9.2. Directorate meetings and Sub-Committees are responsible for the delivery of
relevant directorate and/or functional objectives and targets within their areas of
accountability.
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9.3. Various other forums also play an important role in taking responsibility for the
delivery of specific objectives and targets and in securing wider organisational buy-
in to plans and developments.

9.4. A review of sub-committees and other groups will be undertaken, with the aim of:
¢ Clarifying scope and alignment of scope to support plan objectives
¢ Improving effectiveness and efficiency
e Ensuring right people attend and right governance structures are in place

Performance targets, objectives and KPIs

10.1. The Trust’s strategic and operational plans are updated on an annual basis (or more
frequently if required) in accordance with the Trust’s planning cycle.

10.2. The Trust’s performance targets, objectives and KPIs are also updated on an annual
basis (linked to the content of strategic and operational plans) and may be further
updated during the financial year if needed.

10.3. Agreed performance targets, objectives and KPIs are cascaded to relevant line
managers or to accountable Committees.

10.4. Effective and supportive performance management mechanisms are key to an
organisation being ‘well led’ and are essential to the delivery of strong and consistent
performance.

Performance monitoring and escalation

11.1. The Chief Finance Officer, and supporting personnel, monitors and assesses all
aspects of the delivery of strategic and operational plan targets, having the following
key responsibilities:

e Providing assurance that all statutory, regulatory, quality, operational,
workforce, financial and project targets, objectives and KPls are fully
understood and have been assigned to an appropriate Executive Director,
managerial lead, and assurance committee.

e Sourcing high quality, accurate information in a timely fashion to measure
performance against each objective and target (single version of the truth),
proactively supporting projections to the end of the plan year.

¢ Driving consistency and alignment of performance dashboards and reports at
all levels (including Trust Board) — using ‘exception-based’ reporting wherever
possible.

e Constructively challenging performance delivery against agreed targets and
recommending action(s) where appropriate.

¢ Reviewing performance against comparative benchmarks to recognise areas
of good performance and identify areas where further improvement is needed.
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All Directorate meetings and Sub-Committees are required to formally review
progress against performance objectives and targets at least once a month (more
frequently if required) and confirm that those targets are still expected to be
delivered.

If a Directorate meeting and/or Sub-Committee forecasts that it is unlikely to be able
to deliver the agreed objectives and/or targets at any point, then the associated
issue(s) and/or risk(s) should be formally escalated to the next layer of the Trust’s
accountability matrix (N.B. escalation of an issue does not transfer the responsibility
for delivery).

If a Directorate meeting or Sub-Committee or individual’s performance regularly falls
below the required levels, more formal escalation processes may be instigated (e.g.,
Performance Action Plans).

The Executive Team will meet regularly (monthly) with management teams to review
performance and progress. The focus and content of those meetings will vary
depending on the current performance levels and the level of assurance provided by
the directorate management team.

. Performance will be monitored and displayed in line with NHS England’s Making

Data Count guidance including the use of Statistical Process Control Charts (SPC).

. The dashboards will include icons that highlight whether there are areas of concern

from a variation or assurance perspective in line with this guidance. An example of
the dashboards that are to be used by each Committee is in Appendix 4

. Action plans will be developed for each Committee as a minimum for the indicators

that have been identified as having a variation or an assurance concern. The action
plan template is included as Appendix 5

. The action plans will be developed by the appropriate lead and approved by the

Accountable Director for the relevant indicator. This forms the basis of the exception
reporting to Committee.
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12. Recognition and Reward
12.1. Where objectives are delivered and/or performance is exceeded the Trust actively &
seeks to recognise and reward that good performance.
ok
12.2. Recognising stable and/or good performance of a Directorate may be provided +»
through a reward of time, in not attending the Trust Performance Board as frequently.
(=Y
(9]
12.3. The successes of Directorates and other functions in delivering key elements of the
Trust’s Operational Plan, will be routinely reported, and celebrated as part of monthly
communication processes. =y
12.4. There are a wide variety of routes through which performance is currently recognised
and rewarded, including: 3
¢ Staff and team communication —
e Chair's awards ®
e Long Service awards
et
O
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13. Trust Board
13.1. The Board provides leadership and direction to the organisation and will receive N
regular reports assuring them of the quality and performance of services. This
Performance Management Framework will form part of the assurance to the Board
of Directors regarding achieving the performance objectives as detailed in the Board o
Assurance Framework (BAF).
13.2. The Board approves the annual operating plan ensuring it meets the Trust’s overall Y
strategic direction and NHSE’s planning guidance together with the NHS Long Term
Plan and ICS developments.
13.3. Agree the annual objectives including the accountable director ensuring the required ~
outcomes key to delivery can be measured by key performance indicators.
13.4. The Board will state the risks to the Trust should an outcome not be delivered oo
(through the Board Assurance Framework).
13.5. The Board assesses the performance of the Trust monthly via the Performance ©
reports from each committee, these include NHSE Making Data Count dashboards
and action plans for each Committee where assurance or variation is being flagged
as a concern. ~
o
13.6. The key performance indicators presented to Board are aligned with the NHSE
Single Oversight Framework. The data included in the IPR is underpinned by a -
robust rolling data quality programme which is overseen by the Audit Committee. =
13.7. The Board may request that an appropriate Committee carries out ‘deep dives’ into
certain performance indicators to ensure an appropriate level of granular review is o
carried out.
14. Board Committees &
14.1. Board Committees provide an additional layer of independent assurance over and
above organisational assurance processes, helping the Board to ascertain whether =
the PMF is operating effectively.
14.2. The responsible Committee for each indicator will approve definitions including —
o . . . o
targets that will drive the exception reporting process for the year. Any exception
reported will include an understanding of the cause of variation as part of the action
plan to rectify performance. 5
14.3. Indicators will be allocated to committees as follows:
o Safe — Quality and Safety Committee and People Committee 3
e Caring - Quality and Safety Committee and People Committee
¢ Responsive — Resources and Performance Committee and Quality and Safety -
Committee @
o Effective - Resources and Performance Committee and Quality and Safety
Committee B
e Well Led - Resources and Performance Committee and People Committee
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14.4. Board Committees provide an additional mechanism for Non-executive Directors to
hold Executive Directors to account by testing the level of assurance available to N
support reported progress towards delivery of operational plan objectives.

14.5. Board Committees will routinely review performance reports but may also, from time )
to time and as necessary, undertake more in-depth assessments of aspects of
performance delivery (where significant, this may involve establishing additional
time-limited sub-committees or groups). o

14.6. The effectiveness of the Board Committees will be reviewed annually or more
frequently if required. !
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Appendix 1 — Integrated Performance KPI Accountability
People Committee ~
Domain - |Measure -1|Rationale for inclusion ~ | Accountable Role ~
Aggregate score for NHS staff survey questions that measure perception of 1
Well Led s ) v = & SOF 22/23 Director of People and Organisational Development
leadership culture
Well Led Appraisal Rates Existing KPI Director of People and Organisational Development
Well Led CQC well-led rating SOF 22/23 Director of Governance o
Well Led Leaver rate SOF 22/23 Director of People and Organisational Development
Well Led Mandatory Training Compliance Existing KPI Director of People and Organisational Development
Well Led Net Staff in Post Change Existing KPI Director of People and Organisational Development
Proportion of staff in senior leadership roles who are from a) a BME . o ~
Well Led SOF 22/23 Director of People and Organisational Development
background
Well Led Proportion of staff in senior leadership roles who are from b) are women SOF 22/23 Director of People and Organisational Development
P rti f staff i ior leadership rol h f disabled
Well Led Str;c::o fon of staff in senior leadership roles who are from c) are disable SOF 22/23 Director of People and Organisational Development o)
Proportion of staff who agree that their organisation acts fairly with regard to
Well Led career progression/promotion regardless of ethnic background, gender, SOF 22/23 Director of People and Organisational Development
religion, sexual orientation, disability or age O
Proportion of staff who say they have personally experienced harassment, . L
Well Led ) SOF 22/23 Director of People and Organisational Development
bullying or abuse at work from managers
P rti f staff wh they h Il i dh t,
Well Led ropc.> (oML PRI AnEG TS el I EnpsiEniass el e SOF 22/23 Director of People and Organisational Development =
bullying or abuse at work from other colleagues o
Proportion of staff who say they have personally experienced harassment
Well Led p. ¥ y R P yexp ’ SOF 22/23 Director of People and Organisational Development
bullying or abuse at work from patients
Well Led Proportion of temporary staff Existing KPI Director of People and Organisational Development =
Well Led Sickness Rate SOF 22/23 Director of People and Organisational Development
Well Led Staff survey engagement theme score SOF 22/23 Director of People and Organisational Development
Well Led Total shifts exceeding NHSI capped rate Existing KPI Director of People and Organisational Development —
Well Led Total shifts on a non-framework agreement Existing KPI Director of People and Organisational Development N
Well Led Vacancies - all Existing KPI Director of People and Organisational Development
(==Y
W
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Domain - [Measure ' |Rationale for inclusion - |Accountable Role -
In development - definition

Caring Access to Healthcare for people with Learning Disability o . Director of Nursing & Clinical Delivery
to be established

Well Led Acting to improve safety - safety culture theme in the NHS staff survey SOF 22/23 Director of Nursing & Clinical Delivery

New KPI - requested and
defined by Deputy Director

Safe Category 3 Pressure Ulcers of Nursing and Quality and Director of Nursing & Clinical Delivery
Deputy DIPC
Safe Category 4 Pressure Ulcers Existing KPI Director of Nursing & Clinical Delivery
Safe Clostridium difficile infection rate SOF 22/23 Director of Nursing & Clinical Delivery
Responsive Complaints - (Open) % within response timescales Existing KPI Director of Nursing & Clinical Delivery
Safe Compliance with CQC Medicines Management Existing KPI Director of Nursing & Clinical Delivery
Safe Compliance with Duty of Candour Existing KPI Director of Nursing & Clinical Delivery
Safe Consistency of reporting patient safety incidents SOF 22/23 Director of Nursing & Clinical Delivery
Effective Deaths - unexpected Existing KPI Medical Director
Safe E. coli bloodstream infection rate SOF 22/23 Director of Nursing & Clinical Delivery
New KPI - requested and
Safe Falls per 1000 Occupied Bed Days defmec{ by Deputy I?lrector Director of Nursing & Clinical Delivery
of Nursing and Quality and
Deputy DIPC
New KPI - requested and
Safe Medication Incidents with Harm defined by Deputy Director Director of Nursing & Clinical Delivery

of Nursing and Quality and
Deputy DIPC

Methicillin-resistant Staphylococcus aureus (MRSA) bacteraemia infection

Safe SOF 22/23 Director of Nursing & Clinical Delivery
count
Safe National Patient Safety Alerts not completed by deadline SOF 22/23 Director of Nursing & Clinical Delivery
Safe Never Events Existing KPI Director of People and Organisational Development
Well Led Overall CQC Rating SOF 22/23 Chief Executive Officer
Safe Patient Safety Incident Investigations Existing KPI Director of Nursing & Clinical Delivery
well Led Performance against relevant metrics for the target population cohort and SOF 22/23 In development - Medical Director

five key clinical areas of health inequalities

definition to be established
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Domain - |Measure -1|Rationale for inclusion - |Accountable Role -
Responsive 18 week Referral To Treatment (RTT) incomplete pathways Existing KPI Director of Operations

Use of Resources |Agency spend - compared to the agency ceiling SOF 22/23 Director of People and Organisational Development

Use of Resources |Agency spend - Price cap compliance SOF 22/23 Director of People and Organisational Development
Effective Available virtual ward capacity per 100k head of population SOF 22/23 Director of Operations

Responsive CQC Conditions or Warning Notices Existing KPI Chief Executive Officer

Effective Data Quality Maturity Index Existing KPI Director of Operations

Responsive Diagnostics for Audiology and Ultrasound - DMO01 Existing KPI Director of Operations

Use of Resources |Financial efficiency - variance from efficiency plan SOF 22/23 Chief Finance Officer

Use of Resources |Financial stability - variance from break-even SOF 22/23 Chief Finance Officer

New KPI for 0-19 Dudley

Caring New Birth Visits % within 14 days - Dudley . Director of Operations
following contract award
Caring New Birth Visits % within 14 days - Shropshire Existing KPI Director of Operations
Caring New Birth Visits % within 14 days - Telford Existing KPI Director of Operations
Responsive Number of patients not treated within 28 days of last minute cancellation Existing KPI Director of Operations
Effective Outpatient follow-up activity levels compared with 2019/20 baseline SOF 22/23 Director of Operations
. Proportion of patients spending more than 12 hours in an emergency . .
Responsive SOF 22/23 Director of Operations
department
Proportion of patients who have a first consultation in a post-covid service
Responsive . p. . p p SOF 22/23 Director of Operations
within six weeks of referral
Responsive Proportion of patients within 18 weeks Existing KPI Director of Operations
Effective Total activity undertaken against current year plan Existing KPI Director of Operations
Effective Total diagnostic activity undertaken compared with 2019/20 baseline SOF 22/23 Director of Operations
Effective Total elective activity undertaken compared with 2019/20 baseline SOF 22/23 Director of Operations
Responsive Total patients waiting more than 104 weeks - all services Existing KPI Director of Operations
Responsive Total patients waiting more than 104 weeks to start consultant-led treatment |SOF 22/23 Director of Operations
Responsive Total patients waiting more than 52 weeks - all services Existing KPI Director of Operations
Responsive Total patients waiting more than 52 weeks to start consultant-led treatment  |SOF 22/23 Director of Operations
Responsive Total patients waiting more than 65 weeks - all services Existing KPI Director of Operations
Responsive Total patients waiting more than 65 weeks to start consultant-led treatment |Existing KPI Director of Operations
Responsive Total patients waiting more than 78 weeks to start consultant-led treatment |SOF 22/23 Director of Operations
Responsive Total patients waiting more than 78 weeks - all services Existing KPI Director of Operations
Effective Virtual ward bed occupancy New KPIl requested by RPC  |Director of Operations
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Appendix 2 — Lead Executive Director for Board Committees

NHS Trust

Board Committee

Lead Executive Director

Quality and Safety Committee

Director of Nursing & Clinical Delivery and Medical Director

People Committee

Director of People and Organisational Development

Resource & Performance Committee

Chief Finance Officer

Audit Committee

Director of Governance

Remuneration Committee

Director of Governance

Charitable Funds Committee

Chief Finance Officer
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Appendix 3 — Performance Delivery Meetings & Governance

Meeting Frequency Who Report
Board of Monthly Chair - Chair Trust level Integrated Performance Report
Directors Trust Board Annual objective review (quarterly)
Committees to review all Committee KPIs and present a performance overview
through the Chair’s report.
Execs/SLT Monthly Chair — CEO Trust level Integr'ated Performance Report and review of Trust operational
Execs Meeting performance_ review meeting _
Execs to review Directorate KPIs and present a performance overview through the
Chair’s report.
Execs Weekly Chair — CEO Key performance indicators weekly exceptions e.g. serious incidents, infection
Execs Meeting control, waiting times targets, activity and financial performance
Chair — Ch.'ef Finance Trust level Integrated Performance Report, unit exception reporting, strategic
Trust Monthly Officer : : . .
. updates, financial performance, key risks, actions plans
Performance Execs, Directorate
Board Management Team
Directorate Monthly Chair — Directorate Lead | K€Y performance metrics for directorate, departments and services. Performance

Meetings

against corporate objectives, strategic updates, unit scorecard exception reporting,
financial performance, key risks, action plans and update of participation in
organisational development programmes
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The BoD holds the Executive Directors to
account for delivery of plan targets and
objectives.

Board of Directors

(BoD)

Framework).

The BoD receives progress/performance
reports.

The Executive Directors manage performance delivery by
delegating responsibility through line management structure and
to a number of responsible teams /Directorates

Principles underpinning the Performance Management
Framework

e Ensuring all operational, financial and project targets,
objectives and KPIs are fully understood and have been
assigned to an appropriate unit owner.

e Sourcing high quality, accurate information in a timely
fashion to measure performance against each objective
and target.

e Driving consistency and alignment of performance
information and reports at all levels — exception based
reporting were possible.

e Constructively challenge performance delivery against
agreed targets, confirming escalation criteria and
recommending timely actions where appropriate.

Board Committees

Board Committees

Board Committees:
Audit Committee
Quality and Safety Committee
Resource and Performance Committee
People Committee

Other Board Committees:
Remuneration Committee
Charitable Funds Committee

Additional Time-Limited Committees:

The BoD delegates assurance activities (focused
on the areas identified in the Board Assurance

The BoD receives ‘independent’ assurance from
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Appendix 5 — Dashboard Example
N
Quality and Safety Committee — SPC Summary
Committee Domain Latest Date Variation Month Month Month YTD Target YTD Vanance Assurance o
Value Target Variance

Quality & Safety Committee Well Led  Acting to improve safety - safety culture theme in the NHS staff survey 2024-05-31 @ 6.1 6.4 -0.3 6.1 6.4 -0.3 Q

Quality & Safety Committee Safe Category 4 Pressure Ulcers 2024-05-31 [20e) 2 4] 2 2 0 2 )

Quality & Safety Committee Safe Clostridium difficile infection rate 2024-05-31 .::'_) 400 0.00 4,00 4,00 0.00 400 Q o

Quality & Safety Committee: Responsive Complaints - (Open) % within response timescales 2024-05-31 (E 100.00% 95.00%  5.00% 100.00% 95.00% 5.00% Q

Quality & Safety Committee Safe Compliance with COC Medicines Management 2024-05-31 O 98.16% 95.00%  3.16% 98.77% 95.00% 3.77% o)

= ~

Quality & Safety Committee Safe Consistency of reporting patient safety incidents 2023-06-30 U 83.33% 100.00% -16.67% 83.33%  100.00% -16.67% U

Quality & Safety Committee Effective Dieaths - unaxpectad 2024-05-31 () 0 0 4] 0 0 0 )

Quality & Safety Committee Safe E. coli bloodstream infection rate 2024-05-31 () 0.00 0.00 0.00 0.00 0.00 0.00 U

Quality & Safety Committee Safe Methicillin-resistant Staphylococcus aureus (MRS5A) bacteraemia infection... 2024-05-31 0 0 4] 0 0 0 U

Quality & Safety Committee Safe Mational Patient Safety Alerts not completed by deadiine 2024-05-31 0 0 0 0 0 0 )

Quality & Safety Committee  Safe Mever Events 2024-05-31 () O 0 0 il 0 0 O

Quality & Safety Committee Well Led Overall CQC Rating 2024-05-31 Good Good Good Good U

Quality & Safety Committee Safe Serious Incidents (reported) 2024-05-31 Q 0 0 0 0 0 ]
Pt
o
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Appendix 6 — Action Plan Template

Total patients waiting more than 65 weeks to start consultant-led treatment

KPI Description

Latest 6
months

Dec-23

Jan-24

Feb-24

Mar-24

Apr-24

May-24

YTD

RTT 65+ week
waits

Number

2

Target

0

Trajectory

Feb-24

Mar-24

Apr-24

May-24

Jun-24

Jul-24

Aug-24

Number

®

Total patients waiting more than 65 weeks to start consultant-led treatment. Trust

NHS Trust

Reason for
performance
gap

Action Plan

Start Date

End Date

Status

Outcome

Author

Date

Accountable
Officer Approval

Date

(0]

IT

cl

o1

223



https://www.shropscommunityhealth.nhs.uk/

NHS

Shropshire Community Health

NHS Trust
Month 3 2024/25 Financial Performance
0. Reference Information
Author: Jonathan Gould Paper date: 1 August 2024

Deputy CFO

Executive Sponsor:  Sarah Lloyd, CFO Paper written on: 24 July 2024
Resource and

Paper Reviewed by: Performance Paper Category: Finance
Committee
Forum submitted to: Trust Board Paper FOIA Status: Full

1. Purpose of Paper

1.1. Why is this paper going to Trust Board and what input is required?

This paper presents key financial information in relation to our financial performance as at month
3 and is for assurance.

2. Executive Summary

2.1. Context

The Trust’'s 2024/25 Income and Expenditure (I&E) plan is to achieve a surplus of £1,768k; this
reflects the financial plan submission to NHS England (NHSE) on 12 June 2024. The Trust’s
2024/25 capital expenditure plan is £2,250k.

This paper summarises the Trust’s financial performance for the period ended 30 June 2024
against both the I&E and Capital plan.

2.2. Summary

The Trust is reporting a £276k adjusted surplus for the year to date compared to the planned
surplus of £284k, which is an adverse variance of £8k.

Key areas for consideration at this early stage of the financial year are:

e Agency spend at month 3 is £1,426k. This is favourable to plan by £433k. Our
expectation is for agency costs to be in line with plan for the year as some slippage in our
agency reduction programme is possible based on current information. Agency usage
and overall pay costs must remain within planned levels to deliver the financial
plan.

o CIP. Our performance to date is a small adverse variance to plan of £2k, with actual
delivery of £186k efficiencies for the year to date. Delivery of the Trust’'s revised CIP
target of £3,588k remains a significant risk to our financial plan. £2,238k of CIP schemes
are currently rated as high risk in terms of delivery which is an improvement of £306k
compared to the position reported at month 2. We must deliver the CIP target in full to
deliver the financial plan.

o Elective Income. The Musculoskeletal Services, Shropshire and Telford (MSST) was
introduced in 2023/24 and is expected to be fully implemented in 2024/25. At month 3
elective income is assumed to be in line with plan until work is complete on realignment
of MSST activity and corresponding income across all three providers of the service. This
is expected to be completed during July and the outcome reported in due course.
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N
e Capital expenditure — Maintaining our capital expenditure within available resources is
a risk. Our capital funding has been reduced by 10% during this year, in line with new
NHSE business rules, and we have been unsuccessful in gaining national digital funding.
There is also a risk that there may be further pressures in relation to the system-wide !
capital allocation to cover lease obligations (IFRS 16). This position is being reviewed
and considered externally and by the Trust’s Capital and Estates Group.
o)
2.3. Conclusion
The Trust Board is asked to: ~
o Consider the adjusted financial position at month 3 is a surplus of £276k compared to
the planned surplus of £284k, which is an adverse variance of £8k. 0
e Recognise that agency costs, and overall pay costs, must remain within planned levels
to ensure we deliver our financial plan.
e Acknowledge that schemes are now fully identified to deliver the annual CIP target of ©
£3.6m although £2.2m of identified schemes are rated as high risk in terms of delivery.
o Recognise that we are having to reprioritise our capital expenditure plans and work with =
system partners to assess potential further changes to our capital allocation.
o Consider if any additional actions are required in respect of the Trust's financial
performance and monitoring arrangements. -
3. Main Report S
3.1. Introduction
-
The Trust is measured on its financial performance in several ways, but the principal measure is ©
total Income & Expenditure at adjusted financial performance level. This excludes several
technical accounting adjustments and is the level at which performance is reported to and -
managed by NHSE. ~
3.1.1. Summary of key points in report
[
The following dashboard summarises key areas of performance in relation to our financial plan. o1
Financial M03  Mo3 Mo03 YID  YTD YID  Annual  A"Y3 0 Annual
HEIUETTEED Plan Actual Variance Plan Actual Variance Plan AT Variance o
against Plan £k Outturn o
(102) | (126) (24) (284) | (276) 8 (1,768) | (1,768) 0
3
538 401 (137) 1,859 1,426 (433) 4,898 4,898 0
(==Y
0
121 126 5 188 186 (2) 3,588 3,588 0
-
67 17 (50) 130 49 (81) 2,250 2,250 0 \O
2
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3.2. Adjusted Financial Performance — adverse variance to plan £8k

The adjusted financial position is a surplus of £276k compared to the planned surplus of £284k,
which is an adverse variance of £8k as summarised in Table 1.

YTD Plan YTD Actual Variance
£k £k £k
Income (29,939) (30,100) (161)
Expenditure excl. adjusting items 29,655 29,824 169
Adjusted financial performance total (284) (276) 8
Adjusting items 36 36 0

Table 1: Income and Expenditure (Surplus) / Deficit Position as at 30 June 2024

3.2.1. Income - favourable variance to plan £161k

Table 2 summarises the income position.

YTD Plan £k YTD Actual £k YTD Variance £k
System Income (22,461) (22,461)

Non system Income (7,478) (7,640)

Table 2: Income Summary as at 30 June 2024

System income comprises of agreed block income and an element of variable income linked to
the delivery of elective activity.

Work is ongoing on the realignment of activity and corresponding elective income across all three
providers of the Musculoskeletal Service, Shropshire and Telford (MSST). It is expected that
overall system income will remain the same but the level of elective income received by each
provider may change to reflect any movement in activity. Until this is resolved our reporting
assumes elective income is in line with planned levels. It is of note that ShropCom’s April and
May actual MSST activity has shown some improvement on 2023/24 performance. The
realignment work is expected to be completed during July and the outcome will be reported in
due course.

The Non-system income overperformance is due mainly to additions to our Local Authority

contracts and this will be offset with equivalent expenditure.

3.2.2. Expenditure — adverse variance to plan £169k

Table 3 shows a summary of expenditure, by key categories, for the year to date at month 3.
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YTD Plan YTD Actual Variance
£k £k £k

Substantive 18,898 19,052 154

Bank 553 634 81

Agency 1,859 1,426 (433)
____

Clinical Supplies & Services 2,667 2,999

Prison Escorts and Bedwatch 66 128 62

Drugs 480 465 (15)

Premises 2,780 2,539 19

Travel 556 324 8

Other 476 1,300 324

Trust wide Central Charges

Table 3: Expenditure Summary as at 30 June 2024
3.2.3. Pay - favourable variance to plan £198k

The overall pay position is a favourable variance of £198k year to date. This is largely due to
agency spend being £433k favourable to plan. Substantive recruitment is ahead of planned
levels and bank staff are utilised before agency use is considered.

The vacancy rate in month 3 was 11.5% which is 207 WTE vacancies, this is an improvement on
month 2 vacancy rate of 12.3%, 219 WTE vacancies. Our financial plan assumed a relatively
high vacancy rate from the start of the financial year which reduces during the year as recruitment
into key roles continues.

Workforce recovery plans are in place to increase the pipeline of new starters in essential clinical
roles and to retain existing staff. The position is being kept under close review through the weekly
vacancy review panel and the People Committee. Improved recruitment and retention remain
crucial to reduce the Trust’s reliance on agency usage.

NHSE financial controls requires all recruitment to be subject to review and approval by system
partners.

3.2.4. Non-Pay and Central Charges — adverse variance to plan £368k

The adverse variance on clinical supplies and services is driven largely by medical cover at two
of our Community Hospitals and out of hours support for the Recovery and Rehabilitation Units
(RRUs); this overspend is partly offset by reduced agency costs. Additionally, we are reporting
financial pressures in relation to the secondary mental health service to Stoke Heath prison and
discussions are underway with the provider and commissioner of this service to identify potential
mitigations.

The adverse variance in ‘Other’ non-pay costs is due to the non-pay CIP budgets which have not
yet been allocated to relevant non-pay budget lines; as CIP is delivered the budgets will be
removed from the identified areas.

The favourable variance for central charges relates largely to interest received on our bank
balance.

(028

IT

cl

o1

14!

St

o1

L1

to]!

61

227



https://www.shropscommunityhealth.nhs.uk/

NHS

Shropshire Community Health
NHS Trust
Month 3 2024/25 Financial Performance

3.2.5. Agency and Locum Expenditure — favourable variance to plan £433k

Table 4 shows agency spend is £1,426k at month 3 which is £433k favourable to the plan of
£1,859k. The annual agency plan for 2024/25 is £4,898k.

£k

6,000

5,000

4,000
M/
3,000

M

Apr May Jun Jul Aug Sep Oct Nov Dec Jan
In Month Plan 692 629 538 486 390 383 311 310 320 281
In Month Actual 496 529 401
=¥=Cumulative Plan 24/25 692 | 1,321 | 1,859 | 2,345 | 2,735 | 3,118 | 3,429 | 3,739 | 4,059 | 4,340
Cumulative Actual 24/25 | 496 | 1,025 | 1,426
e Cumulative Actual 23/24 | 489 | 1,105 | 1,615 | 2,097 | 2,468 | 2,802 | 3,140 | 3,481 | 3,806 | 4,441
=== Cumulative Actual 22/23 | 271 603 948 | 1,271 | 1,650 | 2,035 | 2,382 | 2,683 | 3,052 | 3,521
Table 4: 2024/25 Agency and Locum Expenditure as at 30 June 2024

The favourable variance on agency spend is due largely to the two RRUs where recruitment to
substantive posts is ahead of the planned trajectory resulting in a reduction in agency use.
Further, general recruitment to vacancies across the Trust is ahead of plan, again resulting in a
corresponding saving on agency usage. An average of 42 WTE agency staff were used in month
3 compared to an average of 56 WTE the previous 2 months. Non-agency medical cover at two
of our Community Hospitals and out of hours in the RRUs has also resulted in a favourable
agency cost variance, albeit there is currently a compensating adverse variance in non pay.

NHSE has imposed additional controls and monitoring for Integrated Care Systems which have
planned for a deficit in 2024/25. This includes weekly reporting of bank and agency usage and
monthly forecasts of agency spend for the year. Although our agency spend is favourable to plan
for the year to date, we forecast agency costs will be in line with our plan at year end due to some
anticipated slippage in our agency reduction programme.

STW ICB has established a System Workforce Agency Reduction Group which includes the three
providers and the ICB. We also have an internal Agency Scrutiny Group which meets weekly to
scrutinise all requests for agency usage; if the request is accepted by the group, it is then
submitted to the Director of Operations for final approval. The above measures are designed to
safely reduce agency spend; however, the agency reduction programme is closely monitored to
take account of any patient safety risk. Quality, Equality Impact Assessments are undertaken for
any changes as appropriate.
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3.2.6. Cost Improvement Programme

N
The Trust’'s CIP target for 2024/25 is £3,588k which is 3.5% of the Trust’s overall planned
expenditure for this year. The recurrent CIP element totals £3,088k and the non-recurrent
element is £500k. 5

Table 5 shows actual CIP recurrent delivery for the year to date position at month 3 is £186k, this
is £2k adverse compared plan. The £500k non-recurrent CIP target is profiled towards the end o
of the financial year, given the late agreement to deliver this stretch target.

YTD Plan YTD Actual Variance adv/(fav) ~
Category £k
e T8 v | e ] 1 [rom | e [ o
Internal el
Establishment reviews 0 0 0 0 0 0 0 0 0
E-Rostering / E-Job Planning 63 0 63 63 0 63 0
Corporate services transformation 7 0 7 0 0 0 7 0 7 \©
Digital transformation 23 0 23 0 0 0 23 0 23
Service Re-design 38 0 38 57 0 57 (19) 0 (19) —
Medicines efficiencies 4 0 4 24 0 24 (20) 0 (20) o
Procurement 40 0 40 23 0 23 17 0 17
Estates and Premises transformation 10 0 10 15 0 15 (5) 0 (5) —_
Income Non-Patient Care 2 0 2 0 0 0 2 0 2 -
Other 1 0 1 5 0 5 (4) 0 (4)
i o s e o 1 2 o 2 | |[g
Non Recurrent Stretch
June 2024 Stretch 0 0 0 0 0 0 0 0 0
o o 0o o o 0o o o &
N
Table 5: CIP 2024/25 YTD Performance as at 30 June 2024
&
Table 6 shows that we have now fully identified schemes to deliver the 2024/25 CIP target of
£3,588k. To date, £2,238k (62%) of our schemes are rated ‘high risk’ in terms of delivery, an
improvement compared to month 2 when high risk schemes make up 71% (£2,544k) of our target. =
Our CIP Working Group meets weekly and is overseen by the Financial Recovery Group. The
Groups are focussed on de-risking our CIP schemes at pace and progress is being made at each =
meeting. ~
All relevant CIP schemes are reviewed by Quality, Equality Impact Assessments to ensure
changes made are safe and the anticipated impact is considered. o0
In addition, it is of note that external support has been agreed for our ICS to assess CIP
governance and delivery across the system. 3
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Category / Delivery Risk Unid:rlltified

Internal

Establishment reviews - 35 248 283
E-Rostering / E-Job Planning - 250 - 250
Corporate services transformation 11 8 54 73
Digital transformation 10 35 235 280
Service Re-design 313 146 664 1,123
Medicines efficiencies 61 - 15 76
Procurement 90 350 - 440
Estates and Premises transformation 14 1 280 295
Income Non-Patient Care 20 20
Other

System Stretch Non-Recurrent

June 2024 Stretch - - 500 500

Low High Unidentified Total
Recurrent / Non-Recurrent
£k £k £k £k
Recurrent 504 846 1,738 - 3,088

Non-Recurrent

Risk Percentages
Recurrent 14% 24% 48% 0% 86%
Non-Recurrent 0% 0% 14% 0% 14%

Table 6: CIP 2024/25 full year breakdown

CIP delivery remains a significant risk to delivery our financial plan. We must deliver the CIP
target in full, in-year and recurrently, to deliver the financial plan.

3.2.7. Statement of Financial Position

The summarised Statement of Financial Position as at 30 June 2024 is shown in Table 7.
Receivables decreased by £129k and Payables increased by £287k. Cash increased by £916k,
largely reflecting these movements and our year to date surplus. All movements are within the
expected monthly range and there are no exceptions to bring to the Board’s attention at this time.
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31 May 24 30 Jun 24 Movement in
Balance £k Balance £k Month £k
Property, Plant & Equipment 43,482 43,121 (361)
Inventories 185 185 0
Non-current assets for sale 0 0 0
Receivables 3,572 3,443 (129)
Cash 21,945 22,861 916
Payables (11,257) (11,544) (287)
Provisions (3,078) (3,078) 0
Lease Obligations on Right to Use Assets (12,975) (13,000) (25)
Retained earnings 32,948 33,063 115
Other Reserves 8,926 8,925 (1)

Table 7: Statement of Financial Position (SoFP) as at 30 June 2024

3.2.8. Capital Expenditure
Our 2024/25 capital expenditure allocation has two elements:

(1) Business as Usual (BAU) capital expenditure for maintenance, building projects, equipment
replacement. BAU capital has been reduced by £0.25m to £2.25m due to a 10% reduction
as per NHSE business rules. In addition, ShropCom has been unsuccessful in securing
central funding for digital investment. The Capital and Estates Group (CEG) will reprioritise
the capital expenditure plans to ensure high priority capital investment can still be made in
2024/25.

(2) Capital expenditure to cover additional lease obligations required by IFRS 16. The STW
system capital allocation for IFRS 16 is less than the value required and we are working with
NHSE Midlands to review this position. It is important to secure additional IFRS 16 allocation
for 2024/25 because any shortfall is expected to be covered by reductions in BAU capital
expenditure. If unresolved, this will pose a significant challenge to the Trust’s IFRS 16 lease
position and the system capital position as a whole.

The risks and mitigations in relation to the potential shortfall in ShropCom’s 2024/25 capital
funding were discussed and at the Resource and Performance Committee meeting in July.

3.2.9. NHSE Expenditure controls

The triple lock process implemented as an additional control measure by NHSE continues into
this financial year. Non pay expenditure (excluding clinical supplies, drugs, utilities, rent and
rates) above £10k is subject to the triple lock process which requires prior approval of expenditure
from the relevant provider, the ICB and NHSE. There could be exceptions for emergency cases
where retrospective approval will be sought.

3.2.10. Forecast Outturn and Financial Risk

At this early stage of the financial year, a summary forecast has been prepared which indicates
that the Trust should deliver its financial plan, subject to mitigating our key financial risks. A more
detailed forecast outturn position will be prepared from month 4 and presented to the Resource
and Performance Committee for review and consideration.

(0] 1

IT

cl

o1

14!

Gt

o1

VA

QT

61

231



https://www.shropscommunityhealth.nhs.uk/

NHS

Shropshire Community Health
NHS Trust
Month 3 2024/25 Financial Performance

3.2.11. 2024/25 Financial Planning

The Trust’'s 2024/25 plan resubmission was approved at the 6 June 2024 Board meeting and
submitted to NHSE on 12 June 2024. The plan included an additional £500k non-recurrent stretch
CIP target and the plan figures and assumptions included within this report are consistent with
the plan resubmission.

When agreeing to the additional efficiency requirement, our Board requested a commitment from
the ICB to lead development of a system-wide Medium Term Financial Plan and this work is now
underway. This is an important programme of work to support the STW ICS financial recovery.

The June plan resubmission also reflected an update to the NHS Finance Business Rules,
circulated by NHSE National Finance team at the end of May. As referred earlier in the report,
due to the STW system submitting a deficit plan for 2024/25, there is a 10% reduction in the STW
capital allocation which has been allocated across all partners. Our business as usual capital
plan reduced from £2.5m to £2.25m in respect of this change.

3.3 Conclusion
The Trust Board is asked to:

o Consider the adjusted financial position at month 3 is a surplus of £276k compared to
the planned surplus of £284k, which is an adverse variance of £8k.

e Recognise that agency costs, and overall pay costs, must remain within planned levels
to ensure we deliver our financial plan.

¢ Acknowledge that schemes are now fully identified to deliver the annual CIP target of
£3.6m although £2.2m of identified schemes are rated as high risk in terms of delivery.

o Recognise that we are having to reprioritise our capital expenditure plans and work with
system partners to assess potential further changes to our capital allocation.

e Consider if any additional actions are required in respect of the Trust's financial
performance and monitoring arrangements.
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1. Purpose of Paper

Within our 2024/25 Operational Plan the Board committed to delivery of 8 Strategic Priorities.
This paper sets out the both the interventions (actions) we intend to take to deliver these
Priorities and the expected outcomes.

Each intervention has been assigned to one of our Board Committees to ensure adequate
oversight and to receive assurance on progress. In addition, regular progress updates will be
provided to the Trust Board.

2. Executive Summary

2.1 Context

Members will recall that in June the Trust Board formally approved our 2024/25 Operational
Plan which includes 8 Strategic Priorities. These are the 8 key areas of focus for ShropCom
for the current year and support delivery of our Strategic Objectives, which are our longer-term
objectives.

The approved 2024/25 Operational Plan is summarised within our ‘Plan on a Page’ shown in
Appendix 1.

Each of the Strategic Priorities is supported by delivering a number of interventions. Each
intervention is designed to deliver specific outcomes in 2024/25, to ensure delivery of our
Priorities.

Senior Responsible Officers (SROs) have been agreed and have developed the proposed
interventions, outcomes and delivery dates. The SROs are developing detailed delivery plans
with milestones for each intervention and will propose how achievement of the outcomes will
be measured and evidenced.

2.2 Interventions and Delivery
The Senior Responsible Officers (SROs), supported by the Planning Team, have developed
the proposed interventions, outcomes and delivery dates shown in Appendix 2, using relevant

available information and linking with stakeholders.

It is of note that lessons from previous years have been learnt, and we are therefore proposing
to focus on a smaller number of interventions to maximise the opportunities for success.

The nominated SROs will lead delivery of the interventions and confirm the detailed delivery
plan, milestones and measures of success for each intervention.
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Each of the Board Committees (Quality and Safety, Resource and Performance and People)
has been asked to review and confirm approval of the proposed interventions and outcomes
relevant to its remit, at July meetings. A verbal update on the outcome of these discussions
will be provided to the Board.

Delivery of agreed outcomes will be monitored through the Trust's usual governance
arrangements, using the PMO, and will include oversight through Board Committees.
Recovery actions will be developed if delivery is not on plan.

Any material risks to delivery of the interventions will be recorded through the Trust's Board
Assurance Framework, together with available mitigations, given the strategic importance of
these programmes of work which focus on delivery of our Operational Plan Priorities.

2.6 Next steps

SROs are developing project plans, detailing key milestones and performance measures for
the outcomes, and these will be presented to the relevant committees for review.

The Board is asked to consider the proposed interventions and outcomes and assess if these
are sufficient to deliver our 8 Strategic Priorities or if there are any omissions which require
attention.

2.7 Recommendations
The Board is asked to:

* Recognise that the Resource & Performance Committee, People Committee and
Quality & Safety Committee are currently considering the proposed interventions and
outcomes designed to support the delivery of the 2024/25 Strategic Priorities

+ Consider for approval the proposed interventions, outcomes and delivery dates and
assess if any further actions are required in order to deliver our Strategic Priorities

* Note that progress updates will be provided to the Trust Board and that any material
risks to delivery will be reported in the Board Assurance Framework

(0) 1

IT

[

o1

14!

Gt

o1

LT

QT

61

234



https://www.shropscommunityhealth.nhs.uk/

Appendix 1 - Our 2024/25 ‘Plan on a Page’

Vision

We will be at the heart of supporting our communities by providing fully connected services - so that everyone gets
the right care, in the right place, at the right time, by the right people.

Strategic Objectives Strateqic Priorities

We will create a culture of civility and respect, with compassionate, inclusive leadership that
supports our people to thrive

/~ TrustValues |\

Improving Lives

Looking After We will establish the Trust as a great place to work that attracts, trains and retains the best
Our People talent to meet the needs of our services

Everyone Counts

We will build a valued and engaged workforce, where health and wellbeing is supported
Commitment to Quality

We will support our staff to embed quality improvement methodology to improve staff and Working Together for
. patient experiences. Patients
Caring For
Our - . - :
We will recover our services inclusively Compassionate Care

Communities

Respect and Dignity

. _/

We will work in partnership with others, to redesign patient pathways

(0]

We will maximise our productivity and efficiency

Managing Our

e b Chage Ca
L
2,

Resources o
We will use all available digital technologies to modernise our services and our environment m ’.

Improving Lives in our Communities




Appendix 2 — Interventions and Outcomes 2024/25

Vision

| People Committee
>
§ | R&P Committee

| Q&S Committee

AL

We will be at the heart of supporting our communities by providing fully connected services - so that everyone gets the right care, in the right place, at the right time, by the right people.

Strategic
Objectives

Strateqic Priorities

Looking After
Our People

We will create a culture of civility and
respect, with compassionate, inclusive
leadership that supports our people to
thrive

v

Interventions

QOutcomes

Delivery date / SRO

Develop NHS Long term workforce plan—-Train Retain and Transform

Improve sickness absence
Improve Staff turnover

Implement NHS People Promise Exemplar Programme

Improve Staff survey

31/03/25 — Asso. Director of Wrkfrce & Resourcing,
Asso. Director for People, Employee Relations and

Occupational Health

results

We will establish the Trust as a great place
to work that attracts, trains and retains the
best talent to meet the needs of our

services f

Reduce the use of Agency

Implement the Culture and Leadership Programme

Staff

31/03/25 — Associate Director for People, Employee

Relations and Occupational Health

Implement Admin Academy

Improve staff Turnover and staff survey results

31/03/25 — CYP & Planned care Division Manager

We will build a valued and engaged
workforce, where health and wellbeing is
supported

Caring For
Our
Communities

We will recover our services inclusively

Better understanding the needs of our
population

Target services to make improvements across
CORE20PLUS metrics

31/12/24 — Adult & Community service Division
Manager

Recovering elective services in line with
National Mandates

Continuing to develop our children and
young people’s services

Improve DNA, PFIU and virtual consultations

31/12/24 - CYP & Planned care Division Manager

I Increase patient access to our successful services I I

31/12/24 — CYP & Planned care Division Manager

) . Improve patient engagement. | 31/10/24 - Director of Governance R S
:’:\ixg:;gﬁ:g;ﬁ;gﬁggt; f:‘iae;g::ggﬁ I Learning and Improving Patient Safety and Engagement I LFPSE - compliance
: : 30/11/24 — Deputy Director of Nursing and Qualit
and patient experiences. I Developing and implementing Clinical Quality Strategy I | Set a base for avoidable errors | and Deputy DTpr . o

Increasing training and awareness

Establishing a continuous quality improvement framework

based on NHS Impact

Set a base for avoidable errors

30/9/24 — Deputy Director of Nursing and Quality

and Deputy DIPC

—~— 1l

Maximising ROl of EPMA

Continuously improve medicine management, Financial improvement I

30/11/24 — Chief Pharmacist

We will work in partnership with others, to
redesign patient pathways

Managing
Our
Resources

We will maximise our productivity and
efficiency

Optimising our Community Urgent and
Emergency care offer through early supported

discharge and alternatives to hospital admission

Improve pathways through collaboration with
system partners

31/03/25 — Urgent Care Division Manager

Delivering in-year CIP and a 3-year rolling CIP plan

Deliver £3.5m efficiencies in 2024/25, add 3 yr CIP
plan to the Med. Term financial Plan

31/03/25 — Deputy Ops Director

Maximising the sustainability of our Estate

Reduce carbon footprint and improve occupancy

31/03/25 — Associate Director of Eﬁg@}eg O e

1=
=

We will use all available digital
technologies to modernise our services
and our environment

Y—— ¥

Implementing 24/7 single point of access (SPOA)
through digital technology and process improvement

Improve patient access to Shropcom services

T — — e
31/03/25 - Associate 6im{g1;;.‘f 3
S — a T

Automating manual administrative
processes to increase productivity

Demonstrate productivity improvement

31/03/25 — Associate Director of Digital

Improving Lives in our Communities
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Vision

>
| R&P Committee

I | People Committee
w
X

| Q&S Committee

We will be at the heart of supporting our communities by providing fully connected services - so that everyone gets the right care, in the right place, at the right time, by the right people.

Delivery date / SRO

31/03/25 — Associate Director of
Workforce & Resourcing,
Associate Director for People,
Employee Relations and
Occupational Health

31/03/25 — Associate Director for
People, Employee Relations and
Occupational Health

Strategic Strateqgic Priorities Interventions Outcomes
Objectives
We will create a culture of
civility and respect, with
compassionate, inclusive Develop NHS Long term workforce plan-Train
leadership that supports our  |= | Retain and Transform Improve sickness
people to thrive absence
Improve Staff
Implement NHS People Promise Exemplar Imtt:'g:/oevgiaff
We will establish the Trust as a Programme P It
; great place to work that R survey I:esu S ]
Looking attracts, trains and retains the - educe the use o
After Our best talent to meet the needs Implement the Culture and Leadership Agency staff
People of our services Programme
We will build a valued and
engaged workforce, where = [ e e B Improve staff turnover and staff

health and wellbeing is
supported

survey results

31/03/25 — CYP & Planned care
Division Manager
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L
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Improving Lives in our Communities
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Appendix 2 — Interventions and Outcomes 2024/25

| Q&S Committee

Vision

AL

We will be at the heart of supporting our communities by providing fully connected services - so that everyone gets the right care, in the right place, at the right time, by the right people.

Strateqic Priorities

Strategic Interventions Outcomes Delivery date / SRO
Objectives Implement Admin Academy Improve staff Turnover and staff 31/03/25 — CYP & Planned care
- survey results Division Manager
Better understanding the needs - - -
We will recover of our population Target services to make improvements 311 ?/24 - Ad_ult & Community
. across CORE20PLUS metrics service Division Manager
our services
inclusively Recovering elective services in - wn
line with National Mandates Improve DNA, PFIU and virtual 31/12/24 — CYP & Planned care
consultations Division Manager
Continuing to develop our o
children and young people’s Increase patient access to our 31/12/24 - CYP & Planned care
services successful services Division Manager
Establishing a continuous quality 30/9/24 — Deputy Director of N
_ improvement framework based on Increasing training and awareness Nursing and Quality and Deputy
We will support our NHS Impact Set a base for avoidable errors DIPC
Caring For staff to embed
Our quality
Communities improvement Learning and Improving Patient Improve patient engagement. 31/10/24 — Director of Governance
methodology to Safety and Engagement LFPSE - compliance
improve staff and 01124 -
patient experiences. - : : — Deputy Director o
33;:?;::)33;;; értr::::;nyentmg Set a base for avoidable errors g:-gzing and Quality and Deputy

We will work in
partnership with
others, to redesign
patient pathways

Maximising ROl of EPMA

Continuously improve medicine

management, Financial improvement

30/11/24 — Chief Pharmacist

Optimising our community Urgent and
Emergency Care offer through early supported
discharge and alternatives to hospital admission

partners

Improve pathways through
collaboration with system

31/03/25 — Urgent
Care Division —~=-
Manager

Improving Lives in our Communities
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Vision

| People Committee| " |
E =
w|[R&P Committee [ ]

| Q&S Committee i

We will be at the heart of supporting our communities by providing fully connected services - so that everyone gets the right care, in the right place, at the right time, by the right people.

Strategic
Objectives

Managing
Our
Resources

Strateqic Priorities

Interventions

QOutcomes

Delivery date / SRO

We will maximise our
productivity and efficiency

Delivering in-year CIP and a 3-year
rolling CIP plan

Deliver 24/25 planned efficiencies
Add 3 year CIP plan to the Medium
Term Financial Plan

31/03/25 — Deputy Ops
Director

Maximising the sustainability of
our Estate

Reduce carbon footprint and
improve occupancy

31/03/25 — Associate
Director of Estates

Implementing 24/7 single point of
access (SPOA) through digital
technology and process
improvement

Improve patient access to
ShropCom services

31/03/25 — Associate
Director of Digital

We will use all available
digital technologies to
modernise our services and
our environment

Automating manual administrative
processes to increase productivity

Demonstrate productivity
improvement

31/03/25 — Associate
Director of Digital
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NHS

Shropshire Community Health

NHS Trust
Board Assurance Framework
0. Reference Information
Shelley Ramtuhul,
Author: Director of Paper date: 1 August 2024
Governance
RN Sy Fe il Paper written on: 26 July 2024
Sponsor: Director of Governance
E;_per Reviewed Paper Category:  Governance
Fo_rum submitted People Committee Paper FOIA
to: Status:

1. Purpose of Paper

1.1. Why is this paper going to the Board and what input is required?

The Board is asked to consider and approve the proposed risks to delivery cited on the
Board Assurance Framework, noting that these need to link to the operational objectives that
were agreed by the Board on 6™ June with the operational deliverables and measures agreed
through the committees week commencing 22" July

2. Executive Summary

The Board of Directors uses the BAF as a tool to ensure effective management of any risks
which have potential to impact on delivery of the Trust strategy.

The BAF is been presented to each of the Board Committees to consider and review the
risks that fall within their remit.

The Board agreed the Trust’s objectives on 6 June 2024. Since this time there has been
work to agree the deliverables and the measures of these via the Committees with these
discussions taking place week commenced 22" July 2024. As a result of these discussions
risks from the 23-24 BAF have been agreed to still be relevant and therefore carried forward
and a number of new risks have bene identified which are in the process of being worked up
and will be included on the BAF going forward.

The Board is asked to consider the following:

o Are the risks identified correct and in line with the Board’s knowledge? Are there any
other risks that should be included?

¢ Are there adequate controls and assurances identified or are there gaps that should
be cited?

e Are appropriate actions identified to address known gaps in controls and
assurances? Where actions have been identified are they on track?

Conclusion

The Board is asked to consider and approve the Board Assurance Framework noting the risks
identified for further work up.
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https://www.shropscommunityhealth.nhs.uk/

Pt
Board Assurance Framework 2024-25 o
Looking after our People
This objective will focus on the development of the NHS long term plan — retain and transform @
Ql Q2 Q3 Q4 Full Year -
Forecast Opened: June 24
Reviewed Date: July 24 o
v' Improved staff turnover and staff survey results The deliverables and measurables were agreed at the People Committee on 25 July and o
v" Reduction in sickness absence delivery and a progress update will be provided in the next report.
v" Reduction in agency usage
v' Improvement in staff survey results
~
[o'e}
e [e
o Various national toolkits o NA 1.1 Workforce team capacity
1.2 Recruitment restrictions imiactini on staff morale
Director of HR and OD S
rector o an People Committee
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Pt
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Board Assurance Framework 2024-25

N
Principle Objective: We will create a culture of civility and respect, with compassionate, inclusive leadership that supports our people to thrive
Insufficient capacity results in key programmes of work not being delivered or insufficient traction being made in the areas of staff experience and engagement @
Inherent Risk Residual Risk VBRI Opened: September 2023 -
e Reviewed Date: July 2024
Consequence 4 4 3 eviewed Late: uly
Likelihood 4 4 2 Source of Risk:
1
(ol [ 6 Corporate Risk Register

v" Ongoing monitoring of team capacity and prioritisation v' People Committee oversight on key programme metrics
v" Revised workforce team structure v" Pulse checks o
‘\: Streamlined workforce processes v System People Board
Recruitment of a designated HRD v Performance Board
~
oo
- O
Ref | Action Lead Due Progress
C1 Case of need to be presented to Executive Team for Director of Nursing, November Case of Need presented and approved and appointments made -
approval Workforce and Clinical 2023 Completed
Delivery —_
C2 Onboarding of HRD Director of Nursing, April 2023 Completed o
Workforce and Clinical
Delivery
A1l Proposed people metrics to be put forward to people Director of Nursing, May 2023 Completed and approved by the Board o
committee and then onto Board for approval Workforce and Clinical
Delivery
Pt
N
[
W
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Board Assurance Framework 2024-25

We will create a culture of civility and respect, with compassionate, inclusive leadership that supports our people to thrive

Additional scrutiny of non patient facing roles resulting in vacancies not being recruited to / recruitment temporarily paused with an impact on the remaining staff

Inherent Risk Residual Risk Target Risk

(Tolerance)
Consequence 4 4 3
Likelihood 4 4 2

QEIA process to ensure robust consideration of impact

Case of Need proforma to assess options
VRF panel chaired by Director of Ops and DoN

AN NN NN

System panel for vacancy approvals

Scrutiny of vacancy panel decisions at Finance Recovery Group

VRF panel agreements — agreed and prioritised weekly by executive team

Opened: September 2023
Reviewed Date: July 2024

Source of Risk:

Corporate Risk Register

N

People Committee oversight
Pulse checks

System People Board Oversight
Staff Survey

Incidents

AN NENENEN

Quality & Safety Committee

Ref | Action

Lead

Due Progress

C1 Triple lock process to be agreed

Director of Finance

January 2024 | Process has been agreed for local approval of recruitment with ICB / NHS
E challenge as appropriate - completed

Cc2 System vacancy panel to be agreed

Director of Nursing,
Workforce and Clinical
Delivery

April 2024 Completed

w
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Board Assurance Framework 2024-25

Looking after our People

Full Year
Forecast

Q1 Q2 Q3 Q4

v' Improved staff turnover and staff survey results
v" Reduction in sickness absence
v" Reduction in agency usage

o Various national toolkits o TBC

o People Promise Exemplar programme

Director of HR and OD

This objective will focus on the implementation of the NHS People Promise Exemplar Programme and the Trust’s Culture and Engagement Programme

June 2024
July 2024

Opened:

Reviewed Date:

The deliverables and measurables were agreed at the People Committee on 25 July and
delivery and a progress update will be provided in the next report.

Risks 1.1 and 1.2 as above

In addition the People Committee asked for consideration of the risk of age profile
of our workforce and the risk of high leavers

People Committee

N

(0]

IT

cl

o1

244




Board Assurance Framework 2024-25

Looking after our People

This objective will focus on the implementation of the admin academy.

Full Year
Forecast

Q1 Q2 Q3 Q4

v' Improved staff turnover and staff survey results
v" Reduction in sickness absence
v" Reduction in agency usage

o Various national toolkits o TBC

o Peoile Promise Exemilar iroiramme

Director of HR and OD

June 2024
July 2024

Opened:

Reviewed Date:

The deliverables and measurables were agreed at the People Committee on 25 July and
delivery and a progress update will be provided in the next report.

Risks 1.1 and 1.2 as above

(0]

People Committee, Resource and Performance Committee
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Board Assurance Framework 2024-25

Caring for Our Communities

This objective can be broken down into the following key components; establishing a continuous quality improvement framework based on NHS impact, learning and improving patient safety
and engagement, developing and implementing a clinical quality strategy, maximising return on investment of electronic prescribing management

L L —
Ql Q2 Q3 Q4 Full Year
Forecast
L —
v" A baseline and improvement for avoidable errors Quality improvement framework in place
v Increased staff training and awareness of quality improvement e Staff training in PSIRF compliant safety investigations completed
v" Improved patient engagement e  Thematic review on medicines safety completed and taken to quality and
v" Improved medicines management safety committee
v Financial improvement e Recruitment underway for new Patient Experience Lead
v Evidence of learning from patient safety events
The deliverables and measurables were agreed at the Quality and Safety Committee on 25
July and delivery and a progress update will be provided in the next report.
s
o  PSIRF Programme o  Upgrade / update to Datix BAF4.1 Ability to transition to LFPSE

BAF 4.2 Reliance on volunteer input for key patient experience
workstreams such as observe and act

In addition risks in relation to the following are being worked up — quality improvement
team capacity, operational pressures impacting on staff engagement with QI training,
ability to measure clinical quality strategy implementation

Director of Nursing, Quality and Clinical Delivery Quality and Safety Committee

[e)]
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Board Assurance Framework 2024-25

Principle Objective: Embed a culture of continuous quality improvement ensuring robust systems are in place and actions identified for priority areas

Non-compliance with patient safety standards, requirement to dual run with STEIS and ongoing resource implications, limitations to reporting

N

PSIRF Working group overseeing transition

LFPSE testing completed with ongoing support from Datix
System Working group

System partner support (those also using Datix)

National toolkit being followed

Extension of NRLS and STEIS due to national issues with LFPSE

AN NN NN

Datix reconfiguration to be completed and resource constraints
Datix software compatibility

Lack of Datix expertise within the organisation (no trained lead)
Datix does not capture the right quality of data

O O 0 O

v' Patient Safety Committee and Quality and Safety Committee Oversight
v NHS E and system oversight of implementation

o  Timeline for datix reconfiguration dependent on onboarding of datix expertise

Ref | Action Lead Due Progress
C1, Reconfiguration timetable to be compiled and Director of Governance Nevember New Datix system has been purchased and will be implemented when
A1 implemented 2023 Datix lead in post. In the interim CSU are providing support with LFPSE
March—2024 compliance and are scoping the work required
October 2024
Cc2 Ongoing support from Datix Director of Governance November Ticket logged with Datix to update the current version to enable transition
2023 to LFPSE
March 2024
October 204
C3 Appointment of Datix lead Director of Governance October 2024 | Appointment made and indicative start date of 1 October
C4 Reconfiguration of Datix to capture required data Director of Governance December This is dependent on the onboarding of the Datix Lead, with minor
2024 improvements possible through the interim bank / CSU arrangements. In
the meantime to mitigate any risk, manual review of the data is being
undertaken to enable reporting

~

N
Inherent Risk Residual Risk LEIESE Opened: September 2023
{Tolerance) Reviewed Date: July 2024
Consequence 4 4 4 eviewed Late: uly
Likelihood 4 5 1 Source of Risk: a1
[Toral G SO 4 Corporate Risk Register
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Board Assurance Framework 2024-25

N
Principle Objective: Embed a culture of continuous quality improvement ensuring robust systems are in place and actions identified for priority areas
w
Loss of volunteers would impact on ability to delivery key workstreams
n N
Inherent Risk Residual Risk Target Risk Opened: September 2023
Tl Reviewed Date: July 2024
Consequence 4 4 4 eviewed Date: uly
Likelihood 4 3 1 Source of Risk: o1
Total & Corporate Risk Register

9

v" Restructure of Governance Team to improve resilience including for patient v' Patient Experience Committee
experience work

Administrative support for volunteers identified in new structure

Board recognition for volunteers work to improve morale and retention

Identified Patient Experience Lead overseeing volunteers with good and

longstanding relationships

v" Director of Governance attendance at volunteer meetings on request

ANANEN

8

o  C1: Lack of recruitment and retention plan for volunteers o A1: No tracking of recruitment and retention of volunteers
O
Ref | Action Lead Due Progress )
C1 Recruitment and retention plan to be devised Director of Governance December Current patient experience lead is retiring, recruitment of new lead
2023 underway and plan to commence from their start date.
April-2024 ~
October 2024 =
C2 Administrative support to be put in place Director of Governance December Support now in place as a temporary fix with plans to recruit permanently
2023 -completed
A1 Recruitment and retention tracking to be put in place Director of Governance demben2024 Not yet commenced — recruitment and retention plan to be devised in the —
once plan devised October 2024 | first instance N
[
W
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Board Assurance Framework 2024-25

Caring for Our Communities

This objective can be broken down into three key components; better understanding the needs of our population, recovering services in line with the national mandate, continuing to develop
our children and young people services

Q1 Q2 Q3 Q4 Full Year
Forecast Opened: June 2024
Reviewed Date:  July 2024
The deliverables and measurables were agreed at the Resource and Performance
v" Improvements across CORE20PLUS metrics Committee on 22 July and delivery and a progress update will be provided in the next
v" Improvement in DNA, PIFU and virtual consultations report.

v"Increased patient access to our successful services

o  OP Transformation programme o 5.1 Demand exceeds capacity

o  MSK Programme 5.2 Potential for patient harm due to waiting times
5.3 Operational capacity to delivery the programmes of work
5.4 Recruitment challenges

In addition there is a further risk being worked up in relation to data quality to
support health inequalities, this is based on the findings of a recent internal audit
which has been presented to the Audit Committee

The Resource and Performance Committee asked for digital capacity to be added
as a risk to this objective, particularly with regard to improvements with RTT
performance, this is articulated at risk 7.2. The Committee also asked for a risk
relating to incomplete MSST demand and capacity profiling.

Director for Operations / Director of Nursing Resource and Performance Committee, Quality and Safety Committee

o
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Board Assurance Framework 2024-25

We will recover our services inclusively

Inability to restore activity levels resulting in increasing waiting times and poor patient experience. Non-compliance with national oversight framework, regulatory and system scrutiny and loss

of reiutation, iotential for loss of income if activiti levels not achieved.

1%

Inherent Risk Residual Risk IEIEESE (RS Opened: April 2022
(Tolerance) Reviewed Date: July 2024
Consequence 5 3 3 eviewed Late. uly ol
Likelihood 4 4 2 Source of Risk:
[Total~~ [GONN 2 6 Corporate Risk Register

9

v" Ongoing monitoring of performance against plan for early identification of actions v" Resource and Performance Committee oversight

v" Realtime review and monitoring of waiting lists v National reporting on waiting times

v"Internal Planning Group in place for monitoring v System Delivery Committee 3
v" Performance Board in place for oversight of delivery

8

o  C1: Gaps in service level data o  A1: Waiting for national oversight framework to enable assessment against requirements

O
Ref | Action Lead Due Progress
A1 Operational teams to work with corporate services to Director of Operations / Ongoing for This is an ongoing piece of improvement work with the teams working 5
improve the data drill down Director of Finance 24/25 through the data requirements in order of priority. Each month there is
demonstrable improvement in the drill down data available.
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Board Assurance Framework 2024-25

N
We will recover our services inclusively
Inability to restore activity levels to that provided pre-Covid resulting in increasing waiting times and poor patient experience. Regulatory and system scrutiny and loss of reputation. @
Inherent Risk Residual Risk L4081 Opened: April 2023 -
M) Reviewed Date: July 2024
Consequence 5 4 3 eviewed Late: uly
Likelihood 4 4 2 Source of Risk:
Corporate Risk Register

v" Programme of work to eliminate waits of in line with nationally mandated requirements v' Quality and Safety Committee oversight o
v' Patient Safety Incident Panel reviewing any harms assessments with moderate harm v National reporting on waiting times
or above v System Delivery Committee
- . . ished to-deli v' Patient Safety Committee established
~
o  C1: Harms assessment process has only embedded in some areas o  A1: Lack of formal tracking or reporting of harms process

[Astion Plan toAddress caps i i i e e

Ref | Action Lead Due Progress
C1 Harms review policy to be reviewed Director of Nursing September Review of policy underway
2024
A2 Training on harms review process to be rolled out Director of Operations / October 2024 5
following revised policy being put in place Director of Governance
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Pt
Board Assurance Framework 2024-25 o
We will recover our services inclusively
Potential for operational pressures to affect prioritisation of system programmes both internally and across the system @
Inherent Risk Residual Risk L4081 Opened: September 2023 -
e Reviewed Date: July 2024
Consequence 5 5 5 eviewed Late: uly
Likelihood 4 4 2 Source of Risk:
&)
(ool | O 10 Corporate Risk Register
v' Trust attendance at system programme meetings v" Resource and Performance Committee oversight o
V" Revised operational structure v System Delivery Committee with Trust representatives in attendance
v' Transformation Board and Programme Board in place for senior operational oversight
‘GapsinControls: )
o  C1: System programme meetings not aligned to Trust’s operational meeting o  A1: System programme meetings not aligned to the trust’s governance framework
framework
(']
(ActionPlantoAddressGaps: o o e
Ref Action Lead Due Progress
C1/A1 | Review of governance and operational frameworks to Director of Operations / December Transformation oversight group established which reports to Performance
ensure system programmes are captured Director of Governance 2023 Board. Completed
Pt
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Board Assurance Framework 2024-25

N
We will recover our services inclusively
Inability to meet safe staffing requirements, reliance on agency staff, impact on service delivery, reduction in standards of care and patient experience @
Inherent Risk Residual Risk VBRI Opened: April 2022 -
{foleTenee} Reviewed Date: July 2024
Consequence 5 4 3 eviewed Date: uly
Likelihood 4 4 2 Source of Risk:
&)
i | 6 Corporate Risk Register

People Committee oversight

Safe Staffing reporting to Board biannually
Quality metrics

System People Board oversight

Recruitment programme

International recruitment as a system

Availability of system mutual aid

Planned early start to recruitment with potential ‘recruit as risk’ for key
posts approach to minimise service delays and financial consequences

AN NN
AN NN

f|

C2: Sustainable solution for medical cover across all sites co

Ref | Action Lead Due Progress
C1 Implementation of e-rostering Director of Nursing March 2024 Collaboration with the system on e-rostering in its infancy with project plan
developed ongoing
A2 Encogomontudin-Saclom-Rosolo Bond Diroelorerblomlze ) New-People-Commi 5
C2 Options appraisal to be completed and progressed Director of Operations / September
Medical Director 2024 —
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Board Assurance Framework 2024-25

Caring for Our Communities

Full Year

Ql Q2 Q3 Q4
Forecast

v" Improved pathways through collaboration with system partners

o UEC o N/A
o MSK
o Shared Services

Director of Nursing and Clinical Delivery, Director of Operations

This objective will focus on optimising our community, urgent and care through early support discharge and alternatives to hospital admission

June 2024
July 2024

Opened:

Reviewed Date:

e  System transformation group in place
e Progress being made with a new collaborative structure in the system to
support the operational collaboration required.

The deliverables and measurables were agreed at the Resource and Performance
Committee on 22 July and delivery and a progress update will be provided in the next
report.

6.1 Internal governance and operational oversight arrangements for
system programmes

In addition RPC asked for a risk to be added regarding the transfer of
orthopaedics to SaTH and this is being worked up

Resource and Performance Committee, Quality and Safety Committee

1
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Board Assurance Framework 2024-25
We will work with others to redesign patient pathways

mitiiated from a Trust iersiective when SROs sit outside of the orianisation

System programmes are taken through system governance and don’t have links into the Trust’'s governance and operational oversight arrangements, potential for risks to not be identified and

Inherent Risk Residual Risk LGRS

(Tolerance)
Consequence 5 5 5
Likelihood 4 3 1

September 2023
July 2024

Opened:
Reviewed Date:
Source of Risk:

Corporate Risk Register

Quality and Safety Committee oversight
System Delivery Committee with Trust representatives in attendance

v' Trust attendance at system programme meetings 4
v Establishment of CiC to improve collaborative working v
v" Weekly vacancy panel being established at system level

o  C1: System programme meetings not aligned to Trust’s operational meeting o  A1: System programme meetings not aligned to the trust’'s governance framework

framework

15

(0]

IT

cl

o1

255




Board Assurance Framework 2024-25

Managing Our Resources

This objective will focus on automating manual administrative processes to increase productivity

Ql Q2 Q3 Q4 Full Year
Forecast Opened: June 2024

Reviewed Date: July 2024

The deliverables and measurables were agreed at the Resource and Performance

v" Demonstrable productivity improvement
Committee on 22 July and delivery and a progress update will be provided in the next report.

Operational capacity to support 7.1 Risk of cyber attack

o EPMA Programme o
digital developments 7.2 Digital team capacity

Director of Finance .
Resource and Performance Committee

16
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Board Assurance Framework 2024-25

We will use all available digital technologies to modernise our services and our environment

Loss of data or operationality of systems, reputational damage, impact on service delivery.

Inherent Risk Residual Risk Vet (s Opened: September 2023
{Tolerance) Reviewed Date: July 2024
Consequence 4 4 3 eviewed Late: uly
Likelihood 5 3 2 Source of Risk:
[Toral SO 6 Corporate Risk Register

DSPT Toolkit compliance oversight v" Audit Committee Oversight
External expertise input into cyber risk management v Data Security Group

SIRO and Deputy SIRO oversight

Cyber security programme

Information asset owners and register

Business continuiti ilans in ilace
~ 4 tn : . .

AANENENENEN

o A1:N/A

e}

o  C2: Information asset owner compliance
o  C3: DSPT compliance only at working to standards

Ref | Action Lead Due Progress
C1 Information Asset Owner Network meetings to be Director of Governance December Schedule in place with holds in the diary - completed
established 2023
Cc2 Additional training and support to be put in place for Director of Governance September IG Manager appointed and additional support procured via CSU to
information asset owners 2024 address gaps in IG team and provide support with information asset
owner records and training. Forms part of DSPT Toolkit Improvement
Plan.
C3 Full DSPT compliance to be achieved Director of Governance December Improvement plan in place which is being reviewed by NHS Digital with a
2024 view to approval, this will be monitored via Audit Committee.

17
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Board Assurance Framework 2024-25
Maximise the potential of digital technologies ensuring a core level of digitisation in every service across systems to transform the delivery of care and patient
outcomes

Lack of capacity results in programmes of work being paused or delayed, loss of momentum with digital agenda, staff unsupported with digital service needs. Potential to impact on

imirovement with RTT

Inherent Risk Residual Risk VEITARIRE Opened: September 2023
(Tolerance) Reviewed Date: July 2024
Consequence 4 4 4 eviewed Late: uly
Likelihood 5 5 2 Source of Risk:
Total g Corporate Risk Register

v" Digital strategy and programme of work in place v' Digital Assurance Group
v" Regular team meetings with oversight from Director of Finance

o  C1: Recruitment controls preventing appointments to vacancies o N/A
o  C2: Line of sight on programmes of work requiring digital input impacting
on prioritisation and workload

Ref | Action Lead Due Progress

C1 Digital B7 Case of Need to be presented to Execs Director of Finance November Submitted to Execs and approved to proceed however additional controls
2023 in place and system approval required.

C2 Transformation Oversight Group to include digital input Director of Operations September Approved ToR in place and meetings established and reporting to
2024 Performance Board

18
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Board Assurance Framework 2024-25

Managing Our Resources

access (SPOA) through digital technology and process improvement

Ql Q2 Q3 Q4 Full Year
Forecast

v' Deliver £3.5m efficiencies for 2024/25, add 3 year CIP plan to the medium term
financial plan

v" Reduce carbon footprint and improve estate occupancy

v" Improve patient access to shropcom services

o  CIP Programme o  Operational delivery of CIP identified
o Net Zero Group o Elective activity delivery

o Caiital Proiramme

Director of Finance

This objective can be broken down into three key components; delivering in year CIP and a 3-year rolling CIP plan, maximising the sustainability of our estate, implementing 24/7 single point of

Opened: June 2024
Reviewed Date:  July 2024

The deliverables and measurables were agreed at the Resource and Performance
Committee on 22 July and delivery and a progress update will be provided in the next
report.

BAF8.1 Costs exceed plan
BAF 8.2 Capital funding insufficient (risk being worked up)

Resource and Performance Committee

19
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Board Assurance Framework 2024-25

Make the most effective use of our resources moving back to and beyond pre- pandemic levels of productivity reviewing internal processes and reviewing
pathways with our partners

Escalation within system oversight framework and increased regulatory scrutiny, inability to invest, loss of opportunity to transform services

Inherent Risk Residual Risk VEI{38 IS Opened: April 2022
(Tolerance) Reviewed Date: July 2024
Consequence 4 5 3 eviewed Date: uly
Likelihood 5 3 2 Source of Risk:
[Toral O NS 6 Corporate Risk Register

v' Use of non-recurrent schemes to allow more time to implement recurrent
cost saving schemes

CIP Delivery Group working on identifying CIP schemes

Robust QEIA process in place

Financial Recovery Group in place for operational oversight

Resource and Performance Committee oversight
System Delivery Committee oversight

KPI Metrics

Value for Money audit

ANANEN
ANENENEN

o  C1: Shortfall in CIP schemes currently identified

o A1: Performance and Programme Board to be embedded

Action Lead Due Progress

C1 Ongoing work through CIP Delivery Group feeding into Director of Finance March 2024 Weekly meeting continue to take place with Executive oversight
Financial Recovery Group

A1l Performance and Programme Board to continue to be Director of Finance / September Four meetings have now taken place and continue to embed the
embedded Director of Operations 2024 performance framework

2
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NHS

Shropshire Community Health

NHS Trust
Board Development Programme
0. Reference Information
Shelley Ramtuhul,
Author: Director of Paper date: 1 August 2024
Governance
RN Sy Fe il Paper written on: 26 July 2024
Sponsor: Director of Governance
E;_per Reviewed Paper Category:  Governance
Fo_rum submitted People Committee Paper FOIA
to: Status:

1. Purpose of Paper

1.1. Why is this paper going to the Board and what input is required?

The Board is asked to consider and approve the proposed Board Development Programme
for the remainder of 24-25.

2. Executive Summary

The Board of Directors is continuously looking at how it can strengthen its skill set and decision
making and has in place a Board Development Programme to support the development of the
Board as a collective.

This paper presents the proposed programme for the remainder of the year along with a recap
of the programme undertaken from 2023-date.

Conclusion

The Board is asked to consider and approve the Board Development Programme with
particular regard to further items they would like to see included in the programme going
forward.
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https://www.shropscommunityhealth.nhs.uk/

Board development workshop programme for 2023

NHS

Shropshire Community Health

MHS Trust

Month Topic Facilitators
January 2023 e Strategy Development Ignite
e Local Care Programme Executive Led
° System Board to Board ICB Chair / Trust Chair
February 2023 e Effective Challenge NHS Providers
March 2023 e Hospital Transformation Programme Nigel Lee, SaTH
April 2023 e Performance Framework (3 hours interactive session) Kerry Robinson
e Strategy Development Executive Led
May 2023 e 10 principles on engaging people and communities (following ICB Director of Communications
presentation from Edna Boampong at ICB Quality & Performance
Committee
June 2023 e Provider Collaboration Executive Led
July 2023 e Safeguarding Safeguarding Lead
September 2023 e Benchmarking NHS Providers
October 2023 e PSIRF Training Exec Led
e CQC Standards Exec Led
e Freedom to Speak Up (Deferred)
November 2023 e Making Data Count (Deferred) NHS E
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Board development workshop programme for 2024

Month Topic Facilitators
January 2024 e Strategy Refresh Executive Led
e Governance Framework Executive Led
March 2024 e Strategic Direction Executive Led
May 2024 o Strategic Direction Executive Led
e Benefits Realisation Executive Led
e Local Care Programme Executive Led
e Race Equality Code RSM UK
June 2024 e Culture and Engagement Executive Led
August 2024 e Risk Management Executive Led
July 2024 e Equality and Diversity Executive Led
September 2024 e Public Health Director of Public Health, Shropshire
Council
e FTSU FTSU Guardian
October 2024 e Schwarz Rounds Dr Camilla Johns
November 2024 o Patient Safety Oversight InPractice
December 2024 e Collaborative Working — Board to Board TBC




