AGENDA
COUNCIL OF GOVERNORS

Date:
5 August 2015

Venue:
Phoenix House, Central Avenue, Sittingbourne, Kent ME10 4BX

Times:
13:30-15:00 - Private meeting of the Council of Governors
15:30-16:00 – Introducing the new Governors to Board members
16:00-18:20 - Council of Governors’ meeting held in public

Shena Winning – Chairman
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PRIVATE MEETING OF THE COUNCIL OF GOVERNORS
WEDNESDAY 5 AUGUST 2015
13:30-15:00, PHOENIX HOUSE, CENTRAL AVENUE, SITTINGBOURNE, KENT, ME10 4BX
EXCLUSION OF THE PRESS AND PUBLIC
Representatives of the press and other members of the public are excluded from this meeting having regard to the confidential
nature of the business to be transacted, publicity on which would be prejudicial to the public interest (paragraph 3.1 of Annex 5 of
Medway NHS Foundation Trust’s constitution - standing orders for the practice and procedure of the Council of Governors).
PRELIMINARY MATTERS
13:30 15/08-01 Minutes of the meeting on 10 June 2015 and Chair’s report
T
Chairman
13:35 15/08-02 NED Appointments
UV
Chairman
13:45 15/08-03 Review and determination of Council of Governors’ work
Chairman/
W
Company Secretary
 Constitution
 Current Council of Governors structure
 Finance and Performance Working Group Terms of
Reference
 Governors’ Steering Group Terms of Reference
 Membership Engagement Terms of Reference
 Nominations and Remuneration Committee Terms of
Reference
 Smoking Free-Hospital Working Group Terms of Reference
 Quality Working Group Terms of Reference
 Lead Governor role description
 Governor Representative at Board meetings role
description
14:50 15/08/04 Auditor’s opinion on the Quality Accounts
Chair of the Integrated
XYZ
Audit Committee

MEETING OF THE COUNCIL OF GOVERNORS HELD IN PUBLIC
WEDNESDAY 5 AUGUST 2015
16:00 – 18:20, PHOENIX HOUSE, CENTRAL AVENUE, SITTINGBOURNE, KENT, ME10 4BX
PRELIMINARY MATTERS
Introduction and opening comments
Apologies for absence and quorum check
Declarations of Interest
Minutes of the meeting held on 10 June 2015
Matters Arising - Action Log
PRESENTATIONS
My role as a Non-Executive Director
REPORTS
CQC Visit Update

16:00
16:05
16:06
16:07
16:10

15/08-05
15/08-06
15/08-07
15/08-08
15/08-09

16:15

15/08-10

16:25

15/08-11

16:40

15/08-12

Integrated Performance Report including
 Finance
 18 Month Recovery Plan Update

D

17:00
17:10
17:20

15/08-13
15/08-14
15/08-15

Chief Executive’s Report
This item was deferred from the agenda at late notice.
Annual Members’ Meeting Arrangements

E
F
G

17:25

15/08-16

HI

17:35
17:40
17:45

15/08-17
15/08-18
15/08-19

Verbal
Verbal
Verbal

Richard Tripp, Governor
Vivien Bouttell, Governor
Renee Coussens, Governor

17:55

15/08-20

18:00

15/08-21
15/08-22
15/08-23

Election to the role of Senior Governor and proposed
name change to Lead Governor
Finance and Performance Working Group
Quality Working Group
Membership Engagement Group
QUESTIONS FROM THE PUBLIC
Questions from the public
INFORMATION ONLY
Operational issues raised by Governors
Council of Governors’ Annual Planner
Finance and Performance Working Group Minutes
1 July 2015
Membership Engagement Group Minutes - 22 June 2015
Quality Working Group Minutes - 3 June 2015
Date of next members’ events –

Company Secretary/Governor and
Membership Lead
Chairman/Company Secretary

15/08-24
15/08-25
15/08-26

Chairman

A
B
Verbal

Tony Moore, NED

C

Charlotte Kennedy from
Price Waterhouse Cooper
Non-Executive Directors/
Executive Directors

Chief Executive

Verbal
JK
L
M
N
O

Enhanced Recovery of Elective Lower limb Arthroplasty patients – The Medway SPET Initiative:6 August 2015, 6.30pm, Common Room, Postgraduate Centre, Medway Maritime Hospital
Organ Donation work at Medway Maritime Hospital:–
9 September 2015, 6.30pm, Common Room, Postgraduate Centre, Medway Maritime Hospital
15/08-27

Date of next Council of Governors’ meeting –
Annual Members’ Meeting – 30 September 2015, 18:00, Common Room, Postgraduate Centre, Medway
Maritime Hospital
Council of Governors’ Meeting - Monday 5 October 2015, 16:00, Common Room, Postgraduate Centre, Medway
Maritime Hospital

DRAFT

Annex A
CoG/15/08-08

MINUTES OF THE MEETING OF THE COUNCIL OF GOVERNORS
HELD ON 10 JUNE 2015 AT 16:00 IN THE COMMON ROOM, POSTGRADUATE CENTRE, MEDWAY
MARITIME HOSPITAL

Present:

Shena Winning (SW)
Dawn Cockburn (DC)
Renee Coussens (RC)
Stella Dick (SD)
Ruth Jenner (RJ)
Michael Moseley (MM)
Margaret Ratcliffe (MR)
Ann Richmond (AR)
Richard Tripp (RFT)
Alan West (AW)
David Brake (DB)
Adrian Crowther (AC)
Pat Schofield (PS)
Kevin Griffin (KG)
Anil Madhavan (AM)
Viv Parker (VP)

Chairman
Public Governor, Swale
Public Governor, Medway
Public Governor, Medway
Public Governor, Swale (Senior Governor)
Public Governor, Swale
Public Governor, Medway
Public Governor, Medway
Public Governor, Rest of England & Wales
Public Governor, Medway
Partner Governor (Medway Council)
Partner Governor (Kent County Council)
Partner Governor, (Universities)
Staff Governor
Staff Governor
Staff Governor

Apologies:

Vivien Bouttell (VB)
Chris Harvey (CH)
Ann Smart (AS)

Public Governor, Medway
Partner Governor (Charities)
Public Governor, Medway

In
Patricia Bain (PBn)
attendance: Roberta Barker (RB)
Crawford Bunch (CB)
Andrew Burnett (AB)
Lesley Dwyer (LD)
Martin Jamieson (MJ)
Jane Long (JL)
Cheryl Ramsay (CR)
Karen Rule (KR)
Martine Saker (MS)
Jan Stephens (JSt)

Chief Quality Officer
Director of Workforce Designate
Financial Controller
Non-Executive Director
Chief Executive
Non-Executive Director
Interim Company Secretary
Interim Director of Corporate Affairs
Assistant Chief Nurse
Governor and Membership Lead (and note taker)
Non-Executive Director

Items were taken out of order but the minutes correspond to the agenda order.
1.0 INTRODUCTION AND OPENING COMMENTS
1.1 The Chairman welcomed everyone to the meeting and introduced the new Chief Executive, the
new Interim Company Secretary and the new Interim Director of Corporate Affairs who would be
handling preparations for the Care Quality Commission visit in August.
1.2 It was noted that this was the last Council of Governors’ meeting before Viv Parker and Dawn
Cockburn stepped down from their roles as Governors. The Chairman expressed her thanks for
their contributions and hard work and wished those Governors seeking re-election good luck.
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1.3 The Chairman also introduced the Financial Controller who joined the Trust in January 2015 and
had been a tower of strength during the preparation of the final accounts.
2.0 APOLOGIES FOR ABSENCE AND QUORUM CHECK
2.1 Apologies were noted, as indicated above.
2.2 The quorum was noted as requiring at least one-third (being 8) of the whole number of Governors
(being 23) to be present, including at least one appointed Governor and one elected Governor,
with the public Governors in a majority.
2.3 The meeting was declared quorate.
3.0 DECLARATIONS OF INTEREST
3.1 No new interests were declared.
4.0 MINUTES OF THE MEETING HELD ON 22 APRIL 2015

Annex A

4.1 The minutes of the meeting held on 22 April 2015 were agreed as a true and accurate record.
4.2 In response to a question regarding how soon the Acute Frailty Pathway would be operational
seven days a week, the Chairman advised that this was imminent within the next week.
5.0 MATTERS ARISING – ACTION LOG

Annex B

5.1 The Council of Governors noted the matters arising action log.
5.2 With reference to action 15.3 from the meeting held on 22 April 2015, MS advised that the new
governor Induction date had been changed to Monday 3 August. The Chairman advised that she
was organising a date for training for all governors to take place between now and the new
governor induction date.
5.3 With reference to action 19.3 from the meeting held on 22 April 2015, MS advised that she would
chase for a response to be provided by the end of the month.
6.0 GOOD GOVERNANCE IN RESPONSE TO THE JIMMY SAVILE REVIEW

Presentation

6.1 The Assistant Chief Nurse gave the background to the Jimmy Savile Review conducted by Kate
Lampard who had been asked to review the processes relating to volunteers working at the three
hospitals involved in the Savile incidents. A number of themes had been identified:

Safeguarding of patients and staff - Limited numbers of staff available at night. Saville used
to visit at night and was not challenged. Raised questions regarding what checks were
undertaken of volunteers to ensure patient safety

Guidelines for staff regarding VIP visitors
6.2

It was noted that fourteen recommendations were identified within the report, two specifically for
the Care Quality Commission and twelve for Trusts to take action. The Assistant Chief Nurse
explained that a paper would be presented to a future Trust Board meeting detailing how it had
actioned the twelve recommendations.

6.3

In response to a question regarding the training provided to staff for challenging media and VIPs,
the Assistant Chief Nurse explained that this was a strong theme that had been identified as one
of the recommendations to ensure staff were provided support with support to ensure they felt
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confident in challenging visitors. Clarity around trusts’ policies for staff and visitors was also
recommended.
6.4

In response to a question regarding who managed the Trust’s volunteers it was explained that
the Chief Nurse was the executive lead and all volunteers received the necessary checks.

6.5

It was noted that staff needed to be cautious with any visitors regardless of how the visitor
handles themselves. It was also noted that the Trust needed to have robust systems in place.

7.0 MY ROLE AS A NON-EXECUTIVE DIRECTOR
7.1 Jan Stephens, Non-Executive Director handed out a document detailing what she understood the
role of a Non-Executive Director to be, together with an update on the activity she was involved in
at the Trust.
7.2 It was noted that Mrs Stephens had a policing background which gave her an understanding of
the local population and that she herself was a local resident so also a potential service user.
7.3 In response to the information that Mrs Stephens was the Non-Executive Representative at
Medical Revalidation Group meetings a query was raised as to whether there was a joined up
approach to training for first and secondary care doctors. Mrs Stephens advised that the Group
met monthly to look at the quality of doctors’ applications for revalidation which included a
complete list of mandatory training.
7.4 In response to a question regarding how fraud was reported within the Trust, it was noted that the
internal auditor’s Fraud Team regularly provided reports to the Board’s Integrated Audit
Committee.
8.0 INTEGRATED PERFORMANCE REPORT AND 18 MONTH RECOVERY PLAN
UPDATE

Annexes C,
D and E

8.1 Hardcopies of the performance report and the 18 month recovery plan were circulated with
apologies for the delay in their distribution on this occasion. The Senior Governor raised concern
that the documents had only just been received.
8.2 The Council of Governors noted that the in-month deficit for April 2015 was £3.9m against a plan
of £3.1m. The adverse deficit had been driven mainly by temporary staffing in Acute Medicine
and Emergency Department at junior doctor and nursing levels. The rotas being worked
compared to the budgets set are being reviewed by the Finance Department and work is ongoing
to reduce the reliance on agency.
8.3 It was explained that validation work was underway regarding activity performed and income
received and recovery of any deficit in income was in process. Plans were also in place to
recover the overspend.
8.4 The Financial Controller advised that a new approval process for additional sessions was
launched in May which would provide greater control over the temporary pay spend as well as
the introduction from 1 June of new sessional rates.
8.5 In response to a question regarding the impact of the new measures on the patient, it was
explained that the Board had concerns regarding previous assurance provided that tight financial
controls were in place when this had clearly not been the case. Assurance was provided that a
clear approval process for additional sessions from 1 June was in place to ensure that there was
in-work hours capability. She explained that the Trust’s pay rate for additional sessions was
inconsistent with other Trusts and therefore a benchmarking exercised was carried out. Pay
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rates would now be consistent with other Trusts. She acknowledged that there was some risk
involved as the income for some staff has changed and therefore staff may refuse to work
additional sessions. All additional sessions are covered at present and a review was underway
to look at how to cover sessions when staff refused to work them.
8.6 In response to a question regarding whether all £20m of the cost improvement plans had been
identified, the Chief Executive confirmed that they had and Monitor were reviewing and sense
testing those plans. She was confident that this review would help validate the plans. Work was
also underway with the executive team to identify other options, should the plans not be
delivered.
8.7 Concern was raised that some patients with serious conditions were still waiting longer than
necessary and the Chief Executive advised that all cases identified as waiting too long would be
reviewed.
8.8 In response to concern regarding the time it will take to fill all the job vacancies, the Director of
Workforce advised that there were some generic job adverts on the www.nhs.jobs.uk website
and therefore some cases one advert covers several vacancies. It was also noted that there was
a national shortage of nurses however a recent open day held by the Trust was very successful
attracting fifty people. The recruitment team was also looking at other options for recruitment.
The Director of Workforce also advised that the vacancy level at the Trust was lower than at
some other Trusts. An attractive package was being developed to encourage people to work for
the Trust. A large number of non-clinical support workers were recruited recently.
8.9 The Chairman advised that there was concern regarding the number of agency staff still used
and regulations would be coming in putting a percentage ceiling in place on the agency usage,
based on turnover. Going above the percentage threshold would trigger increased scrutiny.
8.10 The Chief Executive also reported that a large piece of work was underway to review the whole
appointment process and that it would be a long term project.
8.11 Concern was raised that Governors were discouraged from gathering views for patients/public as
people often wanted Governors to assist with complaints. The Chief Executive reiterated her
earlier point that extraordinary cases regarding waiting times would be investigated. In the
meantime, the buddying trust was support Medway NHS FT in a review of its complaints system.
8.12 The Director of Workforce advised that recruitment and retention for the imaging department was
an area of focus.
8.13 The Chief Quality Officer explained that the new performance report pulled together all the key
performance indicators for the Trust Board to review and also linked to the 18 month recovery
plan in order to assess the direction of the Trust.
8.14 It was explained that the Trust had seen a rise in clostridium difficle cases during May. Risk
cause analysis was being conducted and work had increased on hand hygiene compliance and
antibiotic prescribing practices. As from July, the Trust would have to report on performance
towards the NICE quality standards and a review was in progress to ensure the Trust’s current
reporting was compliant with these standards.
8.15 With reference to mortality data, it was noted that the buddying trust was supporting Medway
NHS FT in implementing a new programme of work to start the following week. A new form for
the collection of data had been piloted and would now be rolled out across the whole Trust. The
buddying Trust was also reviewing the Serious Incident process which included updating the
policy to include duty of candour and updating the reporting system.
8.16 The Assistant Chief Nurse reported that there had been a 10% reduction in the number of formal
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complaints received during the last financial year but an increase in the number of PALS
contacts. A review of the contacts had revealed that a large proportion related to the outpatient
process. She also reported that an action plan was being developed in response to the in-patient
survey results.
8.17 In response to a question regarding how learning was being identified in relation to patient
experience, the Assistant Chief Nurse explained that the aim was to identify five key areas of
focus for this financial year. Key themes included arrival and admissions; care; end of patient
pathway and discharge. Good actions identified would be incorporated into the performance
framework which the Patient Experience Team would then review.
8.18 The Council of Governors noted that updates on specific processes would be presented at future
Council of Governor meetings.
Action: To present updates on specific patient experience processes at future Council of
Governor meetings.
Action: Executive Team
8.19 It was also noted that performance management was now in place across the Trust and a
hierarchy analysis of performance was now becoming visible.
8.20 An example of some quick fixes was provided: fruit was no provided for new mum twice a day
now on the tea trolley. Exemplary wards were also being encouraged to educate their
colleagues.
8.21 The Chief Quality Officer presented the 18 month recovery plan which was aligned to the key
performance indicators and advised that this was still a work in progress and the format of the
report would be improved. She confirmed that the plan was on target to meet the final date. She
highlighted the improved Emergency Department performance and advised that the buddying
trust was now starting to review the Trust’s clinical governance processes. Price Waterhouse
Cooper was reviewing systems and processes in relation to data quality governance and a report
was expected in four weeks’ time. The Trust’s strategies would then be updated.
8.22 The Chair of the Integrated Audit Committee advised that work was required to recover the
adverse deficit accrued during Month 1 and clarified that an adverse deficit would also be
accrued for Month 2. He also explained that the internal auditor appointment process was now
complete and a recommendation would be presented at the next Trust Board meeting.
8.23 The Chair of the Quality Assurance Committee advised that he felt the executive team was
strong which was benefitting patient care. He explained that there were examples of where
clinicians had been empowered to improve care. He particularly praised the improved
Emergency Department performance against the four hour wait target.
9.0 CHIEF EXECUTIVE’S REPORT

Annex F

9.1 The Chief Executive explained that she had now been in post for three and a half weeks and had
received a warm welcome and had open discussions with staff regarding their concerns. She
9.2 found the Trust’s induction a very positive experience and was pleased that awareness regarding
fraud was also covered and well presented. She had also identified how the induction process
could be improved.
9.3 The Chief Executive advised that the improved Emergency Department performance had
prompted a more enthusiastic drive for improvement across the Trust now that the Trust was able
to evidence the improvements made.
9.4 It was noted that the Trust was one of the best performers in the country in relation to ambulance
handover times.
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9.5 The Chief Executive reported that excellent feedback had been received following the recent
Improving Working Lives awards evening with a noticeable change in the energy across the
organisation.
9.6 It was also noted that the recent clinical audit awards were presented to a packed room and was
a great indication that staff were examining their practice. The Chief Executive felt proud and
optimistic about the future of Medway NHS Foundation Trust.
9.7 It was explained that the Trust had received a lot of positive media coverage recently regarding
the Emergency Department which was very encouraging and May had been the third consecutive
month where the positive media had outweighed the negative. The Chief Executive met with
members of local media during her first week and would be inviting them back again to provide
an update on the Trust’s progress.
9.8 The Chief Executive reported that she had received a lot of good feedback on the change at
Medway NHS FT over the last few months and advised that the Trust’s Communications Team
now had two additional staff members.
9.9 The Chief Executive expressed her thanks to the Medical Director for his support during the last
few weeks and explained that he was now taking a break before taking up his full Medical
Director responsibilities.
9.10 The Chief Executive gave an example of how staff had turned around their performance after a
simple audit of ward rounds had evidenced which staff failed to introduce themselves to patients
and relatives and how often or not key staff attended the rounds.
9.11 In response to information that the buddying Trust had a fast-track approval process for
innovative improvement ideas up to a certain budget, the Chief Executive confirmed that this was
an option Medway NHS FT could explore but stressed that the criteria must be for the
improvement in the quality of the patient experience.
9.12 The Chairman expressed her thanks to the Medical Director for his strength and willingness to
support the Trust and acknowledged that it had been a difficult journey for him. The Council of
Governors echoed the Chairman’s thanks to the Medical Director.
The Financial Controller left the meeting at 17:45
10.0 REGISTER OF GOVERNORS’ INTERESTS

Annex G

10.1 The Council of Governors noted the register of interests.
11.0 GOVERNORS’ STEERING GROUP

Annex HI

11.1 This item to discuss the proposed new steering group was moved to the private agenda.
12.0 SENIOR GOVERNOR REPORT
12.1 The Senior Governor advised that at the last Governors’ Only meetings a number of points had
been raised. The Trust Chairman met with her, her deputy and the Working Group chairs to
discuss and it was agreed pertinent points would be incorporated into the work plan.
13.0 FINANCE AND PERFORMANCE WORKING GROUP

Annex JK

13.1 The Council of Governors noted that the review of the terms of reference would take part in the
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private session of the meeting.
13.2 It was noted that the Working Group was working with the committee chairs to develop better
ways of providing scrutiny.
14.0 QUALITY WORKING GROUP
14.1 AW provided an update on behalf of the Working Group chair who had registered her apologies
for this Council of Governors’ meeting.
14.2 The Quality Working Group registered its concern that staff shortages were having an impact on
patient safety and quality of care.
14.3 AW updated the Council of Governors on the outcome of the Patient Safety Committee which he
observed, highlighting the increase in the number of patient harms against the national average
and the number of datix incidents logged. The Chief Quality Officer explained that the number of
low harm incidents had increased but there were only a low number of high harm or death. She
advised that the team was working overtime to review all the cases.
14.4 An update on Governor observations on other Trust Groups was also provided.
14.5 In response to a question regarding what Group was looking at the “Do not attends”, SD advised
that Outpatient Experience Improvement Group were investigating this and there were ten work
streams in place win the Group started at the beginning of the year.
14.6 In response to a question regarding staff parking, the Chief Executive explained that she had met
with the Estates Manager and discussions were underway to expand the dockyard parking
service to release an extra 100 spaces for patients.
15.0 MEMBERSHIP ENGAGEMENT GROUP
15.1 The Chair of the Membership Engagement Group advised that the last meeting was cancelled as
it was not quorate and would be rescheduled as soon as possible. RC welcomed
feedback/suggestions for the 2015 Annual Members’ Meeting.
MJ left the meeting at 18:00
15.2 The Chair of the Membership Engagement Group raised concern regarding the lack of
participation in the Group and requested that a review of the membership of all Working Groups
be reviewed.
15.3 The Chairman explained that once details for the Governors’ Steering Group had been agreed,
the Group could look at this.
Action: To review Working Group membership.

Action: Governors’’ Steering Group

16.0 SMOKING-FREE HOSPITAL WORKING GROUP
16.1 MR provided an update on behalf of the Working Group chair who had registered her apologies
for this Council of Governors’ meeting.
16.2 It was noted that the last Working Group meeting was cancelled as actions identified had not
been progressed. The Working Group registered concern that it was not achieving anything.
16.3 The Chief Executive advised that she was impressed with the recommendations the Group was
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putting forward and explained that she had introduced a smoking-free workplace at one of the
previous organisations she had worked. The Chief Executive expressed an interest in working
with the Group.
16.4 During a short discussion around Governor observations regarding smoking on site, it was noted
that the Trust would be addressing the issue of staff smoking whilst outside of the hospital
grounds but still in uniform.
17.0 QUESTIONS FROM THE PUBLIC
17.1 There were no public present therefore no questions were raised.
18.0 OPERATIONAL ISSUES RAISED BY GOVERNORS

Annex L

18.1 The log of operational issues raised by Governors was noted.
19.0 COUNCIL OF GOVERNORS’ ANNUAL PLANNER

Annex M

19.1 The Council of Governors noted the annual work plan for 2015/16.
20.0 FINANCE AND PERFORMANCE WORKING GROUP MINUTES

Annex N

20.1 The draft minutes of the Finance and Performance Working Group meeting which took place on
13 May 2015 were noted.
21.0 SMOKING-FREE HOSPITAL WORKING GROUP MINUTES

Annex O

21.1 The draft minutes of the Smoking-Free Hospital Working Group meeting which took place on 14
May 2015 were noted.
22.0 GOVERNORS’ STEERING GROUP MINUTES

Annex PQ

22.1 The draft minutes of the Governors’ Steering Group meeting which took place on 27 May 2015
were noted.
23.0 DATE OF NEXT MEMBERS’ EVENTS
23.1 The date of the next members’ event taking place on 18 June 2015 was noted.
24.0 DATE OF NEXT COUNCIL OF GOVERNORS’ MEETING
24.1 The next Council of Governors’ meeting would take place on Wednesday 5 August 2015 at 16:00
at Phoenix House, Central Avenue, Sittingbourne, Kent, ME10 4BX.
EXCLUSION OF THE PRESS AND PUBLIC
Representatives of the press and other members of the public were excluded from the remainder of this
meeting having regard to the confidential nature of the business transacted.
The meeting closed at 18:15
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ANNEX B
CoG/15/08-09
For Information
COUNCIL OF GOVERNORS MEETING (PUBLIC) – 5 August 2015
Lead: Shena Winning, Chairman

Author : Martine Saker, Governor and Membership Lead

MATTERS ARISING REPORT
The Council of Governors is asked to note the following:
Purpose of the paper presented:

To provide assurance that actions agreed have been implemented and to maintain an audit trail
of actions and updates.
Outcomes required:
The Council of Governors is requested to note the final priorities chosen.
Time required:
5 minutes
Summary of the Key Points:
The report details the following: 






the date of the meeting
the minute reference where the action was agreed
the lead for each action
what the action is
details of progress towards achieving the action
status of the action following the RAG rating (red – outstanding, amber – partially complete, green
– complete)

Key Risks (if yes explain risk and proposed management)
Clinical Risks
, Business Risks
, Environmental risks
, Finance & Performance risks
Reputation risks
Governance risks
Monitor risks
(double click in each box that applies and select default value as ‘checked’)

Resources required:
None

Prior Discussion:
Matters arising are discussed at each Trust Board meeting.

1

,

MATTERS ARISING REPORT – Council of Governors Meetings
Minute
Ref

MINUTE ITEM AND ACTION REQUIRED

Council of Governors Meeting held on 22 April 2015
8.15
To present updates on specific patient experience
processes at future Council of Governor meetings.
15.3
To review Working Group membership.

LEAD

DATE
DUE

Executive
Team
Governors’
Steering
Group

2

UPDATE

RAG
Rating

5/8/15
Moved to Governors’ Steering Group matters
arising report.

Closed
(green)

ANNEX C
CoG/15/08-11
For Discussion
COUNCIL OF GOVERNORS MEETING (PUBLIC) – 5 August 2015
Lead: Lesley Dwyer

Name: Charlotte Kennedy
Designation: CQC Programme Manager

CQC UPDATE
The Council of Governors is asked to note the following:
Purpose of the paper presented:
The purpose of this report is to provide the Council of Governors with an updated position on the status
of the organisational preparedness for the upcoming CQC inspection visit. In addition to providing a
status update, this report also highlights some of the key areas of questioning that the Governors may be
subject to.
Outcomes required:
The Council of Governors is requested to note the contents of the paper and the areas of focus for
Governors.
Time required:
10 minutes

Summary of the Key Points:
 The announced CQC visit will be on 25th – 27th August 2015
 The unannounced visit could be any time before or after this
 The Trust has self assessed as ‘Requires Improvement’
 The Trust has developed an outcomes based plan with key accountability assigned to
each Executive Director
 A number of questions have been identified that may be asked of Governors
Key Risks (if yes explain risk and proposed management)
Clinical Risks
, Business Risks
, Environmental risks
, Finance & Performance risks
Reputation risks
Governance risks
Monitor risks
(double click in each box that applies and select default value as ‘checked’)

Resources required:
None
Prior Discussion:
Prior to the present meeting, this matter has been considered by:
 CEAG
 Trust Board

1

,
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1. Purpose
The purpose of this report is to provide the Governors with an updated position on the
status of the organisational preparedness for the upcoming CQC inspection visit. In
addition to providing a status update, this report also highlights the role of the Governors
in the inspection process and to provide you with the requisite information in fulfilling this
role.
2. CQC visit
The Trust has been informed that the CQC inspection will commence on 25th August
2015 and that inspectors will be on site until 27th August 2015. An element of any CQC
inspection process is an unannounced inspection and whilst, by definition, we cannot
know when this will be, it is usual for it to be out of hours. This unannounced element
could be either before or after the announced inspection.
3. Status of Preparedness
The Trust has in place, a part time interim CQC Programme Manager to coordinate
preparation activity and assessment.
An outcomes based plan has been produced and Executive leads assigned to all key
outcomes that the Trust is required to achieve prior to the CQC inspectors arriving for
their announced visit on 25th August 2015.The Executive are being held to account for
delivery of their assigned outcomes through the Trust’s usual governance mechanisms.
Sitting underneath the outcomes based plan is a more detailed logistics project plan
which will ensure that the process runs smoothly and that the inspectors are welcomed
into the Trust and are comfortable for the duration of their stay.
4. Data Submission
On 30th June, the Trust submitted its data request to the CQC. This is an advanced
request by the CQC for Trust data, key documents, policies, minutes etc upon which the
inspectors will formulate their key lines of enquiry (KLOE) to shape the visit.
The Chief Operating Officer reviewed the data submission prior to identify key themes
arising from the submission
Theme
Medicines management
remains a key area of focus
for the Trust with
consideration needing to be
given to prescribing, storage
and prevention of theft.
Nurse Staffing remains a
concern and escalation of
staffing issues appears to
happen on an inconsistent
basis.
The Divisions also reported
an issue with the quality of
agency and bank nurses and
staff not turning up.
The escalation of sick

Comment
The Matrons and Executive are currently undertaking a
programme of Ward visits which are being tracked
centrally. As part of these visits, medicines management
will be considered and reviewed and any issues
reported and rectified.
The staffing escalation policy is being reviewed by the
Chief Nurse for appropriateness and will be recommunicated to all relevant staffing groups.
The quality of agency and bank staff as well as ‘no
shows’ will be covered by the policy.
This policy will be available on all wards by the end of
the w/c 13th July 2015.

The following procedures are in place to ensure
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Theme
patients should be reviewed
to ensure that the policy is
appropriate and adhered to.

Comment
appropriate and rapid escalation of sick patients:
 Detection of early deterioration through NEWS
and SBAR tools. There is a policy in place to
encompass this
 Senior rotas in place to include cover at
weekends and seven day working
 Switch board are aware of the need to escalate
and contact on-call consultants
 Consultants are on site within 30 minutes of call
received
 Escalation policy in place to cover all wards.

The Trust’s Risk
Management procedures are
not consistently and widely
understood throughout the
organisation. In addition, the
governance structure is
complex and not easily
navigable.
Incidents are being logged
onto Datix however
subsequent actions are not
being logged consistently and
incidents are not always
closed down on a timely
basis.
Learning from incidents
remains in its infancy.
A number of historical
complaints were identified as
part of the PIR
Bed Management

The Company Secretary has commissioned a piece of
work from the Trust’s new internal auditors to review the
risk management process and governance structures.
This will report by the end of September 2015

Infection Control

Mixed sex breaches

The Trust is installing a virtual nurse at the main
entrance to the hospital and hand gel stations will be
installed by the end of July 2015.
Work is ongoing to reduce the number of mixed sex
breaches and numbers are already reduced. The bed
management project highlighted above will also address
mixed sex accommodation.

Administration of divisional
meetings is not always

A reminder has been sent to the Divisional management
teams about the appropriate management of meetings

The Chief Quality Officer will encompass a review of the
process for closing incidents and organisational learning
in the new Quality and Governance Strategy.

The Chief Operating Officer has committed to close
down all complaints that are older than 60 days by the
end of July 2015.
A business case for an electronic bed management
system has been approved. A proposal is being taken to
the Executives in w/c 20th July to ensure that site
management is robust to drive appropriate bed
management. A discharge project is currently underway
to assist with early discharge and a system meeting
takes place on a weekly basis to identify any points of
blockage.
Project is fully underway and timescales for
implementation across pilot wards is on target.
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Theme
effective with a lack of skills in
minute taking, action planning
and tracking and cancellation
of meetings taking place.

Comment

Thematic review of the PIR will help prepare the Trust by identifying potential key areas
of focus whilst recognising that the inspectors have the right to focus their time and
attention in any area, at any time of the day or night and ask any questions they see fit.
The Trust will receive a ‘data pack’ from the CQC which will be based on the data that
was submitted on 30th June and also from other publically available data. This will be
reviewed in due course and any additional themes identified.
5. Self Assessment
The Trust has self assessed itself as ‘Requires Improvement’. The Executive believe
that this a fair reflection of the Trust’s current performance, recognising the journey that it
is currently on. The Governors should note that a significant amount of work has already
been undertaken to improve the quality of care provided at the Trust but there is still
some way to go until the Trust can assess its services as ‘Good’. The Trust is 9 months
into its 18 month improvement plan and the assessment reflects this.
6. Your role
The CQC have asked for the Council of Governors to form one of the focus groups with
whom they will discuss a number of key points. Your role is to engage with the CQC and
be open and transparent with the inspectors on the key issues, risks and achievements
of the Trust, recognising the point in time assessment that is being undertaken.
The CQC published a document in March 2013 called ‘Working together: The Care
Quality Commission and foundation trust councils of governors’. This document is
attached as an appendix to this paper.
The following questions might be an example of those that the CQC will ask of you
during your focus group:
Selecting a group or committee to work with CQC
How does your council of governors organise its work on quality and safety? Is there a
dedicated group or committee that CQC can link with?
Can you share your agendas and minutes with your CQC manager? Have you
considered when and how you could share information from this committee with CQC
and how CQC can exchange information to the committee or key governors?
Sharing information about people’s experiences of care
What information does the council of governors gather or review about patients’
experiences of their care? Is there an agreed process for sharing this information with
the trust board and with CQC to help CQC develop its profile of the trust?
What information do governors gather or review about complaints, concerns or
comments from patients and carers using the trust’s services? Is there an agreed
process for reviewing the common issues arising from this information with the trust
board? Is there an agreed process for sharing this information with CQC?
Using information from CQC
Does the council of governors use CQC’s national reports and inspection reports to help
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inform its work?
Would governors like to know more about the information CQC holds about local
services in their area or national trends in the quality and safety of care?
Using the national standards of quality and safety
Are all the governors familiar with the national standards of quality and safety that CQC
monitors? Have the governors had an opportunity to look at the detailed prompts for
providers about what they are expected to demonstrate to meet the standards? Have the
governors approached CQC to gain a more detailed understanding?
What information does the trust share with governors to show how it monitors its
performance against CQC’s national standards of quality and safety?
What is the process to inform governors about CQC inspections? How are governors
involved in considering the outcomes of the inspection? How does the trust board inform
the governors of the actions it needs to take following a CQC inspection?
How do governors assure themselves that the trust is monitoring the standards in all
locations across its services?
Using information from governors’ visits
Do governors visit the trust’s wards and departments themselves? If so, does this
include visits across the whole trust, not just the main site?
Have the governors considered the benefits of announced versus unannounced visits for
the types of services they visit?
If governors make visits, are they recorded and used in a systematic way in the trust? Is
there an opportunity for CQC to see the findings from governors’ visits, to help inform
CQC inspections and to avoid duplication of visits/inspections where possible?
If governors visit services themselves, do they consider the CQC national standards of
quality and safety when collecting or reviewing information from the visits?
Governors’ role in raising concerns
Do governors know what to do if they are concerned about someone’s care at the trust?
Is there an agreed process for individual governors, and the council of governors as a
whole, to raise concerns with the trust, and with the local authority or CQC if necessary?
Have governors considered how the trust reports on the use of the Deprivation of Liberty
Safeguards?
Governors’ role in relation to monitoring the Mental Health Act
Are the governors aware of Mental Health Act monitoring reports from CQC’s Mental
Health Act commissioners, which CQC provides to the trust?
Have governors identified how they would raise issues about people’s care under the
Mental Health Act to the trust and to CQC?
Are governors visiting services or gathering information about people's experiences of
care that could support the monitoring of the Mental Health
Act? Could these be shared with CQC?
7. Conclusion
A significant amount of activity is being undertaken to ensure that the Trust is ready for
inspection by the CQC. The response by the Trust is fluid and ensuring that it is best
placed to articulate the journey and the achievements made to date whilst still
recognising the amount of work left to do.
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Who we are
The Care Quality Commission (CQC) is the independent regulator of health care and
adult social care services in England. We also protect the interests of people whose
rights are restricted under the Mental Health Act. Whether services are provided by
the NHS, local authorities or by private or voluntary organisations, we focus on:
• Identifying risks to the quality and safety of people’s care.
• Acting swiftly to help eliminate poor quality care.
• Making sure care is centred on people’s needs and protects their rights.
The Foundation Trust Governors’ Association (FTGA) is the national representative
body of foundation trust governors in England. It provides governors with the
knowledge and confidence they need to make a difference in their trusts through a
combination of publications, advice forums, events and networking opportunities.

About this report
This report is aimed at foundation trust governors and those who work with them. It
provides learning and examples from 10 foundation trust councils of governors who
took part in a national project with CQC and FTGA. In summer 2012, CQC and FTGA
put out an expression of interest to all foundation trust councils of governors to
identify those who were interested in taking part in a national development project to
explore the relationship with CQC.
We selected a mix of different types of foundation trusts in different geographical
areas. We included some trusts who were making improvements to services following
a CQC inspection and some who met the national standards of quality and safety at
the time. CQC would like to thank the FTGA and the 10 councils of governors
involved in the project for their effort and enthusiasm. This report sets out:
1. Key questions for councils of governors to consider when developing their
relationship with CQC.
2. How councils of governors work with CQC.
3. Case studies of councils of governors working together with CQC.
4. Frequently asked questions about CQC.
5. A list of CQC national standards of quality and safety.

Examples of governors’ visit tools and templates
To supplement this report, we have compiled examples of some of the audit and visit
templates used by governors in several trusts that participated in this project. These
are available on the FTGA website (www.ftga.org.uk) or by calling 020 7972 5173.
CQC does not recommend specific audit tools or templates, but we want to support
governors in sharing current approaches to how they consider the national standards
and outcomes of care.
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Introduction
CQC has a statutory duty to involve people who use services and the public in its
work. We value any information from people who use health and care services and
their representatives to help us monitor the quality and safety of care.
Foundation trust councils of governors are an important part of the local system for
holding health services to account on behalf of the public. In the Health and Social
Care Act 2012, governors will have increased responsibilities to hold their trust to
account for its services on behalf of local people. This makes it even more important
that CQC and councils of governors work together to ensure that the public’s voice is
heard and acted on to tackle poor care and encourage improvements.
The Report of the Mid Staffordshire NHS Foundation Trust Public Inquiry (February
2013) makes a number of recommendations as to how CQC and councils of governors
can strengthen their relationship. The findings and case studies in this report are
being used to inform CQC’s response to the Francis recommendations.

CQC and foundation trust councils of governors – principles of
working together
CQC aims to work with all foundation trust councils of governors across the country
to exchange information that can help us all to tackle poor care and encourage
improvements in foundation trusts. We respect the independent status of councils of
governors and the different roles we play in holding health services to account for the
care they provide. CQC recognises that the primary responsibility of councils of
governors is to local people using their trust’s services, and their key relationships are
with their members (recent patients of the trust) and with their trust board. We want
to ensure that there is mutual understanding of our roles, and agreed lines of
communication between councils of governors and the regulator when we need them.
We need to be open and transparent about how we cooperate and when we need to
work separately.
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Key questions for councils of governors
to consider
During the project, CQC and the FTGA identified a set of questions that governors at
all foundation trusts may find useful to consider when working with CQC.
We recognise that there may be important differences between the way councils of
governors organise their work depending on the types of services their trust provides,
the geographical areas covered by those services, and the level of access governors can
have to people using the services. The following questions are intended to support
governors in developing their relationship with CQC and do not prescribe a single
approach. They are intended for local discussion with governors, trust managers and
local CQC managers.

Selecting a group or committee to work with CQC
•

How does your council of governors organise its work on quality and safety?
Is there a dedicated group or committee that CQC can link with?

•

Can you share your agendas and minutes with your CQC manager? Have you
considered when and how you could share information from this committee
with CQC and how CQC can exchange information to the committee or key
governors?

Sharing information about people’s experiences of care
•

What information does the council of governors gather or review about
patients’ experiences of their care? Is there an agreed process for sharing this
information with the trust board and with CQC to help CQC develop its profile
of the trust?

•

What information do governors gather or review about complaints, concerns
or comments from patients and carers using the trust’s services? Is there an
agreed process for reviewing the common issues arising from this information
with the trust board? Is there an agreed process for sharing this information
with CQC?

Using information from CQC
•

Does the council of governors use CQC’s national reports and inspection
reports to help inform its work?

•

Would governors like to know more about the information CQC holds about
local services in their area or national trends in the quality and safety of care?
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Using the national standards of quality and safety
•

Are all the governors familiar with the national standards of quality and
safety that CQC monitors? Have the governors had an opportunity to look
at the detailed prompts for providers about what they are expected to
demonstrate to meet the standards? Have the governors approached CQC
to gain a more detailed understanding?

•

What information does the trust share with governors to show how it
monitors its performance against CQC’s national standards of quality and
safety?

•

How do governors assure themselves that the trust is monitoring the
standards in all locations across its services?

•

What is the process to inform governors about CQC inspections? How are
governors involved in considering the outcomes of the inspection? How
does the trust board inform the governors of the actions it needs to take
following a CQC inspection?

Using information from governors’ visits
•

Do governors visit the trust’s wards and departments themselves? If so,
does this include visits across the whole trust, not just the main site?

•

Have the governors considered the benefits of announced versus
unannounced visits for the types of services they visit?

•

If governors make visits, are they recorded and used in a systematic way in
the trust? Is there an opportunity for CQC to see the findings from
governors’ visits, to help inform CQC inspections and to avoid duplication of
visits/inspections where possible?

•

If governors visit services themselves, do they consider the CQC national
standards of quality and safety when collecting or reviewing information
from the visits?

Governors’ role in raising concerns
•

Do governors know what to do if they are concerned about someone’s care
at the trust? Is there an agreed process for individual governors, and the
council of governors as a whole, to raise concerns with the trust, and with
the local authority or CQC if necessary?

•

Have governors considered how the trust reports on the use of the
Deprivation of Liberty Safeguards?
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Governors’ role in relation to monitoring the Mental Health Act
•

Do governors in mental health trusts understand the requirements placed on
the trust to protect the rights of people detained under the Mental Health
Act? Do governors monitor this?

•

Are the governors aware of Mental Health Act monitoring reports from
CQC’s Mental Health Act commissioners, which CQC provides to the trust?

•

Are governors visiting services or gathering information about people's
experiences of care that could support the monitoring of the Mental Health
Act? Could these be shared with CQC?

•

Have governors identified how they would raise issues about people’s care
under the Mental Health Act to the trust and to CQC?
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How councils of governors work with CQC
The councils of governors in the national project have gone through a series of steps
to build their relationships and share information with CQC. Most councils of
governors started the project with similar aims:
• Make local contact with CQC and develop a local relationship.
• Understand what standards of quality and safety CQC checks, what it expects
providers to demonstrate, and how it undertakes its inspections.
• Agree whether governors want to share information from their work with CQC,
what this will include and how it will be shared.
• Explore how governors can make better use of the information CQC holds about
national trends in quality and safety of care, about their own foundation trust, and
about other local services important to the trust.
• Mental health foundation trust governors also wanted to understand CQC’s role in
monitoring the Mental Health Act and the Deprivation of Liberty Safeguards.

Case studies of councils of governors working
together with CQC
Case study
1

2

gether NHS Foundation Trust

The trust provides specialist social and mental health services across
Gloucestershire and Herefordshire. It has allocated Governors to geographical
areas to build their local knowledge of the services in each part of the region.
The Council of Governors is reviewing its governance functions and clarifying
the role of Governors in the trust. It is considering its relationships with clinical
commissioning groups and preparing to work with local Healthwatch. The
Council wants to establish closer links with people using the service and with
trust members. As part of this work it wanted to build a better understanding of
the work of CQC and vice versa. The Council is aiming to:
• Receive a briefing on the national standards of quality and safety.
• Explore how the national standards relate to mental health trusts rather than
acute services.
• Encourage CQC to meet the Governors more regularly and see how they
operate.
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The Council identified its Quality Review Committee as the best link with CQC.
It consists of eight or more Governors and it is attended by the Director of
Quality and Performance and by the Trust Secretary. It considers people’s
experiences of care, Quality Accounts and other quality issues. The Council’s
other committees include a Governance Committee and a Membership
Committee.
A Governor Working Group is establishing a more formal route to raise issues
from Governors at the trust Board. The trust is also aligning trust Board
committees with Governor committees so that the Board’s committee papers go
to the relevant Governor committees for consideration.
The Quality Review Committee has had a recent presentation on the Mental
Health Act to support Governors’ understanding of the trust’s responsibilities.
The Committee will have a standing item about the Mental Health Act at future
meetings. The Governors plan to review summary reports from the Board’s
Mental Health Act Scrutiny Committee. These summaries become available
when they are presented at public board meetings.
The Council of Governors has a mechanism in place for receiving updates on
CQC inspections from the trust Board. The local CQC manager has met with a
group of three Governors from the Quality Review Committee to agree how best
to take their relationship forward. This included a discussion about recent CQC
inspections at the trust, the opportunities for the Governors to meet with CQC’s
local Mental Health Operations Manager, and exploring the way CQC’s Mental
Health Act commissioners work in the trust. This was followed by a discussion
with CQC at a full Quality Review Committee meeting to discuss recent CQC
inspections and the standards in detail.
Next steps
•

The Quality Review Committee will explore whether any of its Governors
could attend the regular meetings between CQC’s local Compliance
Manager, its Mental Health Act Operations Manager and the trust’s officers.

•

The Council of Governors will ask the trust Board to consider whether it
would be appropriate and helpful for Governors to have access to draft CQC
inspection reports.

•

The Quality Review Committee will explore the role of Governors in
interviewing people using the services, including those detained under the
Mental Health Act.

•

Discussions will take place with CQC’s Mental Health Act Operations
Manager, the Mental Health Act Commissioner and the local CQC manager
to explore how Governors can be updated and involved in the work to
monitor the Mental Health Act. This will include exploring how Governors
could get more direct feedback from the trust’s MHA Scrutiny Committee.

Contact: Anna Hilditch, 2gether NHS Foundation Trust.
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Case study
2

Doncaster and Bassetlaw NHS Foundation Trust
The Board of Governors (the trust continues to use the term ‘board’) has been
working to:
•

Establish a mechanism to assure itself, through its subcommittees, that CQC
and other quality standards are being addressed appropriately. In order to
do this the Board of Governors has been establishing reporting
arrangements to bring together the different strands of governor activity
through the trust.

•

Agree a set of core quality priorities and measures, including patientreported experience, which the Board of Governors and its sub-committees
will use when considering quality and safety issues.

The Board of Governors has a children’s and an adults subgroup. Some
Governors sit on the clinical governance standards committee. A task group
including eight Governors has been working on the joint CQC FTGA project,
including the Vice Chair, one Non-Executive Director and the Deputy Director
of Nursing and Quality.
Governors have reviewed the CQC standards over the course of the last year and
considered what information the trust provides its Governors about performance
against the standards. Governors plan to assure themselves of the trust’s
performance against the standards on an ongoing basis through a rolling twoyear work programme. All issues raised by Governors are being ‘logged’ and
tracked to ensure they are taken through the trust’s governance process and
there is feedback from the trust’s Board of Directors.
The Head of Corporate Affairs at the trust has also mapped ways of using CQC
standards to structure the committee’s workplans.
The local CQC manager attended a meeting of a group of Governors, a NonExecutive Director, the Head of Corporate Affairs and the Deputy Director of
Nursing and Quality to discuss the Board of Governors’ relationship with CQC in
future. The meeting discussed how Governors could consider the CQC standards
and recognised that governor committees could choose to look at themes at a
high level, or look in-depth into one particular standard.
In addition to the above new work, members of the Board of Governors
participate in other trust activities that give additional assurance, These are:
• Weekly unannounced safety visits.
• Productive Ward visits.
• Infection Control committee.
• Observers at Audit and Clinical Governance sub committees.
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Next steps
The following options are now being taken to the Board of Governors for a
decision regarding meetings between Governors and CQC:
•

CQC to attend one or more ‘timeout’ meetings each year.

•

Possible CQC attendance at a pre-meeting of the Agenda Planning
committee, or a separate meeting attended by some governor
representatives and the Chairman.

•

Share electronic copies of public Board of Governors papers and minutes on
a regular basis with the local CQC manager.

•

CQC to share its inspection reports with the Lead Governor as well as the
Chairman in future.

Contact: Maria Dixon, Doncaster and Bassetlaw NHS Foundation Trust.

Case study
3

East London NHS Foundation Trust
The trust provides a range of mental health, inpatient community services as
well as specialist Forensic Personality Disorder Services to children, young
people, adults of working age and older people. There are 27 public and nine
appointed Governors at the trust.
Governors identified the need to explore how the CQC standards apply to
specific services provided by the trust and build confidence and understanding
of what CQC looks for during inspections.
All the 36 governors at the trust have been encouraged to get involved in one
of its Service Specific Groups. Governors have started to establish working
relationships with the trust’s services by attending service group meetings,
undertaking site visits, informal meetings with staff and directors and Q&A
sessions. In some cases, a Governor is the spokesperson for the group.
A focus for Governors in the service specific groups is to understand how quality
and safety is monitored in these services. Governors have identified six services:
•

Older Adults Mental Health Services.

•

General Adults Mental Health Services.

•

Child and Adult Mental Health Services.

•

Community Health Newham Services.

•

Forensics.

•

Drug and Addiction Service.
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Governors’ visits will include a mix of announced and unannounced visits
because some services need notice to ensure Governors can access the services
and to avoid unnecessary disturbance to people’s care during acute periods of
mental ill health. A proforma has been developed which sets out questions to
ask related to the CQC outcomes.
Governors on the Service Specific Groups feed back to the task group, which
includes the Chair and Lead Governor at the trust. The Membership Manager
coordinates attendance at Service Specific Groups and supports the Lead
Governor to follow up actions that arise from any issues raised at the task group.
Between three to five Governors now lead on each service area and report back to
the full Council of Governors. Two Governors also sit on and contribute to the
Trust Quality Committee, which comprises clinical directors and senior managers.
The local CQC manager, representatives of the Council of Governors and the
trust have met informally to discuss how the relationship between CQC and
Governors could develop. This was a useful meeting to build understanding and
to explore the opportunities for the Governors and CQC to work together. The
local CQC manager has also attended the full Council of Governors meeting to
outline CQC’s objectives, inspection methods and standards as well as how CQC
wants to work with the Governors.
CQC inspected the trust in December 2012 and approached the Council of
Governors to see if it wished to contribute information to the inspection. The
Council of Governors welcomed this, and provided some information gathered
from its recent visits to the trust.
The local CQC manager has met the two Lead Governors to finalise how the two
parties will share information and work together.
Next steps
•

There is a trust-wide Patient Experience Committee and local committees
within services. The Council of Governors has a formal seat on the trustwide committee and intends to play a greater role in considering complaints
received by the trust. Governors will provide a ‘lay’ perspective on the trust’s
responses to complaints.

•

The Council of Governors will be exploring how it can become more active in
ensuring the trust effectively monitor’s its use of the Mental Health Act –
and to receive information about this.

•

It is expected that CQC and the Lead Governors will meet quarterly and the
local CQC manager will attend future meetings of the Council of Governors.

•

CQC’s Lead Inspector for the trust will contact the Lead Governors in an
inspection. The Governors propose to collect information about the services in
the trust as part of their work programme. This will enable them to quickly
provide CQC with information to take into account in the inspection process.

Contact: Deidre Leyden, Council of Governors East London NHS Foundation Trust.
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Case study
4

Frimley Park NHS Foundation Trust
Frimley Park NHS Foundation Trust serves more than 400,000 people across
north-east Hampshire, west Surrey and east Berkshire, although its catchment
for some services is much wider.
The Chairman of the trust recognises the advantages of governors understanding
CQC and having a positive relationship with the regulator. The governors have a
reconfigured Patient Experience and Involvement Group, which has met with
CQC’s national Involvement Team and is building relationships with its local CQC
manager. The group comprises 11 governors, one non-executive director, one
director and five hospital managers, and holds quarterly meetings.
Governors oversee different types of work through the group. This includes
undertaking planned visits to the wards with other selected members of staff
(see below), commissioning surveys, checking hospital leaflets, holding monthly
constituency events that attract 100 to 150 members, and providing hand-held
devices to capture patients’ views on specific issues. They check on information
from complaints and review evidence emerging from services such as the trust’s
new A&E department.
The governors undertake monthly quality assurance walkabouts and talk to staff
and patients. The walkabout team includes a governor, a non-executive
director, an executive director, a senior manager, and a safety manager. Each
member of the team observes care individually and then they meet together and
produce a combined report of what they have observed and discussed. The
report includes action points which are then followed up and reported back to
the Patient Experience and Involvement Group, which reviews these actions and
reports back to the governors. Feedback is also given to the ward manager.
These walkabouts are currently planned but the governors are considering
unannounced visits.
The trust holds quarterly joint meetings between the Board of Directors and
Council of Governors to discuss more significant, detailed issues including CQC
inspection reports. The trust’s chief executive and chairman also hold monthly
drop-in sessions for governors, who can approach them about any individual
issue of concern. This is welcomed as an informal route for raising issues as
groups of governors or as individuals.
The last time CQC inspected the trust, the trust’s secretary informed the Council
of Governors the following day that the inspection had taken place.
Next steps
•

The trust is planning a governors’ workshop about the CQC national standards
of quality and safety and how governors can use them in their work.
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•

The Patient Experience and Involvement Group is exploring how its ward
walkabouts can take into account the national standards of quality and
safety and how it can share the reports from the visits with CQC.

•

The Group is working with the trust’s board to explore what evidence the
trust gathers to monitor its performance against the national standards of
quality and safety and how this can best be shared with the governors.

•

The Council of Governors will continue to use constituency meetings as a
way of gathering feedback from members of the trust, and exploring how
best to capture this and make good use of it.

Contact: Mary-Jane Steijger, Assistant Company Secretary.

Case study
5

James Paget University Hospitals NHS Foundation Trust
The trust provides care to 230,000 people living in east Norfolk and north east
Suffolk and to a large influx of visitors in the summer months. It trains a third of
the medical students at the University of East Anglia. The Council of Governors
wanted to:
•

Build a good relationship with the local CQC manager and to understand
how CQC functions, how it carries out inspections and the standards used.

•

Develop contacts with CQC locally to improve patient care and agree an
approach to working together.

•

Share information and examples from the 10 councils of governors in the
national project to inform its work.

•

Understand how CQC will work with local Healthwatch and other local trusts.

Two governors committees meet every three months – the Patient Standards
Committee and the Performance Committee. They look in detail at patient care and
involve commissioning staff and members of LINks. The Patient Standards
Committee receives reports from the Director of Nursing and her deputies, and all
aspects of patient care are open for discussion. The Performance Committee
receives and discusses the latest Performance Report from the Director of Finance.
Eighteen months ago the Governors Council requested a meeting with its local
CQC manager, which was useful in building relationships and understanding
each others’ role. More recently, in November 2012, the local CQC compliance
manager attended the Patient Standards Committee and then had meetings
with the trust’s Chairman, Chief Executive, Director of Nursing, and several
governors outside the committee meetings. The trust’s staff and governors
found these meetings to be very valuable in understanding how CQC currently
assesses the trust and how governors can contribute information to CQC.

CQC and FTGA

Working together

13

The local Compliance Manager has recently attended a Governors Council
meeting to explain CQC’s role to all governors and to answer questions. These
meetings have been good bridge-building exercises between the trust,
governors and CQC.
For many years, any concerns about patient care from the Council of Governors,
the committees or individual governors have been passed to the trust’s
secretary for investigation and action. The results are fed back to the individual
governor, committee and council, and a summary of each is provided in
‘Governor News’ which is published every two months.
Over the last 18 months, nine governors from the Patient Standards Committee
have been leading on meal audits and carrying out visits on the wards – both
individually and with senior nurses and managers – as part of the trust’s Quality
and Assurance Framework. These have now been superseded by an External
Review of Compliance with CQC outcomes. The first took place in December
2012 and involved volunteers of commissioning staff, LINks members,
representatives from Age UK, governors and senior trust nurses.
They work in teams of two to four and each visits two wards. Each group visits
12 wards and uses a questionnaire using the CQC outcomes. The groups give
verbal feedback to the nurse in charge of the ward, and at the end of the visits
there is a joint feedback session. Action plans are developed for all areas of
concern and are followed up. The external review is more robust and extensive
than Governors’ previous visits and is repeated quarterly. Future visits will be
unannounced and the results of the inspections will be shared with CQC.
Next steps
•

The governors will be open and transparent in all their dealings with CQC.

•

Governors’ concerns about patient care are still passed to the trust’s
Secretary, but are also being passed to the trust’s Patient and Carer
Experience Committee (a Governor is a member of this) where they will be
collated and analysed. This will enable Governors’ information to be
triangulated with all other intelligence, survey or audit results, and will allow
the Governors to see trends and the trust to take action at an early stage.

•

The Governors, with the trust’s Patient and Carer Experience Committee,
plan to produce a report after each quarterly external review of hospital
wards, highlighting areas of good performance, areas of concern and actions
to be taken. This will be forwarded to the CQC.

•

The governors are also undertaking discussions about the Francis report
with members of the public.

Contact: Hugh Sturzaker, Lead Governor, James Paget University Hospital,
Gorleston, Great Yarmouth.

CQC and FTGA

Working together

14

Case study
6

Kettering General Hospital NHS Foundation Trust
The trust is a medium-sized district general hospital which provides a wide
range of health services to people in North Northamptonshire.
The Council of Governors is working with the Trust Board Secretary and the
Director of Nursing to refocus governors’ activity to reflect the new Quality
Governance Framework in the trust. In particular, for governors to improve the
ways they consider patient safety, harm and prevention issues.
There is a relatively new governor subgroup known as the Patient and Public
Assurance Group (PPAG). This group includes nine Governors (made up of
Stakeholders and Public Governors), the Senior Independent Director, the
Director of Nursing & Quality and the Trust Board Secretary, who hold quarterly
meetings. The group works closely with patient groups and feeds back
information to the Board where appropriate. The group also provides input to
the trust’s quality accounts and plans to undertake quality audits in the future.
The trust’s Chair and Governors want to improve coordination of the
information from patients that is being collected through different patient
experience groups in different departments, and by a long standing trust-wide
Patient Experience Group to feed into planning by individual trust teams and
departments, and to the Board.
The main vehicle for monitoring the quality of service delivery is through two
parallel sets of visits undertaken on the wards:
•

Management meetings between senior nursing officers who will ‘peer
review’ each others’ wards and report this to Governors.

•

Governors visits undertaken with the LINk (in future the local Healthwatch).

The PPAG also receives and considers PALS and complaints information and the
trust holds a cycle of trust members meetings to provide feedback from patients
who have recently used the trust’s services.
The Chief Executive and Chair of nursing provide a report to Governors after
each CQC inspection. The local CQC manager has visited the Patient and Public
Assurance Group meeting and discussed the national standards of quality and
safety and the CQC focus on the patient. The group also discussed the most
recent CQC inspections and the follow-up inspections so Governors were aware
of CQC’s findings.
The CQC standards form the base of a number of the formal reports by the
trust’s management team, which are presented to the Patient and Public
Assurance Group and, selected items, to full Council of Governors meetings.
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The Governance group of the Council (lead governor and chairs of groups plus
any interested governor) meets one week after each Board meeting to receive a
report on key issues – which would include a CQC report when appropriate.
Next steps
CQC will attend a more detailed discussion with the Patient and Public
Assurance Group to discuss the CQC standards and how governors can use
them.
Governors will work with the trust’s Board to ensure that coordinated
information from the work of the patient experience groups across the trust is
fed back to the Governors and the Board for discussion.
Contact: Gordon Reynolds, Council of Governors, Kettering NHS Foundation Trust.

Case study
7

Lancashire Care NHS Foundation Trust
The trust provides health and wellbeing services for a population of around 1.5
million. The services provided include community nursing, health visiting and a
range of therapy services including physiotherapy, podiatry and speech and
language. Wellbeing services provided include smoking cessation and healthy
lifestyle services. The trust specialises in inpatient and community mental health
services. Lancashire Care NHS Foundation Trust covers the whole of the county
and employs around 7,000 members of staff across more than 400 sites.
The Council of Governors wants to:
•

Build and develop a constructive relationship between the Council of
Governors and CQC – being clear when and how Governors should engage
with CQC.

•

Understand CQC’s remit and what CQC looks for when carrying out
inspections.

•

Understand how CQC and Healthwatch will work together.

The Council of Governors identified their Standards and Assurance Committee
to work with CQC. The committee is supported by the Associate Director for
Healthcare Standards and the Company Secretary team. The committee
undertakes thematic reviews using a Quality Assurance Framework and links
them to the CQC outcomes for quality and safety. The Committee has been
working to improve its reporting back to the full Council of Governors and has
developed a proforma to ensure all governors better understand their findings
on standards and assurance.
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The Council of Governors also has a Patient Experience Group, which looks at
concerns, compliments and complaints. It receives trust reports on complaints
received, themes and the time taken to respond to complaints.
The Governors have been improving their approach to quality visits to the trust’s
services. They have received training to support their visits and have developed
new forms to record information from their visits and to feed this back to trust
staff and the rest of the Governors. The proformas are collated by the Company
Secretary before going out to all Governors. The visits include the relevant NonExecutive Director allocated to that service area, a Governor, a carer where
possible, and in future someone from the clinical commissioning group will also be
invited to attend visits.
The local CQC manager attended the Committee meeting to discuss CQC’s role
and responsibilities and to explain the standards it monitors.
Next steps
The Council of Governors plans to map papers and thematic reviews produced
by the Quality Assurance Committee against CQC standards and quality reports,
as well as to Monitor’s performance targets.
The Governors have agreed that CQC should be invited to attend two Standards
and Assurance Committee meetings a year and to give a presentation/report.
This would set out any changes to CQC's role; the environment in which CQC
works and also provide assurance on the trust’s performance (similar to the
Auditor's report). The Committee would then provide the assurance to the
Council of Governors.
Contact: Lynne Robinson, Lancashire Care NHS Trust.

Case study
8

Medway NHS Foundation Trust
Medway NHS Foundation Trust provides a range of health services principally to
the communities of Medway and Swale but also to patients across Kent. It is in
the process of merging with Dartford and Gravesham NHS Trust.
The Council of Governors wants to improve Governors’ understanding of the
national standards of quality and safety and build a closer working relationship
with CQC.
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The trust’s Board subcommittees are mirrored by the Council of Governors,
including a Quality Working Group. The Non-Executive Chairman of the Board
Quality Committee attends the Quality Working Group. The Working Group
receives the same papers as the Board Quality Committee. Its members visit the
hospital wards with a director and report back every month as part of the quality
programme. Special interest sub groups are set up to focus on specific areas of
the trust’s work.
The Council of Governors is examining the impact of improvements made by the
trust to the environment of the hospital, in particular to provide more effective care
for older people, especially those with dementia. Governors are using this project as
a way to better understand what the standards of quality and safety cover, and
what CQC looks for to check compliance with the standards on its inspections.
The work is being led through the Governors’ ‘elderly care sub group’, which has
focused on how support is given to patients at meal times; food labelling;
stimulation for patients and pressure sores.
Additional funding from the trust is being used to create hi-tech sensory rooms,
specially adapted outside spaces, improved colours, signs and surfaces for people
to find their way around and a range of other measures. Governors are looking at
the impact of the project in relation to three specific CQC national standards:
•

Outcome 4 – the care and welfare of people who use services

•

Outcome 10 – the safety and suitability of premises

•

Outcome 11 – the safety, availability and suitability of equipment.

Governors are gathering evidence which they will report back to the Council of
Governors and the Finance and Performance Governor Working Group. The
project contributes to the trust’s strategic objective to improve dementia care.
CQC has attended a Governors’ meeting to explain its role in detail and an
additional meeting is being planned for a future Governors-only meeting with
the local CQC representative.
The elderly care sub-group has shared its findings at Governor-only meetings
and Council of Governors meetings, and the senior Governor reports on their
work at the trust’s Board meetings.
Next steps
Governors will meet with CQC’s local representative for a discussion on
outcomes 4, 10, and 11of the national standards of quality and safety.
Governors will continue to monitor these aspects of care, including how their
findings relate to the CQC outcomes, following approval by the Governing Body.
Contact: Ruth Jenner, Senior Governor.
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Case study
9

Mid Staffordshire NHS Foundation Trust
The trust provides healthcare for people in Stafford, Cannock, and the surrounding
areas, serving a local population of over 276,500. It manages two hospitals, at
Stafford and Cannock. The Council of Governors has been working to:
•

Build a relationship with CQC that reflects the Monitor/Lead Governor/
relationship manager model.

•

Develop a better understanding of what CQC looks for and how it inspects
foundation trusts, and to hear more from CQC following inspections.

•

Identify what could be included in training for governors about CQC
inspections and how they work, which can inform governors’ announced and
unannounced visits.

The Council of Governors has a Care, Quality and Innovation Committee, which
it has identified as the committee to link with CQC. The Governors have met
with the local CQC manager without trust staff present. The local CQC manager
has explained the work of CQC and his local team of inspectors. This has helped
governors to understand CQC’s role and the standards it monitors.
The Governors undertake unannounced and announced visits on the hospital
wards. They give verbal feedback to the matron and ward sister and then give
written feedback as a log sheet. The log sets out areas seen as good practice,
any areas of concern and includes a section to be completed on action taken.
The Director of Quality and Patient Experience reports back to the Governors on
progress in response to the issues logged. CQC and the Governors Committee
have agreed to share information from the visits with CQC once the trust has
responded to the findings. Correspondingly CQC has recently contacted the
Lead Governor with feedback following its unannounced inspection of the trust,
and it has been agreed that this protocol will continue.
As a result of concerns identified at the trust about complaints handling, the
Governors’ Care, Quality and Innovation Committee looks regularly at
complaints received by the trust, and in particular, at the time taken for the
trust to respond to the complaints. Information from the complaints is also
grouped to consider the top five issues that complaints relate to in the Trust, for
Governors to consider. The Governors and CQC are exploring how best to share
information about complaints and use this to inform whether the trust is
meeting the national standard relating to complaints handling.
Next steps
The Chair of the trust and the Lead Governor will both liaise with CQC in future,
and report back to the Governors’ Care, Quality and Innovation committee, or to
the full Council of Governors as appropriate. There will also be twice-yearly
formal meetings between the Governors and CQC.
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CQC will update the Chair and the Lead Governor on any issues of immediate
concern in relation to the trust, and vice versa. There will be informal contact as
needed if CQC or the Chair or Lead Governor has questions or issues to discuss.
The Council of Governors will routinely share its agendas and minutes with CQC.
The Governors’ Care, Quality and Innovation Committee is now:
•

Developing its unannounced visits policy document to set out when and
how information from visits will be shared with CQC.

•

Exploring how it can make better use of the CQC national standards of
quality and safety in a revised template to use on future visits to the wards.

•

Setting up a process to consider CQC’s national reports at Governors’
meetings, such as the State of Care report on the quality and safety of care
across England.

The Governors’ Care Quality and Innovation Committee regularly receives
reports about patients’ experience of the trust’s services, which includes an
analysis of complaints. The Committee will also be looking in more detail at the
CQC standards relating to complaints handling (outcome 17) so it can compare
the trust’s complaints handling processes to the standard expected.
Contact: David Haycox, Company Secretary, Mid Staffordshire NHS Foundation Trust.

Case study
10

Oxleas NHS Foundation Trust
This trust is in south east London and provides mental health and learning
disability services in Bexley, Bromley and Greenwich boroughs, community
health services in Bexley and Greenwich and specialist services to Lewisham and
Kent prisons.
The Council of Governors comprises 44 Governors: 12 public Governors (four
each for Bexley, Bromley and Greenwich boroughs), 12 service user/carer
Governors, 12 appointed Governors and eight staff Governors.
A number of current (and ex) Governors and volunteers take part in patient
experience visits when they use the Oxleas Patient Experience Questionnaire
(OPEQ) to measure service user and carer experiences of the services. Semistructured interviews are carried out by patient experience volunteers, who are
themselves service users, carers, governors and non-executive directors. Patient
experience feedback and how the trust is responding is available on the trust’s
website through the dedicated patient experience pages.
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The local CQC manager attended a governor development half day session to
discuss CQC’s work and the standards of quality and safety. The session was
attended by the Chair, two Non-Executive Directors and 12 Governors of the
trust.
Next steps
•

From April, the Council of Governors will receive the agenda and minutes of
the trust Board. Governors will also be invited to attend Board meetings.
This will give them easier access to updates on reports related to the Mental
Health Act, and CQC inspection reports.

•

The Council of Governors will hold a more detailed discussion about the
prompts for providers that are included under each of the CQC standards,
and will consider the information the trust collects to monitor its compliance
with the standards.

•

The Council of Governors will share its patient experience visits reports with
CQC and CQC will use these to inform its work at the trust. For example, it
may help CQC decide which services to inspect in future.

•

The Chair of the Council of Governors will be looking at how the trust can
work with CQC to receive information about best practice and standards of
care across the trust’s region as this has a significant impact on the trust
itself.

•

CQC will maintain contact with the Council of Governors to discuss any
recent inspections and to provide updates on national and regional quality
issues identified by CQC.

Contact: Ann Rozier, Trust Secretary and Head of Governance.
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Frequently asked questions about the
Care Quality Commission
In this section, CQC answers common questions about its role, the services it
regulates, and the standards inspected, in response to questions from councils of
governors. CQC’s local managers can provide more details about how they work at
Council of Governor meetings. Governors can find more information by visiting CQC’s
website at www.cqc.org.uk or calling 03000 616161.

Q

Which services does the Care Quality Commission monitor?
CQC inspects care in all types of hospitals, care homes, domiciliary (home care)
services, community-based services, dentists, and from April 2013 GPs and other
primary medical services. This includes NHS foundation trusts.
We inspect most hospitals, care homes and domiciliary care services at least once a
year, and we inspect dental services and primary medical services (mainly GP
practices) at least once every two years. We publish our findings in our inspection
reports on our website.
We also monitor the use of the Mental Health Act (MHA) and check that it is being
used properly.

Q

What are the national standards of quality and safety?
The national standards of quality and safety are central to our work in regulating
health and adult social care. Each of the standards has an associated outcome that we
expect all people who use services to experience as a result of the care they receive.
The standards relate to the 28 regulations contained in the legislation governing our
work (see the detailed information on page 26). Providers must have evidence that
they meet the outcomes for these standards.
We carry out inspections to check that services meet the national standards of quality
and safety. We re-inspect services that aren’t meeting standards, and we inspect at
any time when there are concerns about poor care.
You can see whether an organisation is meeting the national standards by visiting its
profile page on our website at www.cqc.org.uk.
There is a list of the standards at the end of this report with a link to our website
where you can read the Guidance about compliance: Essential standards of quality
and safety in full. This contains the guidance – outcomes and prompts – that we have
developed to help providers comply with the regulations.
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Q
Q
Q

Are CQC inspections unannounced?
All our inspections are unannounced unless there is a good reason for us to let the
service know we are coming. For example, when inspecting dental practices or home
care agencies, we usually give 48 hours notice to make sure we can speak to the
people we need to.
Are all CQC inspections the same?
We carry out three types of inspections. A responsive inspection is carried out at any
time in response to identified concerns; a themed inspection looks at specific
themes that are set nationally in response to current issues or concerns; and a
scheduled inspection is planned in advance and can be carried out at any time.
What does CQC do on an inspection?
During our inspections we:
• Speak with people who use the service, their carers, family members or advocates
about their experiences of receiving care.
• Observe people who use the service and how staff care for them.
• Speak with managers and members of staff of all levels.
• Carry out ‘pathway tracking’. This is when we follow a person’s route through the
service and get their views on it.
• Check the systems and processes in place.
We may also involve other specialists and people with experience of using services to
help us gather information from people who use the service.

Q

What are CQC’s powers to act if a service is not meeting the standards?
If we make a judgement that your trust is not meeting one or more of the regulations,
we describe the level of impact (minor, moderate or major) of that judgement on the
people who are using the service and the action we are taking.
We generally use compliance actions in response to breaches of the regulations that
have a minor impact on people, or where the impact is moderate but it’s happened for
the first time. We take enforcement action where the breach of a regulation is more
serious, or where a compliance action has not been effective. We can take a range of
enforcement actions under the Health and Social Care Act 2008.
We work closely with local authority safeguarding teams to coordinate our responses
to any safeguarding concerns.
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Q

What information does CQC use to decide whether a service meets the
national standards?
We use information from a wide range of sources, and from our inspections, to help us
build a profile of each organisation who registers with us. This includes information from
the public, health and care staff, providers of services and other organisations such as
commissioners and national partners. The information we gather during our inspections is
particularly important in helping us understand people’s experiences of care.

Q
Q

Does CQC check on service commissioners?
No, we don’t check on service commissioners, but we do share information with them
about the quality of service providers. We will be developing relationships with health
and wellbeing boards, clinical commissioning groups and NHS Commissioning Board
local area teams in 2013. Our important relationships with local authority
commissioners will continue.
Does CQC work with Monitor locally and nationally?
Yes, we work closely with Monitor to share information about foundation trusts. CQC
is normally the main provider of information and advice for Monitor about the quality
and safety of care in the NHS, including foundation trusts. When Monitor looks at the
leadership of an NHS foundation trust, it looks at whether CQC has judged the
provider as meeting the national standards, as well as its financial strength.
We inform Monitor when we have concerns about the quality and safety of care at a
NHS foundation trust. And, if we find that a foundation trust is failing to meet its
registration requirements, we work with Monitor, using our respective powers, to take
regulatory action. We also tell Monitor about any concerns we have about an NHS
trust that it is assessing for NHS foundation trust status.

Q

How does CQC monitor the Mental Health Act?
CQC has a duty under the Mental Health Act (1983) to monitor how services in England
exercise their powers and discharge their duties in relation to patients who are detained
in hospital under the Act, or who are subject to community treatment orders or
guardianship. The primary purpose is to provide a safeguard for individual patients
whose rights are restricted, and to review the use of legal powers of compulsion.
The duty is different to CQC’s regulatory responsibilities under the Health and Social
Care Act 2008, where our focus is on the overall quality of care delivered by the
provider. However, we use the evidence that we collect in our Mental Health Act
monitoring to help judge whether providers are meeting national standards of quality
and safety and take action where necessary to enforce those standards.
Our monitoring visits are made by Mental Health Act (MHA) Commissioners. As well
as meeting with detained patients and talking to staff, MHA Commissioners carry out
specific checks on patient’s documents, the ward environment, and staffing and
patient numbers.
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Q

Does CQC deal with individual complaints?
We don’t handle people’s individual complaints about their health and care services.
The organisation responsible for the person’s care at the time is responsible for
handling their complaint. If it is not resolved, the complainant can take their
complaint to the health ombudsman. We make use of any available information from
complaints to help us decide if a service meets the national standards of quality and
safety and this information is very important to us.
However, we do handle individual complaints from patients detained under the
Mental Health Act about how they are treated under the Act. This is because we have
different powers in our work to monitor the Mental Health Act.

Q

How will CQC work with Healthwatch?
CQC has a legal duty to work with each local Healthwatch. We are developing
relationships across the country with each new Healthwatch and with Healthwatch
England at the national level. We will use as much information from local Healthwatch
as we can about people's experiences of their local services. We will use this
information to help focus our inspections and to spot where there may be poor care.
See the Healthwatch website: www.healthwatch.co.uk.
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The national standards of quality and safety
The standards consist of 28 regulations (and associated outcomes) that are set out in
two pieces of legislation: the Health and Social Care Act 2008 (Regulated Activities)
Regulations 2010 and the Care Quality Commission (Registration) Regulations 2009.
For each regulation, there is an associated outcome – these are the experiences we
expect people to have as a result of the care they receive.
When we check providers’ compliance with the national standards, we focus on the 16
regulations (out of the 28) that come within Part 4 of the Health and Social Care Act
2008 (Regulated Activities) Regulations 2010 – these are the ones that most directly
relate to the quality and safety of care. Providers must have evidence that they meet
the outcomes.
These 16 regulations are set out below. (Note that the outcome numbers are different to
the regulation numbers because we have grouped the outcomes into six overall themes.)
Regulation 9*
Outcome 4

Care and welfare of people who use services
People experience effective, safe and appropriate care, treatment
and support that meets their needs and protects their rights.

Regulation 10*
Outcome 16

Assessing and monitoring the quality of service provision
People benefit from safe, quality care because effective decisions are
made and because of the management of risks to people’s health,
welfare and safety.

Regulation 11*
Outcome 7

Safeguarding people who use services from abuse
People are safeguarded from abuse, or the risk of abuse, and their
human rights are respected and upheld.

Regulation 12*
Outcome 8

Cleanliness and infection control
People experience care in a clean environment, and are protected
from acquiring infections.

Regulation 13*
Outcome 9

Management of medicines
People have their medicines when they need them, and in a safe
way. People are given information about their medicines.

Regulation 14*
Outcome 5

Meeting nutritional needs
People are encouraged and supported to have sufficient food and
drink that is nutritional and balanced, and a choice of food and
drink to meet their different needs.

Regulation 15*
Outcome 10

Safety and suitability of premises
People receive care in, work in or visit safe surroundings that
promote their wellbeing.

Regulation 16*
Outcome 11

Safety, availability and suitability of equipment
Where equipment is used, it is safe, available, comfortable and
suitable for people’s needs.
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Regulation 17*
Outcome 1

Respecting and involving people who use services
People understand the care and treatment choices available to them.
They can express their views and are involved in making decisions
about their care. They have their privacy, dignity and independence
respected, and have their views and experiences taken into account in
the way in which the service is delivered.

Regulation 18*
Outcome 2

Consent to care and treatment:
People give consent to their care and treatment, and understand and
know how to change decisions about things that have been agreed
previously.

Regulation 19*
Outcome 17

Complaints
People and those acting on their behalf have their comments and
complaints listened to and acted on effectively, and know that they
will not be discriminated against for making a complaint.

Regulation 20*
Outcome 21

Records
People’s personal records are accurate, fit for purpose, held securely
and remain confidential. The same applies to other records that are
needed to protect their safety and wellbeing.

Regulation 21*
Outcome 12

Requirements relating to workers
People are kept safe, and their health and welfare needs are met by
staff who are fit for the job and have the right qualifications, skills and
experience.

Regulation 22*
Outcome 13

Staffing
People are kept safe, and their health and welfare needs are met,
because there are sufficient numbers of the right staff.

Regulation 23*
Outcome 14

Supporting workers
People are kept safe, and their health and welfare needs are met,
because staff are competent to carry out their work and are properly
trained, supervised and appraised.

Regulation 24*
Outcome 6

Cooperating with other providers
People receive safe and coordinated care when they move between
providers or receive care from more than one provider.

* Regulation of the Health and Social Care Act 2008 (Regulated Activities) Regulations 2010

The other 12 regulations relate more to the routine day-to-day management of a service.
The information we receive about these helps us to check that the service is being run
appropriately and responsibly, and to monitor generally the provider’s compliance with the
standards. However, we will make checks if concerns are raised with the 12 regulations.
Regulation 4*
Outcome 22
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partnership
People have their needs met because services are provided by
people who are of good character, fit for their role, and have the
necessary qualifications, skills and experience.
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Regulation 5*
Outcome 23

Requirement where the service provider is a body other than a
partnership
People have their needs met because services are managed by
people who are of good character, fit for their role, and have the
necessary qualifications, skills and experience.

Regulation 6*
Outcome 24

Requirements relating to registered managers
People have their needs met because services have registered
managers who are of good character, fit for their role, and have the
necessary qualifications, skills and experience.

Regulation 7*
Outcome 25

Registered person: training
People have their needs met because services are led by a
competent person who undertakes the appropriate training.

Regulation 12**
Outcome 15

Statement of purpose
People know that the Care Quality Commission is kept informed of
the services being provided.

Regulation 13**
Outcome 26

Financial position
People can be confident that the provider has the financial
resources needed to provide safe and appropriate services.

Regulation 14**
Outcome 27

Notifications – notice of absence
People can be confident that, if the person in charge of the service
is away, it will continue to be properly managed.

Regulation 15**
Outcome 28

Notifications – notice of changes
People can be confident that, if there are changes to the service, its
quality and safety will not be affected.

Regulation 16**
Outcome 18

Notification of death of a person who uses services
People can be confident that deaths of people who use services are
reported to CQC so that, if necessary, action can be taken.

Regulation 17**
Outcome 19

Notification of death or unauthorised absence of a person who
is detained or liable to be detained under the Mental Health
Act 1983
People who are detained under the Mental Health Act can be
confident that important events that affect their health, welfare and
safety are reported to CQC so that, if necessary, action can be
taken.

Regulation 18**
Outcome 20

Notification of other incidents
People who use services can be confident that important events
that affect their health, welfare and safety are reported to CQC so
that, if necessary, action can be taken.

Regulation 19** Fees
Outcome 3
People who pay for services know how much they are expected to
pay, when and how, and what service they will get for the amount
paid.
* Regulation of the Health and Social Care Act 2008 (Regulated Activities) Regulations 2010
** Regulation of the Care Quality Commission (Registration) Regulations 2009
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How to contact us
Care Quality Commission
Call our Customer Service team on: 03000 616161
Email: enquiries@cqc.org.uk
Website: www.cqc.org.uk
Write to us at: Care Quality Commission
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ANNEX D(i)
CoG/15/08-12
For Discussion/Information

COUNCIL OF GOVERNORS MEETING (PUBLIC) - 30 JULY 2015
Lead: CQO

Name: Kerry Nunn- all reporting teams
Designation: All corporate teams

INTEGRATED QUALITY AND PERFORMANCE REPORT
The Council of Governors is asked to note the following:
Purpose of the paper presented:
To inform/advise the Council of Governors of current performance across all functions and key
performance indicators

Outcomes required:
The Council of Governors is requested to review the report and agree any further escalations and further
actions.
Time required:
15 minutes

Summary of the Key Points:












The report has been revised following feedback from the last Board meeting
The indicators have been reviewed and re-structured and include more contextual information
We have also taken the opportunity to align the indicators to 18MP, quality targets, quality
account and CQUIN targets for this year
A scorecard outlining progress against the CQC ‘must dos’ in the 18 month plan has been
included.
A scorecard relating to the progress against the 18MP , based on executive knowledge and
feedback from teams, have also been included to highlight percentage of progress complete
Targets against all KPIs have been set where already agreed against CQUIN/National/local
targets, where greyed out these have to be agreed for the next report
A scorecard for each domain is included and where there are indicators that are red or require an
update – these have additional analysis included
Included this month and henceforth is an estates and facilities section with relevant scorecards
Divisional scorecards are also included with and additional Maternity scorecard
For those areas escalated the chair is required to agree with the Board the next update
required, if appropriate
Data quality assurance tables are given in the appendix to highlight how we will be assessing the
quality of each indicator going forward.

Key issues/successes:
 Following a refresh of data and excluding a data submission error our mortality has reduced by 1
point- although a small drop we are anticipating further reductions following the roll-out of the co-
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morbidity recording forms
The overarching SI action plan has been signed off by CCG which means that 54 SI have been
closed, 16 currently to be finalised will also be included and signed off at the end of the month.
This leaves the trust in a position of 9 SIs to be monitored on-going – a level not achieved for over
2 years.
We have had 1 Grade 4 pressure ulcers this month, the proportion of patients with harm free care
remains at the same level as last month
On a positive note our incidents of C.Diff have decreased from 10 to 1 this month.
Mixed sex accommodation incidents have reduced considerably from 47 to 28, work continues
with increased assessments of the position during the day and night
We saw an increase in cancelled appointments on the same day during April and May(162,143,
respectively) Junes have reduced to 74, similarly cancelled appointment within 1-5 days have
been considerable during this quarter(800+)
Cancellation rates in main theatres are currently at 11.8% an increase from 7.5% last month.
Access targets have shown a negative trend this month for cancer targets (escalated last month),
RTT and diagnostic waits – all actions to reverse this trend are included in the report
Workforce targets remain red, however improvements have been seen.
Finance figures in relation to I&E have significant variance currently being explored, other income
is on plan and pay costs have reduced for the 3rd consecutive month.
The high. Medium and low risk areas for Estates and Facilities are outlined.
Divisional heat maps have been discussed at the Performance meetings with actions noted,
maternity scorecard remain the same as previously reported.

Key Risks (if yes explain risk and proposed management)
Clinical Risks
, Business Risks
, Environmental risks
, Finance & Performance risks
Reputation risks
Governance risks
Monitor risks
(double click in each box that applies and select default value as ‘checked’)

,

Resources required:
None

Prior Discussion:
Prior to the present meeting, this report has been considered by all executive teams and at the July Trust
Board meeting.
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Contents and Key
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Section

Content

Overview

Trust overview
CQC 'must do's
18 month Action Plan

Domain
scorecards

1. Safe
2. Effective
3. Caring
4. Responsive
5. Well-led
6. Enablers

Appendix

Directorate Heat-map
Maternity dashboard
Indicator information

Key to scorecard coding

Improving
Stable
At risk

Yes
No

Trust overview
Status
Outlook
Expected to improve over next reporting period
Not expected to change over next reporting period
Expected to deteriorate over next reporting period

Status
Priority this/last month
Larger/significant new risks to be/being managed in
month
Smaller/maintainance risks to be/being managed in
month

G
A
R

***
**
*

Scorecards
RAG
Status
Achieving target with good margin in month
Achieving target with small margin in month
Not achieving target in month
Trend
YTD avg
Achieving target with good margin YTD
Achieving target with small margin YTD
Not achieving target YTD
Data Quality
High confidence
Reasonable confidence
Low confidence
Under development
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Executive Summary

Executive Summary
Introducing the new format

SSNAP Performance
The report has been revised following feedback from the last Board meeting and the indicators have been reviewed and re-structured and include more contextual information. We have also taken the
opportunity to align the indicators to 18MP, quality targets, quality account and CQUIN targets for this year and a scorecard outlining progress against the CQC ‘must dos’ in the 18 month plan has been
included. In addition, a scorecard relating to the progress against the 18MP, based on executive knowledge and feedback from teams, have also been included to highlight percentage of progress complete.
Targets against all KPIs have been set where already agreed against CQUIN/National/local targets, where greyed out these have to be agreed for the next report. A scorecard for each domain is included and
where there are indicators that are red or require an update – these have additional analysis included, also included this month and henceforth is an estates and facilities section with relevant scorecards. An
update on Divisional performance is provided via the divisional scorecard and also included with is the Maternity scorecard.
For those areas escalated the chair is required to agree with the Board the next update required, if appropriate. Data quality assurance tables are given in the appendix to highlight how we will be assessing the
quality of each indicator going forward.
Key Issues/Successes
• Following a refresh of data and excluding a data submission error our mortality has reduced by 1 point- although a small drop we are anticipating further reductions following the roll-out of the co-morbidity
recording forms
• The overarching SI action plan has been signed off by CCG which means that 54 SI have been closed, 16 currently to be finalised will also be included and signed off at the end of the month. This leaves the
trust in a position of 9 SIs to be monitored on-going – a level not achieved for over 2 years.
• We have had 1 Grade 4 pressure ulcers this month, the proportion of patients with harm free care remains at the same level as last month
• On a positive note our incidents of C.Diff have decreased from 10 to 1 this month.
• Mixed sex accommodation incidents have reduced considerably from 47 to 28, work continues with increased assessments of the position during the day and night
• We saw an increase in cancelled appointments on the same day during April and May(162,143, respectively) Junes have reduced to 74, similarly cancelled appointment within 1-5 days have been considerable
during this quarter(800+)
• Cancellation rates in main theatres are currently at 11.8% an increase from 7.5% last month.
• Access targets have shown a negative trend this month for cancer targets (escalated last month), RTT and diagnostic waits – all actions to reverse this trend are included in the report
• Workforce targets remain red, however improvements have been seen.
• Finance figures in relation to I&E have significant variance currently being explored, other income is on plan and pay costs have reduced for the 3rd consecutive month.
• The high. Medium and low risk areas for Estates and Facilities are outlined.
• Divisional heat maps have been discussed at the Performance meetings with actions noted, maternity scorecard remain the same as previously reported.
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For those areas escalated the chair is required to agree with the Board the next update required, if appropriate. Data quality assurance tables are given in the appendix to highlight how we will be assessing the
quality of each indicator going forward.
Key Issues/Successes
• Following a refresh of data and excluding a data submission error our mortality has reduced by 1 point- although a small drop we are anticipating further reductions following the roll-out of the co-morbidity
recording forms
• The overarching SI action plan has been signed off by CCG which means that 54 SI have been closed, 16 currently to be finalised will also be included and signed off at the end of the month. This leaves the
trust in a position of 9 SIs to be monitored on-going – a level not achieved for over 2 years.
• We have had 1 Grade 4 pressure ulcers this month, the proportion of patients with harm free care remains at the same level as last month
• On a positive note our incidents of C.Diff have decreased from 10 to 1 this month.
• Mixed sex accommodation incidents have reduced considerably from 47 to 28, work continues with increased assessments of the position during the day and night
• We saw an increase in cancelled appointments on the same day during April and May(162,143, respectively) Junes have reduced to 74, similarly cancelled appointment within 1-5 days have been considerable
during this quarter(800+)
• Cancellation rates in main theatres are currently at 11.8% an increase from 7.5% last month.
• Access targets have shown a negative trend this month for cancer targets (escalated last month), RTT and diagnostic waits – all actions to reverse this trend are included in the report
• Workforce targets remain red, however improvements have been seen.
• Finance figures in relation to I&E have significant variance currently being explored, other income is on plan and pay costs have reduced for the 3rd consecutive month.
• The high. Medium and low risk areas for Estates and Facilities are outlined.
• Divisional heat maps have been discussed at the Performance meetings with actions noted, maternity scorecard remain the same as previously reported.
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Status
CQC Domain

18 Month Action Plan Workstream

1. Safe

Leadership

2. Effective

Clinical
Governance

3. Caring

4. Responsive

%
On target?
complete

Monthly progress update

Risks

Level 1 structure/Level 2
Mortality
Clinical leadership

G
A
G

50%
55%
65%

G
A
G

Recruitment to clinical posts
Plan, reduction in SHMI
Programme started

Destabilise
Pace of change
Maintain input

Clinical Governance Action Plan
Clinical Governance Structures

A
A

25%
45%

G
G

Plan on target
Patially complete

Not embedded

R
A

30%
60%

R
A

Started
Behind schedule
SIs signed off, learning not robust

Frail Elderly pathway
Medical Pathways (Scope agreed)
Surgical Pathways (Scope agreed)

G

60%

A

Initial results good - roll out

Resources

Risk Management Training
Corporate Governance Review
Risk Management review
Workforce Recruitment initiatives
Nursing
Retention initiatives
Recruitment
Workforce - Other Learning and leadership
Communication and engagement

G
A
A
A
R
A
A
A

25%
60%
60%
50%
30%
50%
70%
70%

G
A
A
A
R
A
G
G

On target roll out Sept 1st
Not complete prior to CQC
On target
Increased retention
Retention highest risk
Improved position
Programmes underway
V&V 500 staff

Uptake

Documentation project
Serious incidents
Quality of Patient
Patient Services Review (not started)
Services

Emergency
Pathway Update

Corporate
governance
5. Well-led

Current
status

Management

Now aligned to the Integrated Performance Report

Finance
6. Enablers
Data Quality

Operational structure
Data quality review
PWC review

R
A
G

40%
70%
100%
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R
A
G

Operational team not in place
On-going SUS/SLAM
Complete w/b 20/7/15

Integrated Performance Report

1. Safe

Continue to actively monitor its HSMR trends, including ensuring that
consistent, robust, minuted mortality and morbidity meetings are being
undertaken in all departments.
Update the major incident policy in the A&E department and ensure
that staff are trained appropriately.
Ensure sufficient nurses with paediatric expertise in A&E
Ensure all equipment in date and checked consistently
Ensure all Fire Exits accessible at all times
Review medical oversight of medical HDU, and lack of regular input
from critical care directorate
Review arrangement for protected consultant presence on the labour
ward
Ensure Consultant surgeons are performing ward rounds on weekends

MD/CQO

COO
COO
COO
Finance
Director
Medical
Director
COO
COO

Ensure that Mental Capacity Assessments (MCA) are undertaken where
appropriate.

A Mortality Action Plan has been developed and is monitored by the
Mortality Group. Mortality reviews are underway however
implementation needs embedding Trust wide
Review underway
Created a paediatric A&E with sufficient staffing
Equipment review has been completed. Ongoing review built in to ward
visits
Fire exit audit undertaken and some found to be blocked. Re-audit will
take place in w/c 27 July
Increase in medical staffing to oversee medical HDU.
ITU and HDUs form critical care department
7 day services- improvements in place
98 hour business plan to board in July.Actions agreed
Consultant surgeons are undertaking ward rounds on weekends.

✓
✓
✓
✓
✓
✓
✓
✓
✓
✓

Staff training on MCA and DOL is ongoing and part of staff development
✓

Chief Nurse

2. Effective

Ensure staff are adequately trained in MCA and Deprivation of Liberty.
Address concerns regarding patient flow
Improvement of discharge process
Ensure all wards have appropriate equipment to meet care needs

4. Responsive

Ensure Vanguard unit is not used for overnight accommodation for
patients
Address its escalation policy within the A&E department to avoid the
need to ‘stack’ patients; this should include formal agreement with
specialities regarding expected professional standards.
Ensure that the initial assessments of all patients (including children)
are in line with national standards.

COO
COO
COO
COO

Patient access review has been commissioned, A&E flow improved
Discharge Lounge being utilised and EDDs on Board rounds
Equipment review has been completed. Ongoing review built in to ward
visits
Use of Vanguard Unit stopped

✓
✓
✓
✓

Escalation Policy agreed
✓

COO

COO

Initial assessments within 15 minutes
Review of booking templates has been undertaken and new comorbidity
form in use via EDNs
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✓
✓

Quality
Metrics

MFT actions to respond

RAG rating Executive lead

Monitor

Domain

Task

18m plan

Section 2 - CQC 'Must Do's

July 2015

Integrated Performance Report

4. Responsive

Robust audit of theatre utilisation to ensure reallocation of elective and
emergency lists

COO

Improve quality of cancellation of operations reporting

Chief Quality
Officer

Staff must be aware of roles and responsibilities to report incidents and
have access to Datix.
Feedback mechanisms and review processes robust enough to ensure
all staff groups are learning from incidents

Chief Quality
Officer
Chief Quality
Officer

Ensure departments are sufficiently staffed by competent staff with the
right skill mix, including out of hours.
Workforce
Director

5. Well-led

Urgently review and standardise risk management and governance
both at a local level and trust wide to ensure there are robust
processes from board to ward.

Address data quality issues
Review the current training matrix for mandatory training and improve
the recording system so that there is a comprehensive record of
compliance with training trust wide

Company
Secretary

Chief Quality
Officer
Director of
Workforce

Recruitment to leadership post
Daily utilisation and efficiency management reviews
Daily board meetings, weekly capacity planning meetings
SOPs in place and validation process in place: further improvements via
PSC review project
Staff informed on induction , policy in place

✓
✓

Review of SI process, corporae and divisioanl incident review groups
established, harm free meetings bi monthly, PS alerts
Safe nursing establishments agreed for 2014-15
Recruitment and retention campaign
Staffing reviewed by matrons twice daily, and staff moved across
organisation
Senior nurse cover until 8pm
Band 7 hospital cover in place every night.
Corporate governance review underway
GSTT reviewing clinical governance
SI improvement plan developed
QPulse interfaced with intranet
Review of policies and procedures underway
New PAS implemented, review of key indicators and key systems
complete.SUS/SLAM review complete
Ongoing review. Data quality remains an issue, however compliance
increeased to 78%, WIRED in place

Note: no actions are recorded in the above summary under CQC domain 3 - Caring.
RAG
Description
Rating
G
A
R

✓
✓
✓

On track to complete before CQC inspection
At risk not to complete before CQC inspection
Unlikley to complete before CQC inspection

Page 7 of 37

✓
✓
✓
✓
✓
✓
✓
✓
✓
✓
✓
✓
✓

Quality
Metrics

MFT actions to respond

RAG rating Executive lead

Monitor

Domain

Task

18m plan

Section 2 - CQC 'Must Do's

July 2015

Integrated Performance Report
Section 3 - Trust overview
Ref Theme

18 Month
Plan

12m
Trend

Outlook

18m plan

Domain

% of
indicators
red

✓
✓
✓
✓
✓

1. Safe

Patient safety - Incident reporting
Patient safety - Harm Free Care
Infection control and cleanliness
Mortality
Safe staffing - Nursing

19
5
8
5
1

16%
80%
13%
40%
0%

Improving
Stable
At risk
At risk
At risk

2. Effective

2.1
2.2
2.3
2.4
2.5

CQUINs - National
CQUINs - Local
CQUINs - Contracting
NICE compliance
Clinical best practice

7
7
4
3
9

43%
14%
25%
0%
33%

Stable
Stable
Stable
Stable
Stable

3.1
3.2
3.3
3.4

Admitted
A&E
Maternity
General patient and carers

6
2
2
6

33%
100%
50%
33%

At risk
Stable
Stable
Stable

✓
✓

Elective treatment
A&E
Cancer
Diagnostics
Stroke Services
Bed capacity and management
Outpatient management
Theatre and CC management

4
6
9
5
8
6
6
4

50%
50%
78%
0%
88%
17%
0%
0%

At risk
Stable
At risk
At risk
At risk
Stable
Stable
Stable

2
2
13

50%
0%
77%

Stable
Stable
Stable

4.1
4.2
4.3
4.4
4. Responsive
4.5
4.6
4..7
4.8
5. Well-led

Management
Priority
Executive Lead
last
month ?

Priority
this
month?

18 Month Plan Update with specific project update this
months - CQC Must Do's

1.1
1.2
1.3
1.4
1.5

3. Caring

Quality
Metrics

Alignment

Status
Number of
indicators
(reported)

Monitor

July 2015

5.1 External assessments
5.2 Staff experience
5.3 Workforce indicators
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✓
✓
✓
✓
✓
✓

CQO
CN
CN
MD
CN

Yes
Yes
Yes
Yes

CQO/CN
CQO/CN
CQO/CN
CQO/CN
CQO/CN

No
No
No

No
No
No
Yes

No

COO
COO
COO
COO

Yes

✓
✓
✓
✓
✓
✓
✓
✓

COO
COO
COO
COO
COO
COO
COO
COO

Yes

✓

HR Dir
HR Dir
COO/FD

✓

Yes

Yes

Proposed
update:
CHAIR

Integrated Performance Report
Section 3 - Trust overview
Ref Theme

6. Finance

6.1 Financial position including CIPS
6.2 Activity volumes
6.3 Cost Improvement projects

7. Enablers

7.1 Estates and Facilities
7.2 Clinical Coding Information and IT
7.3 Data Quality Improvement

8. Divisional
Performance

8.1 Divisional Heatmap
8.2 Maternity Dashboard

9
4
2

33%
0%
50%

12m
Trend

3
4
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Outlook

At risk
At risk
Stable

18m plan

Domain

% of
indicators
red

✓
✓

Quality
Metrics

Alignment

Status
Number of
indicators
(reported)

Monitor

July 2015

Management
Priority
Executive Lead
last
month ?

COO/FD
COO/FD
COO/FD

Stable
Stable
Stable

COO
CQO
CQO

Stable
Stable

CQO

Yes
Yes

Priority
this
month?

Yes
Yes

Proposed
update:
CHAIR

Integrated Performance Report
Domain 1: Safe

1.1.1
1.1.2
1.1.3
1.1.4
1.1.5
1.1.6
1.1.7
1.1.8
1.1.9

1.1 Patient safety 1.1.10
incident reporting
1.1.11
1.1.12
1.1.13
1.1.14
1.1.15
1.1.16
1.1.17
1.1.18
1.1.19
1.2.1

1.2 Patient safety - 1.2.2
1.2.3
safety
thermometer
1.2.4
1.2.5

Status

Total incidents reported
G
Incidents reported relating to patients
Total serious incidents
R
Never events
G
Incidents resulting in unexpected death
Incidents resulting in severe harm (per 1000 bed days)
Incidents resulting in moderate harm (per 1000 bed days)
Incidents resulting in low harm (per 1000 bed days)
Incidents resulting in no harm (per 1000 bed days)
Incidents with moderate or severe harm with duty of candour response
Safeguarding alerts reported (Children and Midwifery)
N/A
Safeguarding alerts reported (Adults)
N/A
Pressure ulcers (grade 2) attributable to trust
R
Pressure ulcers (grade 3&4)
R
Medication incidents (per 1000 bed days)
G
Patient falls with moderate or severe harm (per 1000 bed days)
Falls per 1000 bed days
G
Number of falls to fracture (per 1000 bed days)
Transfer of Care Concerns (TOCC) relating to pressure ulcers
G
Proportion of Harm Free Care - point prevelance in month
New VTEs - point prevelance in month
CAUTIs - point prevelance in month
New harms - point prevelance in month
Pressure ulcers - point prevelance in month

R
R
G
R
R

0

761

3
2

5
0

0
0
4
6
1

N/A
N/A
10
0
3

April

925 875
0.541 47%
9
4
1E-09
0
7
4
0.11 0.00
1.87 0.92
7.8
9.0
18.2 12.0

9.0
1.0
1.8
0.2
4.3
0.2
16

12.0
1.0

8.7
0.7
1.8
0.2
5.2
0.2

89%
0.9%
0.2%
1.3%
1.3%

88%
1.1%
0.0%
2.4%
1.3%

12
94%
0.4%
0.3%
2.2%
0.9%

86%
1.4%
1.0%
2.0%
1.8%
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54%
7.0
0.0
5.0
0.1
1.6
7.9
16.0
3.7

0

6

920

961
61%
8
0
4
0.11
1.93
7.1
17.9
6

5.6

5
4
3

YTD avg

4

3

Jun-15

June

1
5.0
0.0
1.9
0.2
6.6
0.2
13

6

May

Alignment
12m
Trend

0.1
4.7
0.1
8

88%
1.1%
0.4%
1.9%
1.4%

✓
✓
✓
✓
✓
✓
✓
✓
✓
✓
✓
✓
✓
✓
✓
✓
✓
✓
✓
✓
✓
✓
✓
✓

Quality
Account

Ref Indicator

Monthly
target

Monitor

Theme

Trend
Escalation
month

18m plan

RAG
Number of
last 6m at red

Quality

July 2015

✓
✓
✓
✓
✓
✓
✓

✓
✓
✓

Integrated Performance Report
Domain 1: Safe

1.3.1
1.3.2

1.3 Infection
control and
cleanliness

1.3.3
1.3.4
1.3.5
1.3.6
1.3.7
1.3.8

MRSA screening of admissions
MRSA bacteraemia (trust – attributable)
C-Diff acquisitions (Trust-attributable; post 72 hrs)
Catheter Attributable Urinary Tract Infection (CAUTI)
Hand Hygiene compliance
Antibiotic stewardship
Number of MSSA cases post 48 hours
Number of E-coli cases post 48 hours

1.4 Mortality

Hospital Standardised Mortality Ratio (HSMR)*
Summary Hospital-level Mortality Indicator (SHMI)*
1.4.3 Deaths in low risk diagnosis groups
1.4.4 Deaths in hospital
1.4.5 Mortality occurring on Saturday or Sunday

1.5 Safe Staffing

1.5.1

1.4.1

Status

G
G
G
G
G
G
G

3
3
1
4
1

R

3

0
0

1.4.2

April

May

June

95%
0
3
0.30
95%
85
10

96%
0
0
0.99
98%

95%
1
10
0.18
96%

95%
0
1
0.00
98%

0.0
3

1
3

3
1

100
100

129.1 103.4
4
138
38

Safe Staffing – ratio of actual to planned nursing hours

* Mortality data is presented for the month it is released; which is one quarter after the month it relates.
The areas shaded gray are under development, or the targets are yet to be agreed.
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Alignment

2
103
31

12m
Trend

YTD avg

Quality
Account

Ref Indicator

Monthly
target

Monitor

Theme

Trend
Escalation
month

18m plan

RAG
Number of
last 6m at red

Quality

July 2015

✓
✓
✓
✓
✓
✓
1.333 ✓
2.333 ✓

✓

✓
✓
✓
✓
✓

✓
✓

95%
0
4
0.39
97%

101

111.2

2
111
37

2.7
117
35

✓

Integrated Performance Report
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Supporting analysis

1.1 Safe - Serious Incidents
Serious Incident Action Plan

The final presentation in relation to the overarching Serious Incident action plan took place on 23rd
July. Included within the action plan were 54 historical Serious Incidents and all were signed off by
the CCG. A further 16 Serious Incidents will be included within the action plan and closed at the end
of July which will leave the Trust with 9 remaining from August onwards.

Areas to Strengthen

Areas identified for improvement to date include:
Back to Basics Nursing
Documentation and Communication
Support and Communication for Staff
Reading and Acting Upon Test Results

Current Position

The current position if all historic Serious Incidents are signed off will be as follows:
17 Breaches (Due for sign off in July)
9 new Serious Incidents (In line with current time scales and all are expected to be meet deadlines) All new incidents are Adult Medicine.

The over arching Serious Incident action plan evidences
each of the areas detailed above. It is hoped that the
action plan will be approved following the final
presentation on the 23rd July. The action plan will be
monitored at the Quality Improvement and Compliance
Group (QICG) as part of the sign off requirements.

Governance Monitoring

The Serious Incident action plan will be monitored monthly at both a Corporate and Divsional
Incident Review Group level.
The Quality Improvement and Compliance Group (QICG) will review all Serious Incidents, tracking
them to closure. Themes from complaints will also be reviewed. The group will link closely with the
performance management framework and develop and learning framework/strategy.
An update will be provided to the August Trust Board.
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Key Areas of Focus - Next 6 Months
-Nursing Documentation
-Support Communication
-Acting upon Test Results

Integrated Performance Report
July 2015

Supporting analysis

1.4 Safe - Mortality
HSMR Position (April 2014 - March 2015)

Clinical Coding

Clinical coding audits have highlighted that primary diagnosis accuracy is below the levels expected
by the Information Governance (IG) toolkit. Primary diagnosis inaccuracies are a result of both
clinical coding errors and the poor documentation of primary diagnosis by clinicians. Inaccurate or
missing primary diagnosis codes (usually recording symptom rather than diagnosis) negatively
affects mortality. Usually by reducing the risk of death recorded . This under estimates the
expected death, over inflating both the Hospital Standardised Mortality Ratio (HSMR) and
Summary Hospital-level Mortality Indicator (SHMI).

Palliative Coding

The Trust's palliative care coding rate began to increase in January 2013, reflecting an increase in
the number of patients requiring palliative care. There appearts to be a corresponding and
correlated affect on the Summary Hospital-level Mortality Indicator (SHMI) over the same time
period. This also reflects the downward trend in the HSMR over the same time period as palliative
care coding has a positive effect on the HSMR.
End of Life

The Trust has a range of community based care providing end of life support, however there is only
one hospice, which provides in-patient care and the admission criteria for hospice beds means that
they are rarely available to Medway patients. Therefore the majority of people die in hospital, this
directly impacts upon the trust’s position within the published mortality indicators.
‘…the more places we have for the dying outside of the hospital the lower the hospital mortality
and it’s SMR.’ (Mohammed and Lilford, 2008, p.18)
Context

Within Medway, there is a strong relationship between deprivation and health. The lower a
person’s socio-economic position, the worse their health. This equates to a shorter average life
expectancy. In Medway life expectancy is on average six years shorter for both males and females.
This is not accounted for in the HSMR/SHMI calculations as they are based on ‘average’ life
expectancy.
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Palliative Care Coding (April 2011 - March 2015)

Integrated Performance Report
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1.4 Safe - Mortality
High Impact Programmes

Development of EDN
Development of the EDN to record patient co-morbidities (as per Charlson Index), information to
be accessed at future admissions - ensuring an accurate reflection of the health inequalities within
the trust’s population, correct diagnosis on admission and treatment
Development of co-morbidity documentation for addition to the clerking proforma- Checklist for
Clinicians and Coders.
Increased accuracy and recording of co-morbidities – not the minimal numbers previously
recorded.
Accurate recording all co-morbidities on admission will impact of the quality of care as full patient
history will be known and lead to more efficient and effective treatment.
Finished Consultant Episode (FCE's)
The Medical Division has a much lower percentage of ‘1 FCE’ spells in mortalities (58%) compared
to all patients (87%).
The impact of this is that the Coding Team have to input the coding numerous times to ensure
documentation per FCE is fully reflected in the coding, preventing inaccurate activity data.
Multiple FCE's impact upon the mortality figures - Dr Foster only analyse the 1st FCE (unless the
primary diagnosis in the first FCE is a symptom, then the diagnoses from the 2nd FCE is taken) –
This under estimates the expected death and over inflates the published mortality indicators.
Key Areas of Focus - Next 6 Months
-Mortality and Morbidity Meetings
-Documentation
-Key Diagnosis Groups and Themes
-Documentation of co-morbidities
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2.1.1
2.1.2

2.1. CQUINs –
national

2.1.3
2.1.4
2.1.5
2.1.6
2.1.7
2.2.1
2.2.2

2.2. CQUINs –
local

2.2.3
2.2.4
2.2.5
2.2.6
2.2.7
2.3.1

2.3. CQUINs –
contracting

2.3.2
2.3.3
2.3.4

2.4 NICE
compliance*
*

2.4.1
2.4.2
2.4.3

AKI
Sepsis (a)
Sepsis (b)
Dementia – FAIR (Stage 1)
Dementia – FAIR (Stage 2)
Dementia – FAIR (Stage 3)
Imp diagnosis MH
Non elective LOS
Braden/MUST including PU reduction
PU collaborative
Complaints
VTE collaborative
Local FFT (ED positive/negative score improvement)
Smoking at time of delivery

Number of
last 6m at red

R
G

0
1

15%
50%

1% 10% 8%
43% 100% 100%

6%
72%

G
G
G

0
0
0

90%
90%
90%

90%
91%
94%

90%
93%
97%

90%
92%
96%

6.3

6

6.4

6.233

30
0
74%
21%

41
0
77%
15%

0
0
75%
21%

35.5

0
0
0
0

0
0
0
0

0
0
0
0

R

Escalation
month

3

Critical care – rehabilitation
Neo-Natal term admissions
Pharmacy – SACT
Pharmacy – Oncotype DX
NICE technical appraisals implemented
NICE clinical guidelines implemented
NICE quality standards implemented

N/A
N/A
N/A

Monthly
target

85%

April

May

June

12m
Trend

YTD avg

75%
18%

Process and compliance currently under
review.

Financial Variances will be included from August 2015 onwards.
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✓
✓
✓
✓
✓
✓
✓
✓
✓
✓
✓
✓
✓
✓

✓
✓
✓

Variance to
plan

Status

Finance*
YTD actual

Ref Indicator

Alignment
Monitor

Theme

Trend

18m plan

Status

Quality

July 2015

Integrated Performance Report
Domain 2: Effective

2.5.1
2.5.2
2.5.3

2.5. Clinical best
practice

2.5.4
2.5.5
2.5.6
2.5.7
2.5.8
2.5.9

*
*
*

Overall Length of Stay – all patients (Quality Account)
Number of day cases (Quality Account)
Emergency readmissions within 7 days
Emergency readmissions within 28 days
Elective surgical readmissions within 28 days
Critical Care unplanned admissions within 48 hours
Deaths on End of Life pathway
Caesarean Section Rate (Total planned & scheduled)
VTE screening (Quarter Behind)*

Number of
last 6m at red

Escalation
month

R
G

3
0

5
1000
4.6%
4.9%

5.8
0

5.5
0

6
1373

5.767

R
R

6
2

23%
95%

27%
96%

27%
84%

28%
82%

27%

Note the areas shaded gray are under development, or the targets are yet to be agreed.
VTE screening in 2.5.9 is a quarter behind
Financial Variances will be included from August 2015 onwards.
NICE Compliance will be updated in August as an in depth deep dive.
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Monthly
target

April

May

June

12m
Trend

YTD avg

✓
✓
✓
✓
✓
✓
✓
✓
✓

Variance to
plan

Status

Finance*
YTD actual

Ref Indicator

Alignment
Monitor

Theme

Trend

18m plan

Status

Quality

July 2015
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2. Effective - CQUIN's (National)
AKI

Commentary.
National Acute Kidney Injury CQUIN 2015/16 - Approach to sample Identification
1. All patients for the Month that have been identified as having an AKI Stage 1, 2 or 3 are extracted
from the trusts Qlikview System. The Qlikview system extracts data directly from the trust’s
laboratory information management system Apex.
2. From the data extracted in step 1 a random sample of 25 patients is selected.

UNIFY Submission AKI

Quarter 1 results
Rules for in year payment and partial payment
Quarter 1 10% of whole-year AKI CQUIN value awarded if the audit is established and results that
can serve as a baseline for improvement
Medway has fully met this Quarter 1 target
Results show poor performance.
Actions to improve results:
The laboratory started reporting AKI results on 15th June 2015.
New AKI Policy and AKI Medication Toolkit submitted to DTC for approval. This contains guidelines
for medication reviews.
Training on-going for junior doctors.

Sepsis

Commentary.
Sepsis CQUIN 2015/16 - Approach to sample Identification
Part A – Sepsis Screening
1. An extract of all emergency presentations to the trust (not including the minors stream of ED) in
the Month is extracted from the trusts Oasis PAS system.
2. From the data extracted in step 1 a random sample of 50 patients is selected.
Quarter 1 results
10% of whole-year sepsis CQUIN value awarded if appropriate local sepsis protocol and screening
tool are in use and baseline data collection established
Medway has fully met this Quarter 1 target
Results show poor performance in April.
Rationale:
Although the CQUIN has 50 patients audited, only very few actually require sepsis screening
according to protocol/screening tool. Therefore this affects the % result. In May, only 2 patients
required sepsis screening. We scored 100% but if just 1 less patient had received screening, our
result would be 50% (so halved in value).
Of note: This National CQUIN has been set as sepsis is a National priority to improve outcomes. We
are working hard on education, training and sepsis awareness. Moving forward, where screening is
not immediately initiated, feedback and additional training will been given to the individual staff
involved.

UNIFY Submission Sepsis

Page 17 of 37

Integrated Performance Report
Domain 3: Caring

3.1.1
3.1.2

3.1 Admitted

3.1.3
3.1.4
3.1.5
3.1.6

3.2 A&E

3.3 Maternity

Friends and Family Test response rate
Friends and Family Test % that would recommend
Mixed Sex Accommodation breaches
Patients cancelled on day of operation
Patients cancelled and not admitted within 28 days
Dementia screening (% of patients over 75)

Status

G
G
R
R

1

May-15

25%
83%
0

1
5

Friends and Family Test response rate
3.2.2 Friends and Family Test % that would recommend

R
R

6
3

Friends and family test response rate
3.3.2 Friends and family test % that would recommend

R
G

6
0

3.4.1
3.4.2

3.4 General
patient and carers 3.4.4
3.4.3

3.4.5
3.4.6

Carer satisfaction with support for patients with Dementia
Patient satisfaction with food (PLACE) (Quarterly)
Number of Complaints
Complaint Response Rate <60 days
Number of complaint returners
Number of compliments

April

May

June

21%
86%
48
162
0

30%
82%
47
143
0

85%
28
74
6

27%
85%
47.5
126.3
2.00

✓
✓
✓
✓
✓
✓

90%
83%

19%
74%

23%
77%

20%
75%

21%
75%

✓
✓

90%
83%

43% 33% 29%
98% 100% 98%

35%
99%

✓
✓

0
0
30
64%
14
8

✓
✓
42.00 ✓
0.70 ✓
10.33 ✓
4.50 ✓

29%

YTD avg

100%

3.2.1

3.3.1

Jun-15
Aug-15

Alignment
12m
Trend

R

0
4

Note the areas shaded gray are under development, or the targets are yet to be agreed.
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May-15

Jul-15

85%
45

0
0
41
76%
5
1

0
0
55
0
12
0

Quality
Account

Ref Indicator

Monthly
target

Monitor

Theme

Trend
Escalation
month

18m plan

Status
Number of
last 6m at red

Quality

July 2015

Integrated Performance Report
Supporting analysis

July 2015

3.4 Caring - Complaints
2015-16 Analysis of Quarter 1 complaints

Complaints by Division

The Trust received 126 formal complaints for this period. At the time of analysing these complaints 32 had returned for further local resolution
(‘bounce backs’)
The aim of the Trust is to investigate concerns and respond to the complainant within 30 working days. In this period 83 complaints were due to
be responded to and 61 of these were achieved within 30 working days (74%).
There are currently a further 43 complaints that remain within time to respond
Of the 22 complaints not responded to on time the following divisions held up the process.
More detail will be provided in the quarterly Patient Experience report presented to the Quality, Improvement and Compliance Group.
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Division
S&A
AEM
W&C
CSS
Total

APRIL
15
11
1
3

MAY
16
20
5
0

JUNE
17
28
9
1

TOTAL
48
59
15
4
126

Integrated Performance Report
Domain 4: Responsive

RTT – Incomplete pathways (overall)
RTT – Treatments over 52 weeks
4.1.3 RTT – Total incomplete pathways (non admitted)
4.1.4 RTT –Total incomplete pathways (admitted)
4.1.1

4.1 Elective
Treatment

4.1.2

1
1
0

R

4

95%
0
92%
10%

0
0
0
0

YTD avg

77%
2
83%
61%

77%

95%
5%
5%
0

0
0
3
22.23 41.33 27.22
93% 95% 90%
4%
5%
7%
0%
0%
0%
3%
2%
3%

1
30.26
93%
5%
0.2%
2%

88%
96%
99%
95%
100%
0%
85%
95%
100%

0

0
0
0
0

June

85%
23%

6
5
0
6

Cancer – 2 week wait
Cancer – symptomatic breast
Cancer – 31 day first treatments
Cancer – 31 day subsequent treatments – surgical
Cancer – anti cancer drug treatment <31 days
Cancer – secondary radiotherapy <31 days
Cancer – 62 day urgent GP referrals
Cancer – internal 62 day referrals
Cancer – 62 day screening

R
G
R
G
G
G
R
R
G

2
3
1
1
0
5
2
1

Jun-15
Jun-15
Jun-15
Jun-15
Jun-15
Jun-15
Jun-15
Jun-15
Jun-15

93%
93%
96%
94%
97%
94%
85%
85%
90%

59%
70%
88%
100%
100%
0%
73%
100%
100%

66%
TBC
90%
98%
TBC
N/A
68%
74%
100%

62%
70%
89%
99%
1

Diagnostic waits - under 6 weeks
Diagnostic referral levels
4.4.3 Turnaround time - inpatient MRI within 24 hours
4.4.4 Turnaround time - inpatient CT within 24 hours
4.4.5 Turnaround time - inpatient Ultrasound within 24 hours

R

0

Jun-15

100% 100% 99%

97%

99%

4.2.3
4.2.4
4.2.5
4.2.6
4.3.1
4.3.2
4.3.3
4.3.4
4.3.5
4.3.6
4.3.7
4.3.8
4.3.9
4.4.1

Jun-15

4

4.4.2

4.4 Diagnostics

Yes
Yes
Yes

1

May

R
R
G
R

4.2.2

4.3 Cancer

R
R
R
G

April

Trolley wait >12 hours
Longest wait in A&E
A&E stays less than 4 hours
Ambulance handover time – > 30 minutes
Ambulance handover time – > 60 minutes
Patients left without being seen

4.2.1

4.2 A&E

Status

Alignment
12m
Trend
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70%
87%
1

Quality
Account

Ref Indicator

Monthly
target

Monitor

Theme

Trend
Escalation
month

18m plan

Status
Number of
last 6m at red

Quality
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4.5.1
4.5.2
4.5.3

4.5 Stroke services

4.5.4
4.5.5
4.5.6
4.5.7
4.5.8
4.6.1
4.6.2

4.6 Bed capacity
and management

4.6.3
4.6.4
4.6.5
4.6.6
4.7.1
4.7.2

4.7 Outpatient
management

4.7.3
4.7.4
4.7.5
4.7.6

Status

3

Jul-15
Jul-15
Jul-15
Jul-15
Jul-15
Jul-15
Jul-15
Jul-15

Stroke patients scanned within one hour of arrival
Stroke patients scanned within twelve hours of arrival
Patients admitted to a stroke unit within 4 hours of adm
Patients with at least 90% of their stay on a stroke unit
Patients receiving thrombolysis (RCP criteria)
Patients that receive thrombolysis within one hour
Patients seen by a stroke nurse within 24 hours
Patients seen by a stroke consultant within 24 hours

R
G
R
R
R
R
R
R

2
3
3
2
3
3
3

Average elective Length of Stay
Non-elective average Length of Stay >1 night
Discharges before noon*
Average occupancy
Total beds open*
Delayed transfers of care to adult social services

G

3

R

2

G

0

Choose and Book - slot unavailability
Follow-up to new ratio
Did Not Attend rate
Appointments cancelled by hospital same day
Appointments cancelled by hospital 1-5 days' notice
Appointments cancelled by hospital 1-6 weeks' notice

R
R
R

0
0
0
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1000
650

Aug-15
Aug-15
Aug-15

4.8.1 Day case rate – basket
R
0
4.8 Theatre and CC 4.8.2 Day case rate (trolley) vs BADS
management
4.8.3 Gross cancellation rate – Main Theatres
R
0
Aug-15
4.8.4 Gross cancellation rate – Sunderland
R
0
Aug-15
* Cancer data presented in section 4.3 is one month in arrears.
* Stroke data presented in section 4.5 is one quarter in arrears.
Note the
Note
areas
the shaded
areas shaded
gray are
gray
under
are under
development,
development,
or theor
targets
the targets
are yetare
to yet
be agreed.
to be agreed.
*
Discharges before noon will be re-escalted in August
*
Total beds open includes trolleys and chairs

May

June

100% 35% 50% 48%
100% 97% 95% 100%
100% 45% 42% 42%
100% 81% 64% 70%
100% 100% 57% 80%
100% 25% 0% 50%
100% 71% 79% 90%
100% 41% 66% 55%
5

Aug-15

April

Alignment

5.8
5.5
0
0
1034 1003
96% 96%
646 650
0
0

5.8
0
793
98%
650
0

12m
Trend

YTD avg

44%
97%
43%
72%
79%
25%
80%
54%
5.7
943.3
97%
648.7

2.07 2.01 2.02
10% 11% 10%
162 143
74
871 848 689
2762 2258 2705

2.033
10%
126.3
802.7
2575

9.9% 7.5% 11.8%
9.1% 7.8% 5.6%

9.7%
7.5%

85%
7%

Quality
Account

Ref Indicator

Monthly
target

Monitor

Theme

Trend
Escalation
month

18m plan

Status
Number of
last 6m at red

Quality

July 2015
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4.1/4.3/4.4 Responsive - Cancer Waits, RTT and Diagnostic Tests
2 Week Waits - May 2015

Imaging

Imaging reported 133 breaches due to increase in demand. The service has commissioned for a
mobile MRI scanner for 4 weeks. The numbers of possible breaches in July are already reducing
significantly however long term solution for 3rd MRI scanner is being worked up as the increase in
demand has been continuous.

USS

Service has outsourced to a local approved AQP provider based in Sittingbourne. Work is being
done to increase capacity internally by extending out of hour working. There is active recruitment
underway for 5 sonographers.
Endoscopy – Surgery Division is working with procurement to outsource Endoscopy work.

RTT

RTT - The Trust remains non - compliant and stakeholders are aware of the current situation. Work
continues with the CCG to reduce the backlog.

Diagnostic Tests (DM01)

The Trust is currently reporting a large increase in the waiting list for diagnostic tests, there are
currently 266 breaches, split between Imaging, Endoscopy and Audiology. Swale CCG have reported
one patient waiting over six weeks. The appointment for this patient was booked within six weeks
but had to be rescheduled as a result of staffing levels, the re-scheduled appointment was booked
within the target time frame, however the patient declined. The patient's waiting time is now
approaching 7 weeks and an appointment was scheduled for 8th July 2015.
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4.5 Responsive - Stroke Services
SSNAP Performance Q4 2014/15

SSNAP Performance

Performance from Q3 2014/15 - Q4 2014/15 showed an overall improvement with the
trust moving from a Band E to Band D.
Scanning - The most up to date data for patients scanned within 1 hour of clock start is
currently 45.1 (Q3 2014/15 42.9), Nationally 43.3.
Stroke Unit - The most up to date data for patients admitted to a stroke unit within 4
hours of clock start is 43.0 (Q3 2014/15 25.6), Nationally 53.6. This figure is reflecting
our patient flow challenges and getting the right patient in the right bed first time. It is
felt the increase is due to the thrombolysis treatment room which is helping to ensure
patients get to the ward. The proportion of patients who spent 90% of their stay on a
stroke unit was 74.3 (Q3 2014/15), in Quarter 4 2014/15 this decreased to 71.6,
Nationally 82.1. The consultant lead is hoping that using this data will highlight the need
for maintaining the red bed on the ward to initiate right patient in the right bed first
time, which will help this. Currently bed pressures mean that the patient may go to
AMU first affecting this measure particularly.

SSNAP Performance
SSNAP Performance Q3 2014/15

Thrombolysis - The proportion of patients who were thrombolised in 1 hour of clock
start was 16.7 (Q3 2014/15) this increased to 23.1 (Q4 2014/15), Nationally 56.4. The
clinical lead has reviewed this data and is involved in improvement work.
The proportion of patients assesed by a stroke specialist consultant physician within 24
hours of clock start - 54.8 (Q3 2014/15), 54.5 (Q4 2014/15), National 76.4. The trust's
performance is affected by this not being a 7 day service.
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5.1 External
assessments
5.2 Staff
experience

5.1.2

Monitor governance rating
CQC risk assessment

5.2.1

Staff Friends and Family – Recommend as place to work

5.1.1

5.2.2
5.3.1
5.3.2
5.3.3
5.3.4
5.3.5

5.3 Workforce
indicators

5.3.6
5.3.7
5.3.8
5.3.9
5.3.10
5.3.11
5.3.12
5.3.13

Status

R
R

6

3

Apil

May

Alignment
June

12m
Trend

YTD avg

1

1

1

1

0

0

0

0

0

0

16%
24%
17%
51%
7%
75%
10%
3.0%
1.6%
1.4%
21%

11%
23%
18%
55%
0%
77%
10%
3.2%
1.7%
1.5%
20%

11%
24%
17%
64%
14%
79%
10%
3.7%
2.0%
1.7%
19%

13%
24%
17%
57%
7%
77%
10%
3.3%
1.8%
1.5%
20%

34

41

44

42.5

Reported Quarterly
Staff Friends and Family – Recommend for care or treatment
Vacancy rate - Medical (unfilled % of budgeted WTE)
Vacancy rate - Nursing (unfilled % of budgeted WTE)
Vacancy rate - Others (unfilled % of budgeted WTE)
Appraisals completed (% all staff)
% of medical staff completed revalidation
Mandatory training compliance
Rolling annual turnover rate
Overall Sickness rate
Sickness rate – Short term
Sickness rate – Long term
Temporary staff % of pay bill
Equality and Diversity - TBC
Employee relations cases (excluding sickness)

R
R
R
R
R
R
R
R
G
R
R

3
3
3
6
3
6
6
5
2
6
6

R

Jun-15
Jun-15
Jun-15

Aug-15

Note the areas shaded gray are under development, or the targets are yet to be agreed.
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8%
8%
8%
95%
95%
95%
8%
3.0%
2.0%
1.0%
15%

Quality
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Trend
Escalation
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5.3 Well Led (1)
Vacancy rate
Recruitment, particularly for nursing continues to be a priority, with successful
assessment centres attracting and resulting in regsitered nurse appointments.
Actions being taken include extending the above assessment approach to clinical
support workers.
There has been agreement to tender for overseas registered nurse recruitment and a
project plan is in place to deliver in quarter 3 of 2015/16.
Business critical posts have been identified and recruitment plans for these areas are
also being developed, including medical recruitment.
Turnover
Unplanned turnover remains at around 10%; with Clinical Support and Medicine/ED
continuing to be areas of high turnover.
Unplanned turnover has remained fairly constant across all areas this month.
Turnover for staff with under 1 year service remains significantly higher than overall
unplanned turnover.
Actions being taken include HR Business Partners working with divisions to target high
areas of high turnover.
The planned implementation of electronic leavers forms, dedicated HR resource for the
management of exit interviews and embedding of the exit interview procedure will
help to support more detailed analysis of leaving reasons.
A review of pay and remuneration will support the development of retention strategies
and a full retention strategy has been developed.

Sickness
The overall sickness rate has increased from 3.21% to 3.67% in June.
Actions being taken to reduce sickness absence are:
Further targeted support being offered to hot spot sickness areas.
Review of the Trust's current sickness absence policy and a change in how we calculate
absence rates is anticipated.
Work is underway by Occupational Health with the Medway Healthy workplace (Health
and Wellbeing Initative).
Targeted learning sessions on managing sickness are being rolled out to line managers
to assist them in managing both long and short term sickness.

SSNAP Performance
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5.3 Well Led (2)
Appraisal rate & mandatory training

The Trust target is 95% for mandatory training (MAST). MAST compliance
continues to increase. Actions being undertaken to improve the position
include:
Targeting hotspot areas
Weekly communication of divisional compliance abd highlighted at PRM
Development of alternative training methods underway
Weekly MAST meeting to review action plan progress
The Trust has a target of 95% for appraisal compliance rates. Compliance rates
shows an increase this month, although still below target. Actions being
undertaken to improve the position include:
Identification and targetting hotspots
Weekly communication of divisional compliance and highlighted at monthly
PRMs
Additional training provided to managers for undertaking appraisals
Continuous work to validate and update central records to ensure true
reporting.
Plans for local induction compliance are also underway.

SSNAP Performance
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1
-19.2
-1.974
16.39
7.42
3.923
-0.84
4288
369

1
-19.4
-2.1
16.21
7.557
3.56
-1.12
4270
412.1

1
-17
-2.1
15.98
7.112
3.711
-0.93
4299
304.6

G
G

0.97
0.82 1.00 0.967
0
-0.224 -0.21 0.014
0.936 0.66 0.861 0.675
0.061 0.16 0.14 0.292

6.3.1

Month end cash position
6.3.2 Capital Programme - Spend (£m)

G
G

1.75
1.41

13.94 4.40 3.65
0.95 0.755 0.82

7.33

Debtors - NHS
Debtors - Non NHS
6.4.3 Creditors

R
G
R

15.8
1.7
20.5

15.8
1.8
22.7

17.23
1.76
23.22

6.1.5
6.1.6

6.1.8
6.1.9

6.4.1
6.4.2
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Jun-15
Jun-15
Jun-15

Jun-15
Jun-15

18.89 17.0
1.801 1.7
22.17 24.78

1
-18.5
-2.06
16.19
7.36

4286
362

Quality
Account

1
-18.5
-2.1
15.5
6.51
2.78
0
4454
134

YTD avg

CIP saving in month (£m)
6.2.2 CIP variance to plan (£m, ahead/(behind) plan)
6.2.3 Recurrent savings
6.2.4 Non recurrent savings

6.1.4

6.1.7

6.4 Balance Sheet

June

6.2.1

6.1.3

6.3 Cash and
Capital

May

G
R
R
R
R
R
R
R
R

6.1.2

6.2 CIPs

April

Monitor continuity of service Risk Rating
Clinical Income £m
Other Income £m
Pay costs £m
Non pay costs £m
Total financial (surplus)/deficit £m
I&E variance to plan - favourable/(adverse) £m
Staffing levels (WTE)
Additional session spend (£000)

6.1.1

6.1 Financial
position

Status

12m
Trend

Monitor

Ref Indicator

Alignment

Monthly
target

18m plan

Theme

Trend
Escalation
month

Quality

Status
Number of
last 6m at red

Integrated Performance Report
July 2015

Supporting analysis

6.1 Finance
Overall I&E position

The Trust reported a £3.71m deficit for June against a plan of £2.78m, adverse
by £0.93m. This is the first month post go live with the new PAS system that
the reporting teams have had access to detailed activity and income
information. We are currently working through a number of significant
variances from plan. As a result of this exercise there is likely to be a material
negative adjustment to the quarter one income position. However we are still
in the process of validating this. For this report, the clinical income has been
set to plan, less £341k of fines YTD.

Other Income

Other income was on plan in month. This is expected to continue throughout
the financial year. Included in this category are the following areas:
- Education income (£8m annual value)
- Non patient services such as facilities rental (£4m annual value)
- Staff recharges and salary contributions (£1.5m annual value)
- Laundry (£1m annual value)
- Pathology (£1m annual value)
Last year this category included Winter funding which explains the decrease in
April on trend.

Pay Trend

Pay costs have reduced for the third consecutive month but remain
considerably above plan. This is due to a high number of vacancies and agency
premium costs, in particular in medical staffing and nursing in ED and on the
wards. In addition, there are 8 medical staff within the Medicine Division above
plan to support the new ED and acute pathways. These are being reviewed as
part of the medical pathway work with GSTT and 2 agency posts have been
removed in June.

SSNAP Performance
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6.2 Finance - Cost Improvement Programmes (CIPs)
CIPS

In month CIPs were £3k adverse to plan delivering savings of £0.97m. Year to
date the programme is £0.44m adverse to plan.
CIP schemes transferring to green status have continued to increase, with a
further £452k transferring from amber and red this month. Of this, £246k was
non recurrent mitigations and £206k was changes in RAG status for schemes
that are now delivering, in particular in Clinical Support Services. Non recurrent
mitigations are mostly as a result of slippages in recruiting to vacant posts in
Surgery and Clinical Support Services which are not currently being covered by
agency.
There are £1.96m of CIP ideas in the pipeline being developed between finance
and the Divisions. £820k relates to Facilities and Estates, and £748k relates to
medical pathway efficiencies.
Weekly meetings with Divisions are focussing on development of further plans
to reduce the gap between RAG rated total and plan. Schemes are developed
in line with Trust QIA processes and approved by the Chief Nurse and Medical
Director before implementation.

SSNAP Performance

Page 29 of 37

Integrated Performance Report
July 2015

Supporting analysis

6.3 Finance
Cash

As at 30th June the cash balance was £3.65m, which was £1.9m above plan.
This was primarily due to a £2.5m contract advance from Medway CCG.
Cash advances received in April from each of the North Kent CCGs, equal to one
month's additional contract, have significantly reduced pressure on the cash
position during the first quarter. Work is ongoing with Monitor in relation to
cash support required for 2015/16, with £2.5m temporary WCF cash support to
be drawn during July. The forecast currently excludes any further revenue
support pending the outcome of these negotiations. PDC funding of £0.68m, in
relation to the Capital ED project, has been drawn during June with expected
drawdown of £0.47m during July and £0.28m in August.

Capital

There is a cumulative underspend of £476k against the year to date plan. This is
predominently made up of slippages in:
- Remote Working project (£100k)
- Community Midwives Estate project (£79k)
- Medical Devices programme due to recent approval of the priorities by CEAG
(£115k)
- Rephasing of CT Scanner and Decant Facility schemes (£85k & £71k
respectively)
Discussions remain on-going with Monitor to seek approval for loan funding to
support the overall capital plan.
Balance Sheet

Trade payables have increased from the previous month due to the timing of
the weekly payment run of £2.4m which cleared from the bank account at the
beginning of July
The Trust continued to maintain payments at 58 days from invoice date.

SSNAP Performance
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Domain 7: Enablers
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7.1 Estates and
Facilities

7.1.1
7.1.2
7.2.1
7.2.2
7.2.3
7.2.4

7.2 Clinical coding,
7.2.5
information and IT
7.2.6
7.2.7
7.2.8

7.2.9

Building Compliance
Performance
APC – NHS number completeness
APC – Primary diagnosis
APC – HRG4
OP – NHS number completeness
OP – Primary procedure
OP – HRG 4
A&E – NHS number completeness
A&E – Attendance disposal
A&E – HRG4

G
G
G
G
G
G
A
A
G

Direct access radiology recorded on SUS
7.3.2 Unbundled radiology recurred on SUS
7.3.3 Records with admission time for Stroke (best practice data)
7.3.4 Records with brain imaging for Stroke (best practice data)

Aug-15
Aug-15
Aug-15
Aug-15

7.3.1

7.3 Data quality
improvement

99%
96%
96%
99%
99%
98%
95%
99%
97%

0
0
0
0
0
0
4
5
0
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Apil

May

June

2256

2263

1894

8144

7911

8520

97%
99%
99%
99%
100%
100%
88%
96%
100%

97%
99%
99%
100%
100%
100%
91%
97%
100%

0
0
0
0

0
0
0
0

YTD avg

#####
#####
97%
99%
99%
99%
100%
100%
89%
96%
100%

0
0
0
0

Quality
Account

Status

Alignment
12m
Trend

Monitor

Ref Indicator

Monthly
target

18m plan

Theme

Trend
Escalation
month

Quality

Status
Number of
last 6m at red
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7.1 Enablers - Estates & Facilities (1)
SSNAP Performance

Page 32 of 37

Integrated Performance Report
July 2015

Supporting analysis

7.1 Enablers - Estates & Facilities (2)
SSNAP Performance
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7.4 Enablers - Data Quality and Clinical Coding
Average Diagnosis Coding Depth (April 2011 - March 2015)

Data Quality
• We have been reviewing SUS/SLAM to identify issues for the quarter
reporting.
• Any issues retraining have been fed into the training team
• Any issues reconfiguration have been fed into the clinical systems
development team for resolution
• All issues are fed into the Data Quality Forum and/or to Oasis team which
service managers and operational teams attend
• We have just developed a Data Quality Scorecard and this is being used at
the Data Quality Forum and will provide on-going monitoring of the system
We are now in a position, following review of SUS/SLAM to develop the
proactive monitoring processes (capacity and capability means we can only do
thing sequentially rather than concurrently) . This situation will hopefully be
resolved soon with the recruitment of the Business Intelligence team. This is on
the risk register. Benchmarked comparison shows the Trust in a more
favourable position than local Trusts. In addition average depth of coding has
improved slightly between April 2011 and March 2015.
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Divisional Heatmap

0
0

0
0

1
2
95%
1
99.13

0
2
91%
1
106.4
106.43%

1
0
93%
0
70.4
90.33%

0
0
95%
0
0
0.00%

0
N/A
N/A
N/A
0
0%

6.4
55
1373

10.2
28
464

6.2
17
711

2.8
9
175

N/A
1
N/A

0
12.77%
6
35.60%
79.90%

0
3.82%
0
31.10%
88.50%

N/A
N/A
N/A
N/A
N/A

62%
100%
100%
64%
100%
96%
3.4

96%
No pts
No pts
88%
No pts
100%
1.9

N/A
N/A
N/A
N/A
N/A
97%
N/A

3. Caring

Mixed sex accommodation breaches
Patients cancelled on day of Surgery
Patients cancelled and not admitted within 28 days
Friends and Family Test response rate
Friends and Family Test % extremely likely to recommend
Complaints responded to within 30 days

0
5%
0%
95%
90%

28
12.06%
6
32.86%
82.27%

28
15.69%
0
31.90%
78.40%

4.3.1
4.3.4
4.3.5
4.3.7
4.3.9
4.4.1
4.6.1
4.6.3
4.7.2
4.7.3
4.7.5
4.7.6

Cancer – 2 week wait
Cancer – 31 day subsequent treatments – surgical
Cancer – secondary chemotherapy <31 days
Cancer – 62 day urgent GP referrals
Cancer – 62 day screening
Diagnostic waits - Under 6 weeks
Average elective length of stay
Discharges before noon
Follow-up to new ratio
Did not attend rate
Appointments cancelled by hospital 1-5 days' notice
Appointments cancelled by hospital 1-6 weeks' notice

93%
94%
98%
85%
90%
99%
<5
25
TBC
10%

58%
100%
100%
69%
100%
97%
3.4
793
2.02
8.93%

49%
100%
100%
75%
No pts
94%
9.8
534
2.63
9.56%

1.7
10.16%

1.59
9.17%

3.82
6.83%

10%

49.17%

44.25%

47.88%

40.00%

64.55%

5.3.4 Appraisals completed (% all staff)
5.3.6 Mandatory training compliance
5.3.7 Rolling annual turnover rate
5.3.8 Overall Sickness rate
5.3.10 Temporary staff % of pay bill

95%
85%
10%
4%
15%

52.25%
79.25%
11.50%
3.75%
17.25%

37%
74%
15%
4%
29%

46%
76%
9%
4%
19%

62%
81%
7%
3%
8%

64%
86%
15%
4%
13%

6.3.2
6.4.1
6.4.2
6.4.5

95%
TBC
TBC
TBC

1.40%
99.38%
96.39%
76.10%

17%
99.48%
92.14%
70.92%

235%
99.16%
99.40%
83.60%

90%
99.00%
99.14%
57.38%

81%
100%
100%
99.77%

6.
Enablers

5. Well-led

3.1.3
3.1.4
3.1.5
3.1.6
3.1.7
3.1.8

4. Responsive

10%

CIP variance to plan
NHS number completeness
Primary Diagnosis
Primary Procedure

228
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542

3

Trend

0
0

Trend

8
0

Trend

8
0

Trend

Current
Reporting
Period

CSS

5
0
95%
0
0
95%
0
100

TBC
TBC
TBC

Current
Reporting
Period

Women & Children

Current
Reporting
Period

2.2.1 Non elective Length of Stay
2.2.4 Complaints
2.5.2 Number of day cases (Quality Account)
2.5.3 Emergency readmissions within 7 days
2.5.4 Emergency readmissions within 28 days

Total Serious Incidents
Never Events
Proportion of harm free care - Point prevelance in month
Pressure ulcers (grade 3&4)
Patient falls with moderate or severe harm
MSRA screening of admissions
C-Diff acquisitions (Trust-attributable)
Hospital Standardised Mortality Ratio (HSMR) - Weekend
Summary Hospital-level Mortality Indicator (SHMI)
Safe staffing – ratio of actual to planned nursing hours

Surgery

Trust

1. Safe

1.1.3
1.1.4
1.2.1
1.2.3
1.2.5
1.3.1
1.3.3
1.4.1
1.4.2
1.5.1

Theme

Medicine

Target

Domain

Ref

2. Effective

All areas

Current
Reporting
Period

July 2015
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July 2015

Clinical Indicators

Neonatal morbidity

Risk Management

Breast feeding
Women Smoking at time of Delivery
BBAs
Neonatal unit closures
Women receiving 1:1 Care in Labour

Jun-15

Staffing Levels

May-15

Workforce

VBAC

Apr-15

C- Section

Mar-15

Induction

Feb-15

Instrumental Vaginal Delivery

Jan-15

Activity

Scheduled Bookings
Spontaneous Vaginal Deliveries

Dec-14

Women Delivered

Nov-14

Maternal Transfers

Oct-14

SSNAP Performance Q3 2014/15

Measure

Sep-14

Closing unit

Metric Name

Aug-14

Section

Jul-14

Organisation

Type

Jun-14

8.2 Maternity Dashboard

>1

0
0

0
0

0
0

0
0

0
0

0
0

0
0

1
0

0
0

0
0

2
0

0
0

0
0

0

1

2

0

0

0

0

0

0

0

2

0

0

409
93%
68%

386
97%
64%

456
93%
64%

394
94%
64%

432
94%
63%

377
94%
64%

409
93%
64%

380
93%
63%

377
91%
65%

378
91%
62%

432
93%
62%

402
90%
63%

431
92%
62%

10-15%

>1
<400
>460
<80%
<60%
<5%/or
>20%

9%

9%

10%

10%

10%

9%

8%

9%

8%

11%

11%

9%

10%

<1%
<20%
<23%
<10%
<13%
>75%

>3%
>25%
>25%
>11%
>14%
<50%

<1%
22%
23%
10%
13%
83%
98

<1%
22%
27%
12%
15%
71%
98

<1%
25%
24%
12%
14%
78%
98

1%
28%
25%
11%
14%
67%
98

<1%
31%
25%
9%
16%
79%
98

<1%
24%
27%
11%
16%
55%
98

<1%
23%
26%
11%
15%
80%
98

<1%
28%
27%
10%
17%
73%
98

1%
27%
25%
11%
14%
65%
98

<1%
26%
25%
10%
15%
79%
98

<1%
31%
27%
11%
16%
70%
98

<1%
29%
27%
13%
14%
64%
98

<1%
26%
28%
9%
19%
67%
98

01:29
01:15
0
0
1
1
1
4
102
3
5
6

01:29
01:27
01:15
1
0
0
0
1
1
137
3
5
16

01:29
01:27
01:15
0
0
0
0
0
1
93
2
8
5

01:29
01:27
01:15
0
0
0
0
0
3
94
1
4
7

01:29
01:27
01:15
0
0
0
0
1
2
99
4
4
2

01:29
01:27
01:15
0
0
1
0
0
2
98
2
2
4

68%
19%
3
1
100%

63%
18%
1
1
100%

71%
19%
3
1
99%

70%
19%
2
0
100%

68%
18%
2
1
99%

61%
22%
5
0
99%

01:29
01:27
01:15
0
0
0
0
0
1
98
1
4
6
2%
70%
18%
2
1
100%

01:29
01:27
01:15
1
0
1
1
1
0
93
5
3
12
4%
67%
17%
1
1
99%

01:29
01:27
01:17
0
0
0
0
0
4
129
1
10
10
3%
67%
21%
2
1
99%

01:29
01:27
01:21
1
1
0
0
3
0
136
3
6
8
2%
70%
15%
0
1
96%

01:29
01:27
01:21
0
0
0
0
1
0
119
3
5
10
3%
65%
21%
0
1
100%

01:29
01:27
01:21
3
0
0
1
0
7
134
3
11
12
4%
70%
17%
3
1
96%

Goal
nil

Unit Not accepting Admissions

No. of occasions
No. Of Women affected

In-utero transfers (outside network)

No. of transfers

Benchmarked to 5100 (425)
Women booked before 12(+6) complete weeks
Maintain spontaneous Vaginal Delivery rate as per criteria

Women delivered
Bookings (1st visit)
No. of women

Ventouse & Forceps

Instrumental Vaginal delivery rate

Failed Instrumental Vaginal Delivery
Induction of labour
Total rate (planned & unscheduled)
Elective caesarean section
Emergency caesarean section
Successful VBAC (opting women)

Failed Instrumental vaginal delivery rate
Induction rate
C/S rate overall
Elective
Emergency
VBAC rate

Weekly hours of dedicated consultant presence on labour ward
Midwife/woman ratio

Hours present
Births/ WTE midwives

SOM/Midwife ratio
Number of cases of meconium aspiration
Intrapartum stillbirths
Term neonatal deaths < 7 days
Number of cases of hypoxic encephalopathy (Grades 2&3)
Number of SIs
Number of Complaints
Number of Datix
Massive PPH >2000mls
Shoulder dystocia
3rd/4th degree tear
3rd/4th as % of vaginal deliveries
Breastfeeding at Initiation
No of Women Smoking
No. of BBAs
No. of closures
No of women receiving 1:1 care in Established Labour

Actual WTE midwives/SOM in post
No. of babies
No. of babies
No. of babies
No. of babies
Incidence
Received
Reported
No. of women
No. of women
No. of women
% of women
No of babies fed
No of women
No. of women
No. of occasions
No of women

nil
400
90%
>70%

Red Flag

98
<98
01:29
<1:29
01:29
01:27
<1:27
<1.15
>1.20
01:15
0
1 or more
0
0
1 or more
0
0
1 or more
0
0
1 or more
0
0
1 or more
0
0
1 or more
2
>70
<70
117
<10/MONTH>15/MONTH
5
<6/MONTH >10/MONTH
6
<6/MONTH >10/MONTH
8
85%
<12%

70%
>12%

Nil
100%

1 or more
<99%

67%
20%
0
0
100%

Notes:
1:29 Midwifery staffing ration achieved by end of december 2013. Birthrate Plus identified that a 1:27 ratio is required for the acuity of women in Medway in August 2014 for which we are red.
* 98hrs Consultant presence on site. Historically changed to red until new model in place on 6/4/15 as LW On-call Consultant also covered Gynaecological emergencies
One to one care in labour-staff reminded of carrect data inputting with regard to number of women cared for in established labour.
* LSCS >23% - Audit of Em LSCS - Completed and findings presented at May Audit Meeting - ACTION:- To be taken forward in Normalising Birth Project
High IOL rate-audit of indications for IOL underway.
Work ongoing with CCG to improve breastfeeding rates.
Smoking at delivery rate -working with CCG to reduce the rate.
STOMP campaign audit-findings being highlighted to staff and re-emphasis of STOMP as 11 3rd degree tears in Feb.
April 2015: SOM ratio outside of national ratio - 2 Midwives just completing course, 2 midwives started course in April, 2 midwives starting course in October in Brighton, SOM's to present mitigation process plan to HOM
end of May to ensure statuatory requirements are met.

Dashboard adapted from RCOG.
Data obtained from Euroking and Datix
Percentages rounded up/down so may not equal 100%
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1

Quality of Patient Services Update
CQC Domain: Safe & Caring/Effective
Current Status:

AMBER

On Target:

% Achievement Against Plan

SB/
TBa

65%

AMBER

Countdown
Time Elapsed

9

months

Time Remaining

9

months

Data
Source

KEY PROGRESS
The EDN is being developed to record patient co-morbidities (as per Charlson Index), this information will then be
accessible at future admissions - ensuring an accurate and correct diagnosis on admission and efficient treatment.
There has been a focused task group looking at incidents recorded within the Datix system. Main themes were explored
and a focus on closing with correct evidence and sharing of information has been a priority. 54 historical SIs have been
closed by the CCG, 16 will be completed by the end of July , work programmes relating to learning from SIs continue
Documentation project underway, scope for nursing leadership agreed and action plan in place.PSR project commenced
23rd July 2015

KEY METRICS

(This month | Target)

Medical
Education

In (Jnr Drs) - no

60 | 201

In (Jnr Drs) - %

30% | 100%

(This month | Target)
Closed SIs (month)

Current
Status

On Target
To
Complete

Percentage Completion
Against Project Plan

Mortality

A

R

Serious
Incidents

A

G

Risks

Actions To Mitigate

R

Mortality and Morbidity Steering Group
newly formed and attendance from all
specialities inconsistent.



Feedback from all speciality Mortality and
Morbidity meeting not currently received.



New co-morbidity form introduced – training
required for clinicians and Junior Doctors.

Training for clinicians and Junior Doctors
to raise awareness and educate about the use
of the new co-morbidity form.



No learning framework in place.





Datix system not fit for purpose.



Areas of weakness in Serious Incident plan.

Mortality and Morbidity Steering Group to
be fully embedded.


Review of the themes from speciality
Mortality and Morbidity meetings


Monitoring of remaining serious incidents to
completion.
Develop



Final documentation yet to be agreed.



Late starting date, risks of non-completion by
April 2016

Some issues, but expect to complete on time.

Mortality*



a learning frame work

Organise

A

On track to complete on time.

54
9

Dr Foster


Focus

Nursing
Documentation

New SIs (month)

Dr Foster

HSMR target
Mortality
reviews
Doc Project
complete
PSC Project
complete

1|0
114 | 100
Ad hoc

10%

10%

Datix support package (In Progress)

upon areas of weakness in plan.



Alison Griffith's Project Lead presented initial
report and forward plan at the Quality
Improvement Clinical Group Meeting on the
16th July.



Final documentation to be agreed at the
Medical Records group.



Project team identified work progressing

Significant issues, completion on time at risk.

2

Emergency Pathway Update
CQC Domain: Responsive
Current Status:

AMBER

On Target:

% Achievement Against Plan

MJ

XX%

AMBER

Countdown
Time Elapsed

9

months

Time Remaining

9

months

Data
Source

KEY PROGRESS

KEY METRICS
A&E Performance

ED improvement programme
Ed improvement programme on track. Performance against the 4 hour target still significantly improved. There have
however been 2 weeks of poor performance but unlike 2013/14 this has improved back to above 90% relatively
quickly. It is likely that this quick resolution of issues demonstrates real improvement in systems and processes.
However as previously reported this still requires intensive intervention.
The new site management structure has now been approved with the new Dops in place. This new structure and way of
working will see the next big step change in site management and patient flow.
The discharge programme continues with intervention from both social services and the community team. However
there are still a high number of patients in hospital that are medically fit for discharge but for a host of reasons are
unable to move to a more appropriate environment. A paper will come to Board in August to show the next stage in this
project with proposals that will lead to more efficient use of our ward base and improved patient discharges.
Work with GSTT continues in both medicine and surgery to improve patient flow and together with the discharge
project will see another step change in improving patient flow quality and efficiency
Frailty Pathway
The frailty pathway continues to show good progress. A business case is now being developed to explore how this group
of vulnerable patients should best be cared for across the health economy. A 24/7 pilot of the pathway is in progress
and the first week end demonstrated that there were patients where admission was avoided and for other patients
care plans were written at a very early stage of the patients stay in hospital leading hopefully to a shorter length of stay

Qlikview

4 Hour Waits

90% | 95%

Qlikview

15 min Asses

95% | 100%

Qlikview

Time to Sr.
Review (Avg)

01:30:52

Qlikview

Referral to
Specialty (Avg)

02:17:51

Qlikview

A&E Conversion
Rate

17.67%

Qlikview

% of Pts seen
by Medoc

21.52%

LOS Metrics
Base lines to be agreed
Oasis

Avge LOS

TBD

Medically fit
for discharge

TBD | TBD

Oasis

% Pts discharged
before 12pm

TBD |TBD

6

Admissions avoidance
Much work continues on admission avoidance the next stage is the introduction of Hot clinics. The first hot clinic is likely
to respiratory and subject to consultant job planning will be introduced in mid-August
The local GP’s and ED consultants have agreed that where patients do not require admission but require an urgent GP
appointment the ED will have direct access to book these patients to see their GP. This will be piloted across a number
of GP practise before roll out across all GP’s

On track to complete on time.

Some issues, but expect to complete on time.

Significant issues, completion on time at risk.
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Leadership and Management
CQC Domain: Well Led
Current Status:

AMBER

On Target:

% Achievement Against Plan

LD

65%

AMBER



Level 1 Structure: Structure is now almost complete. Director of Operations for Acute and Emergency Medicine started.



Level 2 Structure: The realignment of clinical divisions from 4 to 3 has commenced including consultation with operational management.
Recruitment is being undertaken to fill Divisional Directors and other senior divisional operational and nursing posts.



Clinical Leadership Programme: Programme has commenced. Next session on 13/8 focussed on clinical governance.



Other Key Projects: Remuneration project underway; vision and values project underway; learning development structure consultation
commenced. Development of Clinical Strategy underway



Performance Management Framework: monthly performance management meetings continuing. Encompassing quality, operations,
workforce and finance.

Current
Status

Time Elapsed

9

months

Time Remaining

9

months

Data
Source

KEY PROGRESS

On Target
To
Complete

Countdown

Level 1 Structure
(Status of Tier 1 Executive)
HR

Risks

9
16

In place
To be completed

Level 2 Structure
(Status of Tier 2 Executive)
HR

Percentage Completion
Against Project Plan

KEY METRICS

Actions To Mitigate

In place
To be completed

4
TBC

Assessment by Area


Level 1
structure

G

Divisional Director roles

G



Recruitment to Executives



Recruitment to Divisional Director roles
underway



“Tidy-Up” of Phase 1 (completion)

(In post| Total)

HR

Divisional Directors
Directors of Ops
Corporate Nursing
Clinical Leads



Level 2
structure

Recruitment to new structures and
implications

0|4
3| 3
1 |3
29 |29



Consultation underway with individuals
affected


A
Clinical
leadership

G

Recruitment to senior nursing posts
underway

A

Recruitment



Clinical leadership skills at all levels

G

On track to complete on time.

Some issues, but expect to complete on time.

for General Managers underway



Initial session undertaken with Clinical
Leads.



Next session arranged for August focussing
on clinical governance.

Significant issues, completion on time at risk.
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Workforce Update - Nursing
CQC Domain: Well Led
Current Status:

AMBER

On Target:

% Achievement Against Plan

RB

50%

AMBER

Countdown
Time Elapsed

9

months

Time Remaining

9

months

Data
Source

KEY PROGRESS

Nursing Pipeline

 Recruitment activity: Recruitment Strategy developed including local, national and international recruitment initiatives. Procurement

process for overseas recruitment being undertaken. Nursing assessment centres rolled out to include clinical support workers and
senior nurses, programme of recruitment activities and introduction of electronic recruitment system commencing on 21 st July.

HR
Being Advertised

20

HR

Advert Closed
(awaiting shortlisting)

14

HR

Shortlisted
(awaiting interview)

HR

Offer Made
(awaiting checks)

44

HR

Checks Completed
(awaiting start date)

19

 Retention: Retention of nursing having an impact on the Trust’s ability to fill level of vacancies. Engagement event for new clinical staff

held on 6th July with CEO and Chief Nurse. Rolling programme underway.
 Remuneration Initiatives: Review of remuneration across all nursing staff being undertaken
 Training Initiatives: New Graduate Preceptorship (Nurse, AHP, etc), Mentor, Buddy Scheme, University of Kent Partnership (module

accreditation)

Current
Status

On Target
To
Complete

Percentage Completion
Against Project Plan

Risks



A

Nursing vacancy levels

KEY METRICS

6

Actions To Mitigate

TRAC system introduced on 21st July to
support streamlining of recruitment process
Nursing assessment days to ensure quality
appointments

A

Procurement for overseas recruitment
underway
Programme of local, national and overseas
recruitment planned


R

Retention within nursing impacting on
recruitment plan

R

Engagement
Exit

Remuneration
Training

On track to complete on time.

events for new clinical starters

interviews

Some issues, but expect to complete on time.

review underway

initiatives being developed

Significant issues, completion on time at risk.
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Workforce Update - Other
CQC Domain: Well Led
Current Status:

AMBER

% Achievement Against Plan

RB

On Target:

65%

AMBER

Countdown
Time Elapsed

9

months

Time Remaining

9

months

Data
Source

KEY PROGRESS

KEY METRICS

 Recruitment: Focus on business critical posts including medical posts and radiographers. Centralisation of locum booking being

implemented in July

Workforce Statistics

 Learning and leadership: Consultation being undertaken regarding learning structure. Learning and leadership curriculum developed
 Remuneration: Benchmarking of senior remuneration complete and review of whole Trust remuneration being undertaken
 Communications and engagement: Work on vision and values in progress and new intranet and website being developed and

implemented. Summer Fayre engagement event arranged for August.

HR

Turnover Rate %

10.28%

Integra

Vacancy Rate %

XX

Temporary Staffing
(bank, agency &
locum) %

XX

 Retention: Engagement event with CEO and Chief Nurse for starters in last 3 months undertaken on 6th July.

Current
Status

A

On Target
To
Complete

Integra

Percentage Completion
Against Project Plan

Risks

Actions To Mitigate



High levels of vacancies, particularly nursing
and medical

New TRAC system introduced on 21st July for
non medical recruitment to streamline process



Retention levels, particularly for nursing

Focussed recruitment on business critical posts

Employees

WTE

Substantive

XX

Agency

XX

Bank

XX

Clinical

leadership programmed underway
supported by GSTT

Locums

XX



Vision and values work underway

Total



New intranet and website being developed



Summer fayre engagement event arranged
for August



Additional open sessions with Executives



Working with You programme

Engagement events with new starters

A


Learning & leadership capability of the
organisation



Consultation being undertaken with Learning
team
Learning

A

G

to Learning and Leadership
management posts



A

Communication and engagement

G

On track to complete on time.

curriculum developed

Recruitment

Some issues, but expect to complete on time.

Significant issues, completion on time at risk.

Integra

XX
(plan 4,420)
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Clinical and Corporate Governance Update
CQC Domain: Well Led
Current Status:

AMBER

On Target:

% Achievement Against Plan

TB
JL

60%

AMBER

Countdown
Time Elapsed

9

months

Time Remaining

9

months

Data
Source

KEY PROGRESS

KEY METRICS

Review of Corporate/Divisional governance structures underway. Action plan and timeline developed for corporate
management structures. PwC are currently reviewing the Risk Management Structure and changes are due to be rolled
out from 1st September 2015. Full training programme rolled out to Trust in September. Complete review of Corporate
Governance Structure and implementation will be completed in December 2015.
The Clinical Governance Structure has been enhanced in the short term to include the Divisional and Corporate incident
review groups and the Quality Improvement and Compliance Group.

Current
Status

On Target
To
Complete

Percentage Completion
Against Project Plan

Risks

•

A

A

Risk Management review may show more
work than anticipated – target September
1st 2015

Review and assess outcomes- agree
contingencies

G


Complete review of Corporate Governance
Structure not complete prior to CQC reinspection in August 2015.

Complete



Risk Management training may not have
required uptake



Approach taken form learning MAST uptake



Mandated training

review of structure on target for
completion for December 2015.

G



A

Actions To Mitigate

Robust risk assessments not in place

G

On track to complete on time.

Some issues, but expect to complete on time.

Significant issues, completion on time at risk.
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Data Quality Update
CQC Domain: Enabler
Current Status:

AMBER

% Achievement Against Plan

TB
On Target:

70%

AMBER

•
We have been reviewing SUS/SLAM to identify issues for the quarter reporting.
•
Any issues re training have been fed into the training team.
•
Any issues re configuration have been fed into the clinical systems development team for resolution.
•
All issues are fed into the Data Quality Forum and/or to Oasis team which service managers and operational teams attend.
•
We have just developed a Data Quality Scorecard and this is being used at the Data Quality Forum and will provide on-going monitoring of the system.
We are now in a position, following review of SUS/SLAM to develop the proactive monitoring processes (capacity and capability means we can only do thing
sequentially rather than concurrently) . This situation will hopefully be resolved soon with the recruitment of the Business Intelligence team.
Return to Reporting on RTT – however highlights backlog issues and remaining validation required – validators retained presently 25% assurance of backlog
due to only validating to 23 weeks – once meet 18 week validation assurance increased to 54% - comparable with other Trust-expected Oct/Nov 2015.
Operational support in place as an interim whilst structures recruited to.

On Target
To
Complete

Percentage Completion
Against Project Plan

R

•

G

PWC
review

G

months

Time Remaining

9

months

KEY METRICS
Data Quality Metrics
(This month | Target)

CDS
Submission

NHS # Verified

98%| 100%

GP Practice
Verified

98% | 100%

DQUIP Targets

6 | 11

RTT Reporting

JULY 15

Interim

Operational structures to take over data
quality and validation not in place

Band 7s being sought- next 2 weeks
appointed

RTT and Cancer support minimal in terms
of management roles

Validators being retained to cover the gaps and
further validation of backlogs
NHSIMAS 1 day a week support



Completed review of SLAM/SUS





Completed review of KPIS





DQ scorecard produced and monitored DQF



Still need to embed DQ across organisation
and ensure DQ reports built and provided to
operational teams



Review completed awaiting final report





Early identification of issues in data sent out
externally re lack of SOPs, validation and
sign off process

Review of SOPs in all areas to starting to be
developed for key KPIs



Utilise graduate trainee for task

G


On track to complete on time.

9

Actions To Mitigate

G

Data
Quality
review

A

Risks



Ops
Structure

Time Elapsed

Data
Source

KEY PROGRESS

Current
Status

Countdown

See above

Interim BI staff to be recruited to support DQ
agenda

Limited number of staff to carry out
improvements

Some issues, but expect to complete on time.

Significant issues, completion on time at risk.
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ANNEX E
CoG/15/08-13

Chief Executive’s report for Council of Governors
Performance
At the end of June the Emergency Department 4 hour performance continues to be
sustained. This is in the presence of increasing presentations well over 300 patients each
day and the ongoing capital works. Governors hopefully will have seen the information that
has been placed on hoardings surrounding the development to inform members of the public
as to what is occurring. We have had positive feedback from both members of the public
and staff.

18 month recovery plan
At the end of this month we’ll be at the half-way point of the 18 month plan, and this is a
good point to reflect on what we’re looking to achieve, what has already been delivered and
what we’ve got left to do over the next nine months.
There’s been some great progress over the last nine months, including recruitment of a
permanent CEO (Leadership & Management), CQC inspection preparation (Quality of
Patient Services), opening CDU and ADU with a noticeable improvement in A&E
performance (Emergency Pathway), clinical governance action plans and the quality strategy
launched (Data Quality & Governance) and recruitment drives, particularly for band 5 nurses
and CSWs (Workforce).
Over the next month we will be reflecting on the five workstreams in the 18 month plan and
taking the opportunity to assess any areas where we need to adjust our plans to achieve our
original objectives. The delivery of the 18 month plan is vital to our aim of becoming a stable,
sustainable and significant provider of care.

Developing the Trust strategy
To help us plan for the longer-term future of the trust and our role in our local health
economy we will be developing a new strategy for Medway Foundation Trust over the
autumn and winter – this is to coincide with us finishing delivering the 18 month plan in April
2016. The first stage of this will be at the Board strategy planning day in September, where
we will begin to review our progress, understand our population and their health needs and
think about the opportunities we have to provide excellent care for them.

Visions & Values
The Vision and Values project is well underway. A new Vision and Values developed by the
whole organisation is an important step forward for us to achieve high levels
of engagement. The staff response to the project has been positive and a diverse range of
staff from various teams have volunteered to be champions to support
creating and embedding a new Vision and Values for Medway.
The project has now completed its 'listening and insight gathering' phase. To ensure we
involved as many people as possible we launched the project with Global Communications
to all staff inviting them to participate and share their views on how we ensure Medway is a
great place to be. We had an immediate positive response with almost 500 staff contributing

to this phase of the project. Over 150 people gave feedback face to face, 139 completed an
online survey and a further 190 people completed a handwritten response on ‘discs’ which
were left in the canteen and distributed amongst the wards. People have been very honest
and open in their suggestions and the raw data has now been collected and once collated
we will communicate any common themes.
Alongside the insight gathering, FBP have also been working with the Executive team to
begin the creation of a new vision for the future of Medway. The vision will be tested and
shared through a number of engagement events with staff, Governors, Non-Executives and
the wider community. The next phase is to develop behavioural themes that will ultimately
become Medway's values to support the new vision. To develop these, we are working with
staff ‘champions’ to ensure the values created are engaging and meaningful for all at
Medway. The first session of the values development phase will take place on the 1st
September.

Care Quality Commission (CQC) Preparation
Our preparation for the upcoming re-inspection continues. Information for public display will
shortly be available and we have been advised that no formal public forums will be held but
rather stakeholder focus groups and interviews in the period immediately leading up to the
inspection. As Governors and members of the Trust you will have received information to
provide online comments.
Hospitals are notorious for holding onto old equipment –just in case. However we are
encouraging our staff to remove things no longer in use. Therefore you may notice that we
are arranging for all wards and departments to be able to declutter their areas of unwanted
items in July. You might see old equipment and chairs around the corridor but be assured
that it is only for a day until it is removed.

Communications
Trust Response to comments in the media.
Once again we have seen another consecutive month where there has been more positive
Stories about the Trust in the media then negative. A recent question in the House of
Commons from local MP Rehman Chishti brought a positive response from Health Secretary
Jeremy Hunt about our progress and particularly the appointment of Dr Patricia Bain as
Chief Quality Officer. Additionally there was significant positive coverage about our quarterly
Emergency Department figures and the improvement to the service in ED
On a more negative note there was a recent story on the standard of stroke services across
Kent and how these were not of a high enough quality. We were not invited to participate in
the story, but the hospital was mentioned and the BBC have now been invited to follow up
on the story about how we are working to improve our stroke services at Medway
Staff engagement sessions
We have continued our senior engagement with our stakeholders and this month welcomed
two visits from the Department of Health. The first was from the Policy team who spent the
day with a range of colleagues in the Emergency Department to understand what changes
had been implemented to effect the significant improvement in our ED figures.

Secondly, Shena and I were delighted to welcome Parliamentary Under-Secretary of State
for Health, Ben Gummer MP along with our local MP Rehman Chishti to the hospital. They
undertook a tour of the Maternity Unity before hosting a staff round-table session and then
had a follow up conversation with myself and the Chairman. This was an excellent
opportunity to engage directly with Westminster and show the improvements we have made
to the hospital and share our plans for continuing that trajectory.
I hosted my first Lesley’s lunch on Wednesday 8 July and spent a very enjoyable time with a
variety of members of staff from around the Trust, listening to their views and sharing our
plans for the future. The next lunch date is Wednesday 13 August and a variety of staff will
be invited to join me for lunch.
Also earlier this month I spent by first shift with the Housekeeping team on McCulloch ward,
as part of our new initiative Working With You. It gave me the opportunity to understand first
hand, what it was like to be member of the Housekeeping staff on a very busy ward. It gave
me a real insight into not just what we do well, but also the things that get in the way. I also
witnessed some great interactions between staff, patients and their families. It was a very
enjoyable experience and I look forward to my next Working With You session
Developing our Internet and Intranet
The Trust is embarking on creating a new intranet to make it easier to connect with staff but
importantly to ensure that information to do our jobs better is at their fingertips. A focus
group has been held.
Following from the development of the Intranet we will commence on improving our Internet
so that patients and the community can learn more about the Trust and our services.

Executive Director Arrangements:
Medical Director
Following his leave Dr Phillip Barnes is undertaking a secondment within Guys and St
Thomas’s in London. As advised in the last Chief Executive Report, Dr Kurti Mukherjee and
Dr Ghada Ramadan, the Associate Medical Directors will continue to jointly cover the role
supported by Dr Diana Hamilton-Fairley.
Executive Director of Finance
Mr Tim Bolot is away from 27 July until the 24 August. Ms Sheila Stenson (Deputy Director
of Finance) will provide cover.
Chief Executive
I will be attending an inspection in Hampshire from 27 July until 3 August and in my absence
Dr Patricia Bain, Chief Operating Officer will be acting Chief Executive.

Lesley Dwyer
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ANNEX G
CoG/15/08-15
For Information
COUNCIL OF GOVERNORS MEETING (PUBLIC) – 5 August 2015
Lead: Jane Long
Interim Company Secretary

Name: Martine Saker
Designation: Governor and Membership Lead

ANNUAL MEMBERS’ MEETING
The Council of Governors is asked to note the following:
Purpose of the paper presented:
To inform the Council of Governors of the Annual Members’ Meeting arrangements.
Outcomes required:
The Council of Governors is requested to note the Annual Members’ Meeting arrangements and make
every effort to attend the meeting on 30 September 2015.
Volunteers from the Council of Governors are requested, to help with the meet and greeting of visitors.
Time required:
5 minutes
Summary of the Key Points:
The Annual Members’ Meeting will be taking place on 30 September 2015 in the Common Room,
Postgraduate Centre. Registration and refreshments will be from 6pm, with the meeting starting at
6.30pm. A draft programme is attached.
There will be no information stands this year, instead there will be a variety of posters displayed on the
walls for visitors to view.
Following discussions under the private agenda of the Council of Governors’ meeting, a further agenda
may be added to the programme to present any changes to the constitution relate to the powers, duties
or roles of the Council of Governors. At least one Governor must attend to present these amendments.
As this meeting is an opportunity for members to meet their Governors, a group of Governor volunteers
are requested to meet and greet visitors and also help to ensure everyone signs the attendance sheets.
Key Risks (if yes explain risk and proposed management)
Clinical Risks
, Business Risks
, Environmental risks
Reputation risks
Governance risks
Monitor risks

, Finance & Performance risks

,

Resources required:
None
Prior Discussion:
Prior to the present meeting, the arrangements have been discussed with the Governors’ Membership
Engagement Group.
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Building Strategy – From Stability to Sustainability
Medway NHS Foundation Trust
Annual Members’ Annual Meeting
Wednesday 30 September, from 6.00pm
Common Room, Postgraduate Centre, Medway Maritime Hospital, ME7 5NY

PROGRAMME
Please note photographs will be taken throughout the event.
If you would not like to be included in these please inform a member of staff before the event.
Thank you.
6.00pm

Refreshments and Registration

6.30pm

Welcome, introduction and approval of minutes of the meeting held on
18 September 2014
Shena Winning, Chairman

6.35pm

Annual Report and Forward Plan
Lesley Dwyer, Chief Executive

6.50pm

Annual Accounts
Tim Bolot, Interim Director of Finance

7.00pm

Building Strategy – From Stability to Sustainability
Lesley Dwyer, Chief Executive and the Executive Team

7.45pm

Q&A

8.00pm

Plenary and Close
Shena Winning, Chairman

Thank you for joining us this year and we look forward to seeing you next year!
Please help us by completing the evaluation sheet.
A member of staff will collect the forms at the end of the evening.
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ANNEX HI
CoG/15/08-16
For Information
COUNCIL OF GOVERNORS MEETING (PUBLIC) – 5 August 2015
Lead: Shena Winning, Chairman

Name: Martine Saker
Designation: Governor and Membership Lead

ELECTION TO THE ROLE OF SENIOR GOVERNOR AND PROPOSED NAME
CHANGE TO LEAD GOVERNOR
The Council of Governors is asked to note the following:
Purpose of the paper presented:
To elect a Governor for the role of Senior Governor and approve the change of the name to Lead
Governor to reflect the guidance provided by Monitor.

Outcomes required:
To approve the change of the name from Senior Governor to Lead Governor, to bring the role description
in line with Monitor’s guidance.
For members of the Council of Governors to register their interest in becoming the Lead Governor.
For the Council of Governors to elect the Lead Governor via a private vote.

Time required:
5 minutes

Summary of the Key Points:
Monitor has asked all NS Foundation Trusts to nominate a “Lead Governor”. This individual will liaise
between Monitor and the Council of Governors where, for example, Monitor has concerns about the
leadership provided to an NHS Foundation Trust or in circumstances where it would be inappropriate for
the Chair to contact Monitor, or vice versa (for example, regarding concerns about the appointment or
removal of the Chair).
Ruth Jenner has held the post for the last three years and has now reached her maximum term in office.
In line with the appointment process agreed three years ago, the Council of Governors is required to hold
new elections to this role.
The revised role description for the Lead Governor will be discussed under the private agenda for the
meeting taking place on 5 August 2015 and the Governors will be asked to note the change of the name
from Senior Governor to Lead Governor as per Monitor guidelines.
Upon reviewing the documents, any Governor interested in putting their name forward for the role of
Lead Governor is asked to notify the Governor and Membership Lead in advance of the meeting and
provide a short narrative as to why they should be selected for the role.
The information on all candidates will be shared with the whole Council of Governors and a private ballot
will take place by post following the meeting to select the new Lead Governor. Results of the ballot will
be announced via email.

1

Key Risks (if yes explain risk and proposed management)
Clinical Risks
, Business Risks
, Environmental risks
Reputation risks
Governance risks
Monitor risks

, Finance & Performance risks

,

Resources required:
None
Prior Discussion:
Prior to the present meeting, the Lead Governor role will be discussed during the private session of the
Council of Governors’ meeting on 5 August 2015.

2

ANNEX JK
CoG/15/08-21
For Information
COUNCIL OF GOVERNORS MEETING (PUBLIC) – 5 August 2015
Lead: Shena Winning, Chairman

Name: Martine Saker
Designation: Governor and Membership Lead

LOG OF OPERATIONAL ISSUES RAISED BY GOVERNORS
The Council of Governors is asked to note the following:
Purpose of the paper presented:
To inform the Council of Governors of operational issues raised by Governors outside of their scheduled
meetings.
Outcomes required:
The Council of Governors is requested to note the issues raised.
Time required:
5 minutes
Summary of the Key Points:
The log includes two worksheets. The first details the current/recent (“active”) queries, the date the query
was raised, by whom and who to, together with the response received. The second worksheet contains
queries that have received responses and are now deemed as closed. Only the “active” worksheet
(appendix 1) is presented for information.
The queries are rated accordingly:
Red/Pending

Query raised, no response yet received.

Amber/Pending Partial response received.
Green/Closed

Response received, item now closed and will be moved
to the “closed” worksheet after the log has been
presented to the Council of Governors.

Key Risks (if yes explain risk and proposed management)
Clinical Risks , Business Risks , Environmental risks , Finance & Performance risks
risks
Governance risks
Monitor risks
(double click in each box that applies and select default value as ‘checked’)
Resources required:
None
Prior Discussion:
The Log is presented to the Quality Working Group at each of their quarterly meetings.

1

, Reputation

Appendix 1

GOVERNORS' LOG OF OPERATIONAL ISSUES
Date

Ref

Governor

Query / Concern / Issue

Comments

Actions Taken

Query
Response
answered?
10/3/15 - question
Closed
Information sent to AW 30/3/15 with the following commentary
passed to Chief Nurse (green)
and a request to pass the information on to the original enquirer:
for response
"I am very sorry we could not provide the information you
Info 24/3/15 - Simone
requested at the time, however we are now able to access this
Hay looking into this.
and provide a partial response to your query. I am able to provide
information for, Byron, Dickens and Milton wards that shows the
number of nurses planned for each shift versus the number of
nurses who were actually working on each shift. This data is
further broken down into registered and non-registered nursing
staff, however I am not able to provide further detail of the banding
or grade of each nurse on duty. Unfortunately I am not able to
access information for Tennyson ward.
I do hope this information answers your query. Sincere apologies
for the prolonged delay."
update 22/4/15 - Interim Director of Corporate Affairs will review
the response to this specific FOI. Verbal update provided to AW
that the policy had been reviewed and further controls in place for
18/5/15 - question
Closed
29/5/15 response from 2 division sent to VB:
passed to Medical
(green)
From Divisional Director of Operations, Surgery Anaesthetics &
Director
Theatres – “new Doctors within the Division are allocated into a
13/7/15 - assurance
timetable that is supported by permanent Consultant supervision,
from Women &
as well as on-calls also being supported by a permanent on-call
Childrens and
Consultant”
Emergency Medicince
From Divisional Director of Operations, Clinical Support Services
chased
– “all our new Radiologists receive support and shadowing from
experienced Radiologists”
13/7/15 - From Divisional Director of Operaionts, Women and
Children's - "Yes, I can absolutely confirm that this practice does
not occur in Women’s and Children’s services."
22/7/15 - From Adult Medicine/ED Rota manager "Our newly
arrived inexperienced FY1 doctors shadow our current
experienced doctors for one week prior to changeover on 5
August. From 5 August they are then supported by their teams
(Consultants, SpRs, CMTs, GPVTS, FY2) which consist of a
mixture of substantive/NHS locum posts/long and short term
existing locums. There are designated Consultants on all wards
available for advice."
9/6/15 Email forwarded Closed
9/6/15 Forwarded to Lead Nurse for Clinical Risk Management
to Chief Quality Officer (green)
13/7/15 - response sent to RJ - last SI attributed to Sepsis was in
13/7/15 - response
December 2014.
chased

10/03/2015 GL/04/15 Alan West This concerns failure to provide information following a
FOI request. A member considers that he has been
given inaccurate/misleading information, he feels the
Trust is trying to avoid the issue. His suspicion now
(Rightly or wrongly) is that the RCN recommended
numbers have not been met and the trust does not
wish it to be known

14/05/2015 GL/10/15 Vivien
Bouttell

Please can we be assured that newly-arrived,
inexperienced junior doctors are placed on shifts with
experienced senior colleagues and not with agency
doctors.

05/06/2015 GL/12/15 Ruth
Jenner

Since the signing up to, and implementation of the
Safe Care Plan, including the requirement of the Trust
to report unexpected Sepsis incidents, as an SI, and
provide full investigation reports, have there been any
such incidents to report?
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24/06/2015 GL/13/15 Vivien
Bouttell

Following a recent unpleasant verbal assault on a
member of staff by a member of the public over the
unavailability of wheelchairs, how often are wheelchair
audits carried out across the hospital and what were
the results of the last audit? May we be assured that
there is a regular programme to ensure that
broken/damaged chairs are repaired and back in
service as quickly as possible

29/06/2015 - email
Closed
forwarded to COO
(green)
13/7/15 - response
chased
13/7/15 - COO asking
Director of Estates and
Facilities to respond

30/06/2015 GL/14/15 Ruth
Jenner

What is the procedure for informing patients of the
result of an MRI scan? If it is by telephone, is there
total patient confidentiality?

30/06/2015 - email
forwarded to COO

Pending
(amber)

22/07/2015 GL/15/15 Vivien
Bouttell

During a recent meeting I learned that the Trust's
pleural service has undercharged commissioners for
the past few years.

28/07/15 - email to
Director of Finance

Pending
(red)

Please may we be assured that an investigation
is/has been underway to discover any other
specialties where undercharging has occurred and
that steps are being taken to ensure the
discrepancies are rectified. What is the additional
annual sum anticipated to be raised as a result?

3

14/7/15 - response to VB - We recognised some time ago that
wheelchair availability was an issue on site at Medway. Since
that time a number of wheelchairs have been bought with some
existing being repaired. However we have also recognised that
this was not enough and are about to implement more changes to
improve the situation. We are implementing weekly audits of
wheelchairs to ensure their availability in terms of numbers and
their location. We are also implementing a robust maintenance
program on site by our own engineers with a view to facilitating
the immediate exchange of broken or damaged wheelchairs
ensuring that none are out of use. These additional measures
should considerably reduce if not eliminate issues with wheelchair
availability.
1/7/15 MRI Service Lead advised that the policy is for staff not to
give out scan results to patients. A report is sent to the referring
clinician. Information passed to RJ 6/7/15
13/7/15 - RJ advised by MS to pass details to COO as RJ has
information of a patient whose wife was given his MRI results over
the phone. RJ checking whether patient wants the incident
investigated.
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Annex L
CoG/15/08-22
COUNCIL OF GOVERNORS ANNUAL WORK PLAN 2015-2016

Previous CoG Minutes
Matters Arising Report
Chairman’s Report
CE Report
Governors’ Log of Issues raised outside of meetings
Integrated Performance Report & Finance Report
18 Month Recovery Plan Update
Integrated Audit Committee Report
Investment and Contracts Committee Report
Quality Assurance Committee Report
My role as a non-executive director
Senior Governor verbal update
Governors’ Steering Group verbal update
Quality Working Group verbal update
Membership Engagement Group verbal update
Finance and Performance Working Group verbal update
Smoking-free hospital working group verbal update
NED Appointments
External auditor report on quality accounts
Revised Board Assurance Framework (when available)
Constitution
Review of Governors Code of Conduct
Election of Senior Governor representative & review of
role description (RJ elected 2012 for max 3 years)
Role description of Governor Representative at Board
meetings
Council of Governors’ Structure
NED Noms & Rem ToR
Quality WG ToR
Finance & Performance ToR
Membership Engagement Group ToR
Smoking Free Hospital Working Group ToR
Governors’ Steering Group ToR
Annual appraisal of External Auditor (incl in F&P WG
update)
AGM Arrangements
Finance & Performance Minutes
Quality WG Minutes
Membership Engagement Group Minutes
Register of Governor Interests
Quality Account Priorities
Forward Plan Priorities
Non-NHS income
Governors’ Annual Report
Annual Review of Membership Strategy
Financial Plans
Chairs’ Appraisal – confirmation taken place
NED Appraisals – confirmation taken place
NED & Chair Remuneration
Annual Review of NED & Chair expense claims
Review of AGM
NED Nom & Rem Minutes
Smoking-Free Hospital Working Group Minutes
Governors’ Steering Group

Aug
2015
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X

Oct
2015
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X

Dec
2015
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X

Feb
2016
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X

Apr
2016
X
X
X
X
X
X
X
X
X
X

June
2016
X
X
X
X
X
X

X
X
X
X
X
X

X
X
X
X
X
X

X
X
X

Aug
2016
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
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Annex M
CoG/15/08-23

MINUTES OF THE COUNCIL OF GOVERNORS’
FINANCE AND PERFORMANCE WORKING GROUP
HELD AT 4.30PM ON 1 JULY 2015 IN THE BOARDROOM, MEDWAY MARITIME HOSPITAL

Present:

Richard Tripp (RFT)
Adrian Crowther (AC)
Alan West (AW)

Public Governor, Rest of England and Wales (Chair)
Partner Governor, KCC
Public Governor, Medway

In attendance:

Crawford Bunch (CB)
Martin Jamieson (MJ)
Martine Saker (MS)
Tony Moore (TM)

Financial Controller
NED/Chair of the Integrated Audit Committee
Governor & Member Lead (note taker)
NED/Chair of the Investment & Contracts Committee

Apologies:

Stella Dick (SD)
Ruth Jenner (RJ)

Public Governor, Medway
Public Governor, Swale

Items were taken out of order but for the purpose of the minutes, items follow the order of the
agenda.

1.

WELCOME AND APOLOGIES FOR ABSENCE

1.1.

RFT welcomed those present.

1.2.

Apologies were noted as listed above.

2.

MINUTES OF THE MEETINGS HELD ON 13 MAY 2015 AND MATTERS ARISING
REPORT
Annexes A & B

2.1.

The minutes of the meeting held on 13 May 2015 were agreed as an accurate record
subject to the following amendment:
 Paragraph 6.3 – amend to read “Investment and Contracts Committee meeting”.

2.2.

TM explained that the June Investment and Contracts Committee meeting had been
cancelled and that he would update the Working Group on the Committee’s overview of
major purchasing activity at the Group’s next meeting in September.

Action: To feed back on the Investment and Contract Committee’s overview of the Trust’s
major purchasing activity at the Group’s next meeting.
Action: TM
2.3.

The matters arising report was noted and MJ explained that in relation to action 7.7 he
had spoken to various people and determined that it was not appropriate for a Governor
to observe meetings however he would ensure that he reported back to the Working
Group as fully as possible on the work the Integrated Audit Committee conducted. The
outstanding action could now be closed.
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3.

ANNUAL REVIEW OF THE EXTERNAL AUDITOR PERFORMANCE

3.1.

CB provided a verbal update on the performance of the external auditor, Deloitte during
the first year of their appointment with the Trust. He explained that Deloitte’s final audit
opinion was as expected. The process had been well organised and there had been good
engagement with the Finance Team. All deadlines had been met and there were no
concerns to highlight. MJ advised that Deloitte had been very complementary of the audit
process and of their engagement with the Finance Team.

3.2.

CB also advised that the Board had approved the appointment of KPMG as the internal
auditor. It was noted that five companies were reviewed and the top two were KPMG and
Price Waterhouse Cooper. MJ explained that KPMG were keen to get involved in more
than just financial audits and wanted to be part of improving the Trust. The contract with
KPMG also included counter fraud services.

CB left the meeting at 16:40
4.

SCRUTINY OF THE INVESTMENT & CONTRACTS COMMITTEE (ICC)

4.1.

MS suggested a discussion needed to take place as to what information needed to be
provided to the Finance and Performance Working Group to enable them to fulfil their role
of holding the non-executive directors to account for the performance of the Board.

4.2.

TM explained that a discussion had taken place at the June Trust Recovery Group
meeting around how to make the integrated performance and 18 month recovery plan
reporting more fit for purpose. A revised version based on those discussions would be
presented to future Board meetings, starting in July 2015. He suggested the revised
reports be shared with the Finance and Performance Working Group at their September
meeting which should then help him and MJ update the Group on how the Committees
and Board used the information. This would also provide a further three months to
determine whether the improved Emergency Department performance was sustainable
and also whether any improvement was evident in relation to HSMR performance.

4.3.

In response to a question regarding particular areas of focus for the Non-Executive
Directors, MJ advised that mortality was a particular focus for the Integrated Audit
Committee and would be discussed in detail to ensure a coordinated approach was being
taken. Good reports were now produced and presented at the last Board meeting so
there was now something to hold the executive team to account on. It was explained that
coding had been identified as part of the issue with other influencing factors being
Emergency Department performance and patient flow. MJ explained that the mortality
reports in future would include the monthly average trend and yearly performance
information. The Trust now looked at both HSMR and SHMI data together, rather than
focussing on one or the other.

4.4.

TM explained that the Chief Quality Officer had been a major influence in focussing
activity and improving data quality.

4.5.

In response to a question regarding whether the Non-Executive Directors were happy with
the information provided in the mortality report, MJ explained that yes, providing the report
included the level information agreed upon.

4.6.

It was noted that achieving an HSMR of 100 was within the 18 month recover plan and
that this would be a challenge. The key would be to evidence that progress towards
achieving 100 was being made.

4.7.

TM explained that the Trust Board was determining what areas the Trust needed to focus
on in order to bring HSMR down and the new Chief Executive was very committed to
turning the Trust around.
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4.8.

It was noted that other key areas of focus in addition to the mortality reviews were clinical
quality, coding/re-coding, patient flow and cancer wait targets.

4.9.

MJ explained that the Trust had recorded a deficit for Month 1 that was adverse to plan
and staffing for the Emergency Department had been a major factor for the overspend.
Month 2 was also adverse to plan but was slightly improved on the Month 1 overspend.
The Board had instructed the Finance Team to recover the adverse spend as soon as
possible. The original issue had been addressed and it was noted that the issue was
within one Division only. The other three divisions were operating within the budgets set.
MJ expressed confidence in the Interim Director of Finance to achieve the financial target
set. Tighter controls for agency spend in place but it was stressed that staff also needed
to buy into the need to reduce agency spend.

4.10. In response to concern raised by AC that the Trust had been leaderless in recent months,
assurance was provided that the Board now had a strong Chair with credibility with the
external organisations and the new Chief Executive was already proving to be strong with
a strong executive team supporting them both.
4.11. In response to clarification required in relation to the CIPs it was noted that all the plans
had been signed off by the regulators but full details for all the CIPs were not yet available
with a 25% still to be finalised. It was also noted that the Interim Director of Finance had
other solutions available, should the Trust not meet all the savings identified in the CIPs.
4.12. MJ requested the Council of Governors joined the Trust Board members in being
supportive of the Finance Team and the plans being put in place.
4.13. TM explained that The Trust was currently in a situation where it could recover any
overspend and identify any additional CIPs if necessary and therefore he was not yet
overly concerned that not all the finer CIP details were available.
5.

SCRUTINY OF THE INTEGRATED AUDIT COMMITTEE (IAC)

7.1

MJ explained that the last Integrated Audit Committee meeting ran out of time to discuss
all items on the agenda and therefore an extra-ordinary meeting was taking place on 14
July. He reported that a debt provision policy was now in place and the Auditors had
suggested a provision of £1m-£5m. The Trust had agreed to accrue the provision over
the financial year. MJ would monitor progress on this each month.

7.2

It was noted that there were two areas which were the main drivers of debts owed to the
Trust and these were recovering costs for services provided to overseas patients and
agreeing with commissioners the services provided and requiring payment.

7.3

MJ advised that the Committee had reviewed the clinical audit committee and it was noted
that over 200 clinical audits took place with no clear information being readily available on
outcomes. The clinical audit committee had been renamed the clinical effectiveness
committee and all audits would be linked to the Trust’s objectives and risk register and all
audits would be risk rated. There were two types of clinical audit: internal audits and
national audits. Two audits were outstanding but work was in progress to complete the,

7.4

MJ reported that the extra-ordinary audit committee meeting on 14 July would look at
mortality issues and the new monthly report. The aim was to ensure processes were in
place that would deliver. The meeting would also review the preparations for the CQC
inspection, seeking assurance that staff understood the aims, objectives and
requirements.

7.5

MJ agreed to include an update on the review of the mortality work in his update at the
August Council of Governors’ meeting.
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Action: To update the Council of Governors at their August meeting on the Integrated
Audit Committee’s review of the mortality work.
Action: MJ
7.6
MJ advised that single tender waivers remained a concern for the integrated audit
committee as orders were still being approved retrospectively, however the Procurement
Team were actively addressing them.
7.7

TM asked the Governors to all time for improvements to be embedded and that
improvements should be visible within six months.

6.

FUTURE AGENDA ITEMS

6.1.

The Working Group noted the annual work plan for 2015/16.

7.

ANY OTHER BUSINESS

7.1.

There was no other business discussed.

8.

FEEDBACK TO COUNCIL OF GOVERNORS’ MEETING

8.1.

The Council of Governors would receive the minutes of the meeting.

9.

DATE OF FUTURE MEETINGS

9.1.

It was noted that future meetings were scheduled as follows:
 Tuesday 22 September 2015, 4.30pm-6.30pm – Boardroom
 Monday 21 December 2015, 4.30pm-6.30pm – Boardroom

Annex D

The meeting closed at 18:05
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Annex N
CoG/15/08-24

MINUTES OF THE MEMBERSHIP ENGAGEMENT GROUP
MEDWAY NHS FOUNDATION TRUST
Monday 15 June 2015, Seminar Room 1, Postgraduate Centre, Medway Maritime Hospital

Present:

Renee Coussens (RC)
Viv Parker (VP)
Ann Smart (AS)

Chair / Public Governor, Medway
Staff Governor
Public Governor, Medway

Apologies:

Pat Schofield (PS)
Jan Stephens (JS)

Partner Governor
Non-Executive Director

In attendance:

Martine Saker (MS)
Shena Winning (SW)

Governor & Membership Lead / Note Taker
Trust Chairman

1.

CHAIRMAN’S WELCOME AND APOLOGIES FOR ABSENCE:

1.1

The Chair welcomed those present to the meeting.

1.2

Apologies were received as noted above.

2.

MINUTES OF THE MEETING HELD ON 18 MARCH 2015 AND MATTERS ARISING
REPORT:
Annexes A and B

2.1

The minutes of the meeting held on 18 March 2015 were agreed as a true and accurate record.

2.2

With reference to action 2.3 from the meeting held in March 2014, MS explained that no
progress had been made with regard to putting up governor photos. She also reminded the
Group that new Governors would be in post from August 2015 and that Ann Smart and Viv
Parker would be stepping down. During the discussion it was suggested that a group
photograph be taken rather than individual photos. MS agreed to liaise with the
Communications Team to arrange this.

2.3

With reference to action 2.4 from the previous meeting, MS explained that no progress had
been made with regard to encouraging school pupils to become members of the Trust but she
would continue to liaise with HR to ensure this is covered once NHS careers talks at schools
started.

2.4

With reference to action 7.6 from the previous meeting, MS explained that no progress had
been made with regard to the suggestions made for membership engagement.

2.5

RC raised concern that there was still out of date information on the Trust’s website and SW
advised that a new website was in the progress of being built and all information would be
updated.

2.6

In response to a question regarding progress address the staff shortages, SW explained that
lots of activity was underway to improve staff retention and to recruit new staff. It was noted
that no dramatic changes would be evident but she was able to confirm that the previous
month, more staff joined the Trust than left. SW also advised that some work had been
undertaken to ensure the English language skills of foreign staff was of a satisfactory standard.

1

The locum recruitment process had also been reviewed. MS reminded the Group that an
update was provided at the last Council of Governors’ meeting explaining that English language
skills of foreign nurses were tested.
3.

MEMBERSHIP NEWSLETTER:

3.1

Following a short discussion around what to include in the next members’ newsletter, the
following points were agreed for inclusion in addition to the regular items:
 An article introducing the new Chief Executive.
 If time permits, an article announcing governor election results. If time does not allow,
include in the autumn newsletter, with photographs.
 Update on Emergency Department including info on what the Trust is trying to achieve,
include photos of what the Emergency Village will look like when finished, include info on
what has already changed, including the move of MedOCC to 24 hours service.
 An article around National organ donation week and the members’ event taking place
 An update on the Sign up to Safety work.
 Reminder of Facebook/Twitter.
 Contact details.
 Feedback from last member event plus dates of next events, including the audit
competition winner event being planned for August, dates of CoG and Board meetings.
 Summary of recent positive media coverage.
 An article providing assurance regarding waiting times.
 Information on vision and values, if completed in time, alternatively include in the autumn
edition.
 Information on Patient Experience improvements being implemented.

3.2

During discussions it was also suggested that the Trust did something for National organ
donation week.

3.3

In response to positive feedback relating to the monthly newspaper produced by the Trust and
the question as to whether a quarterly newspaper was still required, SW suggested that this
could be reviewed.

3.4

The following suggestions for the quarterly newsletter were also made:
 A member of the Communications Team also attend member events in order to be able to
provide a written update for the newspapers and newsletter.
 Shorter articles to be produced for the quarterly newsletter in order for more content to be
included.
 The production of the quarterly newsletter should be passed back to the Communications
Team now that the team had a full complement of staff.
 RC offered her support producing the newsletter.
 Include notes of thanks from patients in the newspaper and newsletter.
 Include a couple of questions in the feedback form at the Annual Members’ Meeting in
relation to the members’ newsletter.

Action: To address the items discussed under agenda item 3 with the Communications Team.
Action: MS
4.

UPDATE ON RECENT MEDIA ACTIVITY:

Annex D

4.1

The Group noted the press activity for March and April 2015. MS advised that she had also
received the activity report for May 2015 but had not yet circulated it to the Group. She could
confirm that positive feedback had again outweighed the negative feedback.

4.2

The Membership Engagement Group was pleased to learn of this positive turnaround in media
attention.

5.

REVIEW OF TERMS OF REFERENCE:

Annex E
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5.1

During a discussion around the Terms of Reference concern was raised regarding the continual
interim Company Secretary/Director of Corporate Affairs posts and SW assured the Group that
Jane Long, interim Company Secretary would be in post until December 2015.

5.2

Concern was raised regarding the low core membership number and the fact that Debra
Teasdale was not replaced when she stood down. MS explained that it was not always
possible to refer back to the previous election results to offer the seat to the next placed
candidate, particular if there were less than six months until the regular election process was
due to start. It was agreed that the core membership would be sufficient, if all members
attended and it was recognised that the meetings were open for all Governors to attend.

5.3

Concern was also raised that, should RC not be successfully re-elected, there would be no
current members left on the Membership Engagement Group and therefore no one to hand over
to. SW suggested that membership of the Working Groups needed to be regularly refreshed

5.4

RC commented on the lack of feedback from governors on their involvement in Trust Groups
and SW suggested that a recommendation should also be presented at the next Council of
Governors’ meeting for a formal feedback process of governor involvement in Trust groups.

Action: To present a formal feedback process of governor involvement in Trust groups to the
next Council of Governors’ meeting.
Action: RC/MS
5.5

Following further discussion the Membership Engagement Group APPROVED the revised
Terms of Reference, subject to the following amendment:
 Paragraph 5.2 – keep NED representation on the Group.

6.

REVIEW OF GOVERNORS’ SELF-APPRAISALS:

6.1

The Membership Engagement Group noted the results of the self-appraisal process and that
training by an external provider was being organised for all governors to take place prior to the
Governor induction which would also be provided by the external body.

6.2

VP advised that she found the NHS Providers GovernWell training useful as well as allocating a
buddy or mentor to new Governors as the induction could be quite an overwhelming
experience.

6.3

SW advised that she felt the Council of Governors didn’t function well and this external training
should help provide the Council with the knowledge and clarity required to perform better.
Workshop sessions would also be organised.

7.

MEMBERSHIP UPDATE REPORT:

7.1

The Membership Engagement Group noted the membership update and following a question
regarding the age breakdown provided, MS explained that the breakdown used was based on
the breakdown Monitor required Trusts to report on. However a more detailed breakdown was
available and would be provided in the next report. She also reminded the Group that the
targets were based on the percentage breakdown of the population.

7.2

MS reported that no nursing or midwifery candidate had come forward for the staff governor
elections and therefore a by-election would need to take place.

8.

ANNUAL MEMBERS’ MEETING PLANNING:

8.1

MS proposed that Annual Members’ Meeting took place on 30 September 2015 and that the
date had already been put on hold in the Chairman’s and Chief Executive’s diaries.

8.2

Following a detailed discussion it was agreed that
 The meeting should take place on the hospital site with preferred locations being the
Social Club or the Common Room (if safe numbers of at least 80 people could be
accommodated).
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8.3

Registration and refreshments at 6pm
Meeting to start at 6.30pm with the formal business
Posters to be displayed highlighting:
o Sign up to Safety work
o Patient Experience Action plan progress
o Emergency Department developments with sketches of final vision
o 18 Month Recovery Plan progress
o We said, we did – highlighting progress made on 2014 aims and objectives
o Posters produced but the audit competition finalists
Allow half hour to cover annual report and accounts
Chief Executive to include vision and values as well as update on progress with the 18
month recovery plan.
One hour to provide a selection of presentations. Suggestions included
o Sign up to Safety work
o Patient Experience action plan progress
o The future of Medway Maritime Hospital
o Post-it notes to be available for people to write down any suggestions and
attach to a suggestions board.
Provide goody bags with pens and relevant information.
Posters to be displayed earlier around the hospital and arrange for Governors to put
posters up in the community across Medway and Swale

SW and MS would discuss the presentation further to agree the topics and speakers.

Action: To arrange the Annual Members’ Meeting as detailed under item 8 on the agenda.
Action: MS
9.

ANNUAL WORK PLAN AND ITEMS FOR NEXT AGENDA:

9.1

The annual work plan was noted.

10.

ANY OTHER BUSINESS

Annex JK

10.1 RC expressed her thanks to VP and AS for their support, acknowledging that this would be the
last Membership Engagement meeting that they would attend.
11.

ITEMS TO BE DRAWN TO THE ATTENTION OF THE COUNCIL OF GOVERNORS:

11.1 The Council of Governors would receive:
 the minutes of the meeting
 the revised terms of reference
 the Annual Members’ Meeting preparations
12.

DATE OF THE NEXT MEETING:

12.1 It was noted that the next meeting would take place on Monday 7 September 2015 at 4.30pm in
the boardroom.
The meeting closed at 16:35
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CoG/15/08-25
MINUTES OF THE QUALITY WORKING GROUP OF THE MEDWAY NHS FOUNDATION
TRUST COUNCIL OF GOVERNORS
3 June 2015, 4.30pm, Boardroom Post Graduate Centre

Present:

Vivien Bouttell (VB)
Adrian Crowther (AC)
Alan West (AW)
Apologies: Andrew Burnett
Renee Coussens
Chris Harvey
Anil Madhavan
In
attendance: Patricia Bain (PBn)
Jane Long (JL)
Philip Griffiths (PG)
Martine Saker (MS)

Chair/Public Governor, Medway
Partner Governor, KCC
Public Governor, Medway
Non-Executive Director/ Chair of Quality Assurance
Committee
Public Governor, Medway
Partner Governor, Charities
Staff Governor, Medical and Dental

Chief Quality Officer
Interim Company Secretary
Director of Estates and Facilities
Governor & Membership Lead and Minute Taker

Items were taken out of order but the minutes correspond to the agenda order.
1.

WELCOME AND APOLOGIES FOR ABSENCE:

1.1

VB welcomed those present to the meeting.

1.2

Absences were noted as detailed above.

2.

UPDATE ON ED IMPROVEMENTS

2.1

PG reminded the Group that work on Minors had just begun when the Group last met.
This was progressing as planned with some delay due to unforeseen work on drains
and cables. There had been one significant interruption due to the noise
transfer/vibrations which had required work to be halted during certain times as this was
affecting the surgical theatres. All heavy works were now complete and appropriate
action would be taken if future heavy works were required. It was noted that there was
a 2-3 day delay to the final completion of the Minors works which is now scheduled for
the first or second week of February 2016. The aim was to recover some of the delay
where possible.

2.2

PG reported that work for Majors and Resus was ready to go out to tender. Due to
directives, the tender would be open to European organisations. The aim was for works
to begin once Minors was complete.

2.3

It was noted that Majors and Resus would need to be decanted whilst the work was
carried out and the aim was to use a new facility during the time. Emerald Ward would
be vacated by the mental health trust in the near future and this could be a possible to
use this as the decant location. It was explained that a full business case would need to
1
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be developed to review the feasibility of this and other options since it had been
identified that the complexity of the various moves originally planned were impractical.
A possible decant strategy had already been discussed with Dr Laurence Gant from the
Emergency Department.
2.4

PG advised that a new structure was being developed to manage the plans including a
governance group that would meet with key divisional directors of operations to ensure
all dependencies were being taken into account. Members of this group would
comprise the Chief Operating Officer, the Financial Director and possibly the Chief
Executive Officer.

2.5

In response to a question regarding whether any extra costs would be incurred for the
refurbishment of Emerald Ward if used as the decant location, PG explained that the
£13.4m funding never included the cost of decant requirements so this would need to
be funded through existing capital requirements.

2.6

In response to a question regarding whether an emergency ambulance make ready
station would ease the volume of ambulances waiting at the Trust, PG advised that
ambulance staff should not be using the hospital as a waiting location or break time
location and were required to move on as soon as the patient had been handed over.
MS explained that South East Coast Ambulance Service NHS FT was responsible for
the emergency ambulances and for providing any make ready stations and this was not
likely something Medway NHS FT could influence.

2.7

In response to a question regarding progress to standardise fittings across the Trust,
PG advised that this was not something he had been asked to implement. MS
explained that a project was underway within Procurement to standardise the stock
used across the Trust.

2.8

In response to a query as to why Outpatient Area 4 had been closed, PG explained that
there had been an issue with blocked drains. The blockage was cleared but this
resulted in spillage and an offensive odour which required the area to be closed until the
smell had dissipated.

2.9

In response to a request for an update on issues identified during walkabouts, PG
explained that he had drafted a response for the Chief Operating Officer but assured
that there was a process for requesting works to be completed which staff within the
Trust should be following.

PG left the meeting.
3.

CHIEF QUALITY OFFICER

3.1

PBn explained that her role was a triumvirate with the Medical Director and the Chief
Nurse to support the quality agenda, collaborating and coordinating the teams. An
example of her action log was shared together with a brief description of her roles and
responsibilities, informatics structure and quality structure.

3.2

It was noted that some of the roles within the structures were new posts and the aim
was to fast-track the recruitment process.

3.3

PBn advised that a new Quality Improvement and Compliance Group (QICG) was being
set up, with the Group’s Chair rotated between her, the Medical Director and the Chief
2
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Nurse. The proposed Terms of Reference for the Group were shared, together with
revised Terms of Reference proposed for the Quality Assurance Committee to take into
account the new QICG. The Group’s first meeting would take place on 18 June, the
minutes of which will be shared with the Quality Assurance Committee (QAC). The
timings of the meetings would be adjusted in order for QICG to meet before the QAC. A
half-day session was planned to ensure everyone understood their roles going forward.
3.4

In response to concern that the Patient Safety arm of the structure was quite big, PBn
explained that compared to the previous Trust she had worked for, the Patient Safety
Team was small. She explained that there was a large workload for this team and it
was likely that the size would not reduce.

3.5

In response to a question regarding whether PBn had been given any guidance for this
new post, PBn explained that there are similar roles at other Trusts and a gentleman
named Professor Nick Black had been mentoring her other people in similar roles.

3.6

In response to concern that the QAC struggled to get reports for the meetings and how
the GICG would overcome this, PBn advised that the executive directors would be
taken to account for any missing reports. The QAC would have fewer papers on their
agenda, which should also improve the situation.

3.7

It was noted that Patient Safety Committee would feed into the QICG.

3.8

In response to a question regarding whether the Trust was now receiving data that it
could rely on, PBn advised that this was the first month that real patient issues could be
seen and she was confident the right information was coming through. PWC (Price
Waterhouse Cooper) were looking at the Trust’s Key Performance Indicators and who
checks and validates the information over the next four weeks.

3.9

In response to a question as to how the Trust knows the data was correct, PBn
explained that the data was reviewed and anything that did not look right was
investigated.

3.10

It was noted that a new Data Reporting Team of seven people would be producing all
reports for Trust Board meeting and divisional meetings. The Team would meet every
Monday morning.

3.11

In response to a question regarding how assurance was provided that lessons were
learnt from the outcomes of complaints, PBn advised that part of the Serious Incident
work with the buddying Trust to start the following week was to improve learning and
how the Trust demonstrated that learning had been imbedded.

3.12

In response to a question regarding work to improve the outpatient appointment
process, PBn reported that a project team was looking at the whole process with the
scoping exercise due to be completed at the end of the week. It was noted that this was
a key piece of work for the Trust.

3.13

In response to a question regarding how the Governors’ Quality Working Group could
support the Chief Quality Officer, PBn explained that a volunteer would be able to sit in
and observe the QICG meetings and she was happy if Governors wanted to set up a
rota of who would be attending. She also requested the Governor helped convey the
message that the Trust was moving in the right direction.
3

DRAFT

3.14

AW and VB registered an interest in observing the QICG meetings.

3.15

PBn agreed to provide an update on the recovery progress at the next meeting.

PBn left the meeting at 17:00
4.

MINUTES OF THE MEETING HELD ON 11 MARCH 2015 AND MATTERS ARISING
REPORT:
Annexes A & B

4.1

The minutes of the meeting held on 11 March 2015 were agreed as a true and accurate
record.

4.2

The matters arising report was noted.

5.

ANNUAL TERMS OF REFERENCE REVIEW

5.1

The Quality Working Group approved the slightly revised Terms of Reference to be
presented at a future Council of Governors’ meeting.

Annex C

Action: To present the slightly revised Terms of Reference to a future Council of
Governors’ meeting.
Action: VB
6.

SCRUTINY OF THE QUALITY ASSURANCE COMMITTEE:

Annex D

6.1

The Quality Working Group noted the Quality Assurance Committee Chair’s report that
was presented to the May Trust Board meeting.

6.2

VB advised that the Quality Assurance Committee still regularly had a number of papers
missing with no explanation. It was noted that the new format the Chief Quality Officer
had outlined earlier in the meeting should help to resolve the current issues.

6.3

VB explained that she found it frustrating that the data presented at those meetings was
sometime two months behind and found it difficult to be assured that performance was
improving when the data presented did not show this. MS explained that the new
performance report should provide more clarity in future.

6.4

AW raised concern that the Governors had not had the opportunity to see the Quality
Accounts prior to submission to parliament. MS explained that an extract from the
report was presented at the April Council of Governors’ Meeting which also highlighted
the priorities selected. She advised that the Trust had fulfilled its requirement in relation
to involving Governors in the setting of the Quality Account priorities. The Trust was not
permitted to share the full documents with the Governors until after submission to
parliament.

6.5

JL advised that her role would be to help the Board and Governors understand their
roles and what boundaries there were. She would aim to meet with all governors on a
one to one basis over the next few weeks before presenting any recommendation to the
August Council of Governors’ meeting.

ACTION: To arrange to meet each Governor on a one to one basis prior to making a
recommendation to the August Council of Governors’ meeting as to how to help
Governors understand their role and their boundaries.
Action: JL
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6.6

VB reported that this was confident that the Chair of the Quality Assurance Committee
was making the Board aware of any issues and that the Board had reacted
appropriately by forming the new Quality Improvement and Compliance Group.

7.

UPDATE FROM GOVERNORS ON ACTIVITIES SINCE THE LAST QUALITY
WORKING GROUP MEETING:
Annex E

7.1

Patient Safety Group
AW reported that patient harm was up against the national average and the number of
open investigations was very high.

7.2

VB advised that the Chair of the Quality Assurance Committee had asked whether the
incidents could be treated together where there were common occurrences.

7.3

AW advised that the CCG were not assured that the Trust was learning from Serious
Incidents and MS reminded the Group that work was underway with the CCG and the
aim was to close a number of cases by the end of July 2015.

7.4

VB raised concern after learning that one ward had been 100% staffed by agency staff.

7.5

Walkabouts
AW tabled an update and highlighted the main issues currently outstanding and advised
that he had not received any feedback on the outstanding issues for at least three
months.

7.6

VB explained that she had heard a rumour that individual wards and departments had
been given their own maintenance budgets.

7.7

Signage Group
AW tabled an update from the last Signage Group meeting and explained that the next
meeting would take place on 23 June 2015.

7.8

Catering
VB tabled an update and advised that salads were now available in the restaurant and
on patient menus.

7.9

Outpatient Experience Group
VB tabled an update and advised that car parking complaints were beginning to filter in
again.

7.10 VB also highlighted that issues with NSL had been raised in relation to collection of
outpatients. Amongst complaints received, was one case where NSL had refused to
wait for a patient who had gone to the toilet.
7.11 MS reported that a member had been in touch with her recently trying to find contact
details for NSL to in order to complain to them directly about issues he had faced during
inpatient stays. He was concern that poor NSL performance would reflect badly on the
Trust. He commended the service and care he had received during his stays at the
hospital. A meeting had been set up between the patient and NSL and the patient had
invited MS to attend on behalf of the Trust. MS explained that she would attend meeting
and provide feedback to the Chief Operating Officer and other colleagues.
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7.12 AW advised that he was aware that the number of complaints around communication
had increased since the implementation of the new PAS but was not sure what the link
was.
8.

GOVERNORS’ LOG:

8.1

The log of operational issues was noted.

8.2

With reference to log number GL/04/15, MS advised that the FOI process had been
reviewed and changed in relation to when a request could be refused for exceeding the
18 hour threshold for producing the information. Staff would now have to provide
detailed rationale as to why the request was being refused.

8.3

With reference to log number GL/05/15 MS advised that assurance had been provided
by two of the divisions and update from the other two was still awaited.

9.

ANY OTHER BUSINESS:

9.1

There was no other business discussed.

10.

FEEDBACK TO THE COUNCIL OF GOVERNORS’ MEETING

10.1

The Council of Governors would receive the minutes of the meeting and a verbal update
from AW on behalf of the Working Group Chair.

10.2

The revised terms of reference would be presented to the August Council of Governors’
meeting.

11.

ANNUAL WORK PLAN FOR 2015/16:

11.1

The Working Group NOTED the annual work plan for 2015/16 and agreed for update on
recovery progress from the Chief Quality Officer to be added to future agendas until the
18 month recovery plan was complete.

Annex F

Action: To add recovery progress update from the Chief Quality Officer to future
agendas until the 18 month recovery plan was complete.
Action: MS
11.2 It was noted that the annual election of the Group’s Chair had been deferred for this
meeting and would be added to the agenda of the next meeting.
Action: To add annual election of the Group’s Chair to the next agenda.
Action: MS
12.

DATES OF FUTURE MEETINGS:

12.1

The Working Group noted the next meeting was scheduled to take place at 4.30pm on
Wednesday 9 September 2015 in the Boardroom.

The meeting closed at 18:25
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